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FROM  THE  DELAWARE  CANCER  NETWORK* 


ADJUVANT  RADIATION  THERAPY  TRIALS 


Leslie  W.  Whitney,  M.D. 


At  the  recent  conference,  “Breast  Cancer:  A 
Report  to  the  Profession,  1976,”  held  in  Washing- 
ton on  November  22-23,  a report  was  given  on 
adjuvant  radiation  trials  by  Dr.  J.  Stjernsward 
of  the  Ludwig  Institute  for  Cancer  Research  in 
Switzerland.  Dr.  Stjernsward  pointed  out  that 
the  value  of  adjuvant  radiation  therapy  in  breast 
cancer  can  be  summarized  as  follows,  according 
to  the  state  of  the  disease  at  the  time  of  treat- 
ment: 

STAGE  I.  A growing  number  of  reasonably 
small,  single  and  localized  tumors  as  the  result 
of  earlier  diagnosis,  with  information  available 
about  the  axillary  lymph  node  status  for  biologi- 
cal classification  as  the  result  of  axillary  dissec- 
tion, require  controlled  care  for  clinical  studies  of 
the  radiation  of  the  breasts  as  adjuvant  therapy. 
Preliminary  studies  done  in  France  showed  en- 
couraging results  with  local  breast  irradiation, 
but  confirmation  of  these  results  is  needed.  Dr. 
Stjernsward  felt  that  improved  survival  by  inter- 
vention locally  will  most  probably  be  due  to  se- 
lection of  cases  with  earlier  diagnosis  rather  than 
to  variations  in  local  therapy. 

STAGE  II.  Dr.  Stjernsward  felt  that  preopera- 
tive irradiation  trials  are  not  logical  in  patients 
who  are  strictly  operable  and  at  a high  rate  of  oc- 
cult dissemination  at  the  time  of  the  regional 
treatment.  It  is  possible  that  a very  limited  sub- 
group of  patients  who  will  benefit  from  radiation 
therapy  in  Stage  II  can  be  identified  by  random- 
ized trials.  He  pointed  out,  however,  that  the 
routine  use  of  postoperative  radiation  in  strictly 
operative  patients  is  highly  questionable.  He 
listed  four  facts  which  weigh  heavily  against  the 
routine  use  of  postoperative  radiotherapy.  (1) 
The  danger  of  over-treatment.  He  pointed  out 
that  90%  of  the  patients  who  develop  local  and 


regional  recurrence  also  have  distant  metastasis. 
Overall  only  25%  of  patients  develop  recurrence, 
and  in  these  a course  of  radiation  therapy  at  the 
time  of  recurrence  gives  complete  local  control 
in  about  70%  of  the  cases.  (2)  The  problem  of 
increased  morbidity.  Besides  a local  and  regional 
morbidity  there  is  an  increased  mortality  between 
1%  and  10%  which  can  be  correlated  with  the 
use  of  radiotherapy  in  randomized  trials.  (3) 
Multiple  drug  chemotherapy  has  been  shown  to 
be  most  effective  against  soft  tissue  metastasis, 
and  the  fact  that  radiation  therapy  diminished 
the  effect  of  systemic  therapy  cannot  be  dis- 
missed. (4)  Finally,  the  patient’s  time  and 
money  involved,  the  doctor’s  time  and  society’s 
resources  may  be  better  used,  and  Dr.  Stjerns- 
ward pointed  out  that  priorities  are  necessary, 
even  in  oncology. 

STAGE  III.  Radiation  therapy  has  a very  clear 
therapeutic  role  in  inoperable  tumors  which  are 
limited  to  the  breast.  Its  synergistic  role  with 
systemic  therapies  in  the  multimodular  approach 
remains  to  be  determined  by  controlled  studies. 

STAGE  IV.  It  is  well  established  that  radiation 
therapy  has  a beneficial  palliative  effect.  Control 
studies  are  lacking  to  analyze  whether  there  is  a 
cost  benefit  ratio  when  compared  to  more  simple 
forms  of  therapy.  He  suggested  that  the  posi- 
tive effect  of  half-body  or  total  body  irradiation 
for  the  control  of  disseminated  disease  should 
be  determined  by  a controlled  randomized  trial 
study. 

Reports  of  this  type  which  challenge  the  tradi- 
tional role  of  radiation  therapy  as  a routine  post- 
operative measure  following  breast  cancer  sur- 
gery, and  the  emphasis  on  multiple  drug  therapy 
on  a routine  basis  represent  a significant  change 
in  the  approach  to  the  treatment  of  breast  can- 
cer. 


Dr.  Whitney  is  Director  of  the  Delaware  Cancer  Network. 

*An  NCI-supported  agency  located  at  1200  Jefferson  Street,  Wilmington,  Delaware  19801.  Tel.  (302)  428-2113. 
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THE  CPi  AND  MEDICAL  CARE  COST 


We  are  frequently  reminded  that,  if  we  are  to 
have  an  effective  voice  in  our  own  affairs,  phy- 
sicians must  be  more  concerned  about  the  cost 
of  medical  care.  We  are  further  advised  that 
these  costs  might  be  bearable  to  industry  and  the 
government  if  there  were  some  limits  to  the  an- 
nual increases  that  exceed  the  annual  consumer 
price  index. 

Surely,  the  economists  and  the  statisticians  can 
show  that  the  cost  of  medical  care  outpaced  the 
cost  of  most  ( but  not  all! ) goods  and  services,  as 
measured  by  the  Consumer  Price  Index.  Yes,  we 
all  know  the  cost  of  medical  care  has  gone  up, 
and  we  are  partly  to  blame.  There  are  some 
other  aspects,  however,  that  we  should  consider. 

How  does  one  figure  quality  into  the  CPI? 
Surely  our  new  and  expensive  medical  technology 
must  increase  the  overall  quality  of  our  services, 
but  I would  acknowledge  that  this  is  sometimes 
open  to  question.  When  there  is  a significant 
quality  change  in  a product,  the  Bureau  of  Labor 
Statistics  says  that  the  simultaneous  price  rise  is 
assumed  to  be  an  accurate  measure  of  the  value 
of  the  quality  change,  and  no  price  increase  is 
reflected  in  the  index.  Thus,  if  we  were  pro- 
viding improved  care,  or  better  quality  care,  a 
price  increase  would  not  be  inflationary  in  a 
technical  sense.  We  are  not  apt  to  hear  much 
about  this  point,  however,  from  government  stat- 
isticians because  it  would  fail  to  support  much 
of  the  argument  about  the  high  cost  of  medical 
care. 

Let’s  look  at  some  of  the  items  listed  in  the 
CPI  and  see  how  they  compare.  The  base  index 
is  for  the  year  1967  and  equals  100.  As  of  Au- 


gust, 1976,  the  index  of  the  cost  of  medical  care 
was  186.8.  The  All  Items  index  was  166.4  and 
All  Services  182.0.  The  index  for  food  was  181.8, 
housekeeping  and  home  maintenance  service 
212.1,  insurance  and  finance  198.9,  and  medical 
care  services  199.0.  The  price  index  of  sausage 
was  226.2,  and  the  index  for  bologna  176.4. 

The  above  figures  can  be  used  to  clearly  show 
that  the  medical  profession  has  been  clever 
enough  to  stay  ahead  in  this  inflationary  spiral  as 
measured  by  the  CPI.  Figures  don’t  always  tell 
the  whole  truth,  however,  and  one  needn’t  be  an 
economics  major  to  recognize  that  because  of 
our  progressive  tax  structure,  keeping  pace  with 
inflation  means  gradually  falling  behind  in  pur- 
chasing power  as  one  is  placed  in  a higher  tax 
bracket  because  of  the  inflation  itself.  Without 
defending  the  extraordinarily  high  income  of  a 
few  physicians,  or  condoning  any  unreasonable 
or  outrageous  charges  by  any  physician,  I feel 
confident  that  a large  number  of  physicians  have 
fallen  behind  in  purchasing  power  despite  de- 
livering a higher  quality  service  to  their  patients. 

All  of  this  is  not  to  say  that  we  are  not  guilty 
of  wasteful  practices  such  as  ordering  unneces- 
sary lab  and  x-ray  studies,  and  over-utilization 
of  hospital  facilities.  These  things  provide  our 
critics  with  abundant  ammunition  without  con- 
tributing to  the  quality  of  medical  care.  Their 
effect  on  the  overall  cost  of  medical  care  will  be 
a subject  of  another  President’s  Page. 
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Manuscripts 

All  manuscripts  submitted  shall  be  original,  never 
before  published  and  contributed  solely  to  the  Dela- 
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tures must  be  accompanied  by  written  permission 
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Review  and  Action 
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script is  received.  Unaccepted  manuscripts  will  be 
returned. 
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Illustrations 

Drawings  and  charts  should  be  made  in  black 
ink  on  white  paper.  Photographs  must  be  black  and 
white  glossy  and  should  be  identified  on  the  back 
and  their  positions  indicated  in  the  text.  The  cost 
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VAGINAL  SURGERY 
IN  STRESS  INCONTINENCE 

Thomas  H.  Green,  Jr.,  M.D. 


Since  Marshall,  Marchetti,  and  Krantz  intro- 
duced the  operation  of  suprapubic  urethrovesi- 
cal  suspension  nearly  30  years  ago,  transab- 
dominal procedures  have  been  used  with  increas- 
ing frequency  to  correct  urinary  stress  incontin- 
ence.1 Furthermore,  more  precise  knowledge 
of  the  different  types  of  abnormal  anatomy  in- 
volved has  made  it  clear  that  a purely  vaginal 
approach  will  frequently  fail  to  achieve  satisfac- 
tory long-term  cure  rates.  Provided  the  proper 
indications  exist  in  terms  of  the  type  of  anatomic 
abnormality  present  in  the  individual  patient, 
properly  performed  vaginal  surgery  still  has  a 
role  to  play  in  the  overall  management  of  pa- 
tients with  stress  incontinence.  However,  the 
outdated  concept  that  good  results  will  be  ob- 
tained if  the  majority  of  patients  with  stress 
incontinence  are  treated  initially  by  a vaginal 
operation,  reserving  transabdominal  or  combined 
vaginal-abdominal  procedures  for  the  recurrent 
cases,  has  been  clearly  shown  to  be  incorrect  and 
fortunately  has  now  largely  been  abandoned. 
Instead,  the  first  operation  to  be  done  should 
be  selected  primarily  on  the  basis  of  the  specific 
type  of  anatomic  abnormality  present  in  each 
patient. 

Dr.  Green  is  Associate  Clinical  Professor  of  Gynecology,  Har- 
vard Medical  School,  Visiting  Surgeon,  Massachusetts  General 
Hospital,  Boston,  Massachusetts. 


Basic  Types  of  Abnormal  Anatomy 
in  Stress  incontinence 

As  demonstrated  by  urethrocystograms  ( “chain 
cystograms”),  two  fundamental  types  of  ab- 
normal urethrovesical  anatomy  are  encountered 
in  patients  with  urinary  stress  incontinence. 
( Figure  1 ) 

Type  I.  The  anatomic  defect  involves  only  a 
loss  of  the  normal  posterior  urethrovesical  angle. 
Approximately  25%  of  patients  with  stress  in- 
continence fall  into  this  anatomic  category. 

Type  II.  In  addition  to  obliteration  of  the  pos- 
terior urethrovesical  angle,  there  is  also  an  in- 
ferior and  posterior  rotational  descent  of  the 
urethra  and  bladder  neck  with  a resulting  charac- 
teristic, abnormal  urethral  axis.  The  normal  angle 
of  inclination  of  the  urethral  axis  is  a relatively 
vertical  one  of  10-30  degrees;  in  Type  II  the  axis 
angle  increases  to  one  that  is  at  least  greater 
than  45  degrees,  sometimes  even  greater  than 
90  degrees.  Approximately  75%  of  patients  with 
stress  incontinence  fall  into  this  anatomic  cate- 
gory. 

Selection  of  Operative  Procedure 
Based  on  Anatomic  Type 

In  studies  reported  in  1962  (Table  1)  it  was 
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NORMAL 


STRESS  INCONTINENCE 


Increase  and  reversal  of 
normal  axis  of  urethral 
inclination  due  to 
rotational  descent 

of  urethra.  TYPE  JT 


FIGURE  1. 

The  two  basic  types  of  anatomic  configuration  encountered  in  patients  with  stress  incontinence  as 
revealed  by  the  lateral  standing-straining  view  of  the  urethrocystogram.  In  both  Type  I and  Type  II 
the  PUV  angle  is  lost,  but  in  Type  II,  there  is,  in  addi  ion,  an  increase  in  the  angle  of  inclination  of  the 
urethral  axis,  the  latter  varying  from  45  to  120  degrees,  depending  on  the  amount  of  rotational 
descent  of  the  urethra.  The  typical  lateral  straining  urethrocystogram  found  in  continent  women  with 
normal  support  is  shown  for  comparison.  From  Gresn  TH  Jr:  Gynecology — Essentials  of  Clinical  Practice, 
ed  2.  Chapt  18.  Boston,  Little,  Brown  & Co,  1 971 , pp  41 6-417. 


noted  in  a series  of  90  consecutive  patients 
suffering  from  stress  incontinence  that  vaginal 
repair  was  highly  successful  in  correcting  the 
Type  I anatomic  defect  and  in  achieving  com- 
plete and  permanent  cure  of  the  stress  incon- 
tinence in  85-90%  of  such  patients.2  On  the 
other  hand  a transabdominal  suprapubic  ap- 
proach employing  either  the  Marshall-Marehetti 
urethral  suspension  or  a fascial  sling  procedure 
was  shown  to  be  necessary  in  order  to  achieve 
satisfactory  cure  rates  ( 90-95% ) in  patients 
with  Type  II  stress  incontinence.  Whenever 
vaginal  repair  alone  was  attempted  in  the  face  of 
the  Type  II  anatomic  defect,  persistent  stress 


incontinence  or  recurrence  of  the  symptom  dur- 
ing the  first  two  postoperative  years  occurred  in 
over  50%  of  such  cases.  Identical  observations 
and  conclusions  have  also  been  reported  by 
Bailey.3 

During  the  past  15  years  the  following  pro- 
gram for  selection  of  the  appropriate  surgical 
procedure  for  each  patient  has  generally  been 
used  at  our  institution. 

For  Type  I patients,  the  procedure  is  usually 
vaginal  repair  (anterior  and  posterior  colpor- 
rhaphy,  most  often  with  vaginal  hysterectomy)  if 
the  overall  problem  dictates  a vaginal  approach, 


12 


Del  Med  Jrl,  Jan  1977— Vol  49,  No  1 


TABLE  1 

Results  of  90  Consecutive  Primary  Operations 
According  to  Type  of  Urethrovesical  Anatomic 
Abnormality 

Massachusetts  GeneraHHospital  1953-1957 


Vaginal  Marshall- 

TYPE  I Repair  Marchetti  Totals 

No.  patients  27  14  41 

Cured  22  (81%)  14  (100%)  36  (88%) 

Failed  5 0 5 


TYPE  II 

No.  patients  21  28  49 

Cured  10  (48%)  26  (93%)  36  (73%) 

Failed  11  2 13 


or  a Marshall-Marchetti  suprapubic  urethrovesi- 
cal suspension,  with  abdominal  hysterectomy 
and  perineorrhaphy  when  indicated,  in  situations 
where  the  overall  problem  is  best  handled  by  an 
abdominal  approach  (eg,  Type  I stress  incon- 
tinence, plus  symptomatic  fibroid  uterus ) . 

For  Type  II  patients,  the  procedure  is  one  of 
the  following.  If  the  vaginal  approach  is  be- 
lieved indicated  because  of  associated  prolapse 
and  perineal  relaxation,  vaginal  hysterectomy 
with  anterior  and  posterior  colporrhaphy  is  per- 
formed, but  in  combination  with  the  Marshall- 
Marchetti  suprapubic  urethrovesical  suspension, 
which  is  carried  out  immediately  following  the 
vaginal  procedure.  If  the  need  for  vaginal  re- 
pair is  not  evident,  a primary  Marshall-Marchetti 
procedure  is  carried  out  (or  less  often,  a pri- 
mary fascial  sling  procedure),  and  abdominal 
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hysterectomy,  if  indicated,  is  first  performed 
through  the  same  incision. 

Such  a plan  seems  to  have  provided  effective 
selection  of  the  particular  operation  or  combina- 
tion of  procedures  calculated  to  correct  the  speci- 
fic type  of  abdominal  urethrovesical  anatomic 
configuration  in  each  patient.  Although  supra- 
pubic operations  are  frequently  indicated  (75% 
of  patients  with  true  stress  incontinence  have 
the  Type  II  anatomic  abnormality),  this  program 
for  selection  has  the  distinct  advantage  of  per- 
mitting the  retention  of  the  vaginal  approach  for 
the  many  patients  in  whom  this  is  desirable  in  the 
presence  of  associated  uterine  prolapse.  One 
can  be  confident  that  a high  rate  of  cure  can  be 
expected  in  the  Type  I patients  and  that  an 
equally  high  rate  of  success  can  be  obtained  in 
the  Type  II  patients  by  the  addition  of  a supple- 
mentary suprapubic  urethrovesical  suspension  to 
the  overall  surgical  procedure.  A more  recent 
analysis  of  the  highly  satisfactory  results  achieved 
by  this  program  for  selection  of  the  appropriate 
operative  procedure  is  presented  in  Table  2. 4 

Technical  Points  in  Vaginal  Surgery 
for  Stress  Incontinence 

Certain  details  of  the  anterior  vaginal  dissec- 
tion and  repair  have  a bearing  on  the  restoration 
of  normal  urethrovesical  anatomy  and  determine 
whether  or  not  a vaginal  operation  will  succeed 
in  permanently  correcting  the  problem  of  stress 
incontinence.5  The  most  important  points  are 
the  following: 

1.  In  the  course  of  the  anterior  vaginal  wall 
dissection  the  vertical  incision  should  be  carried 
sufficiently  anteriorly  and  the  flaps  dissected  far 


TABLE  2 

Results  of  Stress  Incontinence  Treatment  Program 
Massachusetts  General  Hospital  1957-1970 


Anatomic  Type 

Primary  Cure 

Secondary  Cure 

Final  Cure  Rate 

Persistent 
Failure  Rate 

1—  77  pts.  (22%) 

73  (95%) 

2 

75  (97%) 

2 (3%) 

11  — 264  pts.  (78%) 

240  (91%) 

15 

255  (96%) 

9 (4%) 

Totals — 341  pts. 

313  (92%) 

17 

330  (97%) 

11  (3%) 

( Duration  of  follow-up:  five  to  eighteen  years) 
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urethral  meatus 


Anterior  vaginal  wall  dissection  completed,  ade- 
quately exposing  the  proximal  urethra  and  vesical 
neck  region.  From  Green  TH  Jr:  Operative  man- 
agement of  urinary  stress  incontinence,  Chapt  1 18, 
in  Cooper  P (ed)  : The  Craft  of  Surgery,  ed  2.  Bos- 
ton, Little,  Brown  & Co,  1971,  p 1542. 


the  vesical  neck  to  approximate  the  bladder  wall 
and  its  surrounding  fascia  endopelvina  beneath 
the  proximal  urethra,  restoring  a normal  posterior 
urethrovesical  angle.  From  Green  TH  Jr:  Opera- 
tive management  of  urinary  stress  incontinence, 
Chapt  1 1 8,  in  Cooper  P ( ed ) : The  Craft  of  Surgery, 
ed  2.  Boston,  Little,  Brown  & Co,  1971,  p 1542. 


enough  laterally  so  that  the  bladder  base  can 
be  fully  mobilized  and  exposed,  and  the  region 
of  the  vesical  neck  and  proximal  urethra  com- 
pletely freed  and  uncovered.  (Figure  2a) 

2.  Placement  of  two  or  three  2-0  chromic  cat- 
gut sutures  at  the  level  of  the  vesical  neck  to 
approximate  the  bladder  wall  and  its  surrounding 
and  supporting  envelope  of  endopelvic  “fascia” 
is  the  critical  maneuver  if  the  posterior  urethro- 
vesical angle  is  to  be  restored  and  given  ade- 
quate permanent  support.  (Figure  2b)  Care  must 
be  taken  not  to  place  these  sutures  too  deeply 
through  the  wall  of  the  bladder  base,  lest  the 
lower,  intramural  portions  of  the  ureters  be  ac- 
cidentally included  in  these  stitches.  If  there  is 
any  doubt  in  the  surgeon’s  mind  of  the  exact 
location  of  the  terminal  segments  of  the  ureters 
at  this  point,  they  are  usually  readily  identified 
by  palpation  between  the  thumb  and  index 
finger  as  they  approach  and  then  enter  the  wall 
of  the  bladder  a few  centimeters  lateral  to  and 
slightly  superior  to  the  vesical  neck  on  each  side. 
As  these  two  or  three  key  sutures  are  snugged 
and  tied,  the  operator  can  actually  observe  the 
reformation  of  the  posterior  urethrovesical  angle. 

3.  It  is  equally  important  to  avoid  excessive 
advancement  of  the  bladder  base  posterior  to  the 
vesical  neck  during  the  conclusion  of  the  repair. 
Imbricating  sutures  that  over-advance  the  plane 
of  the  posterior  bladder  base  will  obliterate  the 
posterior  urethrovesical  angle  with  correspond- 
ing failure  to  correct  the  incontinence,  or,  in  the 
case  of  the  continent  patient  undergoing  anterior 
colporrhaphy  for  cystocele,  may  result  in  the  pro- 
duction of  stress  incontinence  from  which  she 
had  never  before  suffered.  The  normal  plane 
to  which  the  posterior  bladder  base  should  be 
restored  is  shown,  contrasted  with  the  improper 
plane  resulting  from  over-advancement,  in  Figure 
2c.  The  mechanisms  by  which  iatrogenic  stress 
incontinence  may  be  produced  by  improper  an- 
terior colporrhaphy  are  illustrated  and  discussed 
in  Figure  3. 

If  these  key  technical  points  are  kept  in  mind 
when  performing  vaginal  hysterectomy  and/or 
anterior  colporrhaphy  in  the  patient  with  Type  I 
stress  incontinence,  a 90-95%  permanent  cure 
rate  should  be  achieved.  Attention  to  these  de- 
tails will  also  avoid  the  iatrogenic  production  of 
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FIGURE  2c. 

The  normal  plane  to  which  the  posterior  bladder  base  should  be  restored  is  indicated  in  the  sagittal 
view  on  the  left,  while  the  improper  plane  which  will  result  from  over-advancement  of  the  bladder 
base  is  shown  in  the  diagram  on  the  right.  In  the  latter  situation  it  is  quite  apparent  that  the  normal 
posterior  urethrovesical  angle  is  oblitered  rather  than  restored.  From  Green  TH  Jr:  Operative  management 
of  urinary  stress  incontinence,  Chapt  118,  in  Cooper  P (ed):  The  Craft  of  Surgery,  ed  2.  Boston,  Little, 
Brown  & Co,  1971,  p 1542. 


FIGURE  3 

Drawings  from  urethrocysto- 
grams illustrating  the  probable 
mechanisms  involved  in  the  iatro- 
genic production  of  stress  incon- 
tinence following  improperly  ex- 
ecuted anterior  colporrhaphy  for 
cystocele.  From  Green  TH  Jr: 
Urinary  stress  incontinence:  Dif- 
ferential diagnosis,  pathophysi- 
ology, and  management.  Am  J 
Ob  Gyn  122:368-400,  1975. 
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Results 

Primary  Cure 

O 

Vaginal  repair,  with  or  without 


hysterectomy 65 

Abdominal  hysterectomy  and 

Marshall-Marchetfi  7 

Marsh all-Marchetfi  alone 1 


TABLE  3 

Type  1 — 77  Patients 

Cured  by  Second  Operation 
Marshall-Marchetti — ( Failed 


vaginal  repair)  1 

Repeat  Marshall-Marchetti — 

(Failed  abdominal  hysterectomy 

and  Marshall-Marchetti) 1 


73  (95%) 

Primary  Failure 


Vaginal  repair  3 

Abdominal  hysterectomy  and 

Marshall-Marchetti  1 


4 (5%) 


2 

Persistent  Failure 
Marshall-Marchetti  (Failed 


vaginal  repair)  1 

(No  further  surgery)  1 


2 


stress  incontinence  in  patients  undergoing  vagi- 
nal surgery  for  simple  uterine  prolapse  and/or 
cystocele. 

Results  of  V0ginal  Surgery 
for  Stress  Incontinence 

As  shown  in  Table  3,  the  results  of  vaginal 
surgery  for  Type  I stress  incontinence  are  ex- 


cellent. In  the  1957-1970  Massachusetts  General 
Hospital  series,  68  women  with  Type  I anatomy 
underwent  vaginal  repair,  and  65  ( 96% ) were 
completely  and  permanently  cured  of  their  stress 
incontinence.  The  peroperative  and  postopera- 
tive urethrocystograms  of  one  of  these  patients 
are  shown  in  Figure  4.  Nine  other  women  with 
Type  I stress  incontinence  seen  during  these 


FIGURE  4. 


Urethrocystograms  in  Type  I stress  incontinence.  Preoperative  film  on  the  left;  postoperative  film  on 
the  right  following  vaginal  hysterectomy  and  anterior  and  posterior  colporrhaphies.  Note  restoration 
Df  normal  posterior  urethrovesical  angle  postoperatively,  with  relief  of  stress  incontinence.  From  Green 
TH  Jr:  Gynecology — Essentials  of  Clinical  Practice,  ed  2,  Chapt  18.  Boston,  Little,  Brown  & Co,  1971, 
p 419. 
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years  were  treated  by  a Marshall-Marchetti  pro- 
cedure. 

During  the  same  period,  264  women  with 
Type  II  anatomy  were  seen.  Nine  of  these  pa- 
tients were  treated  by  vaginal  hysterectomy  and 
anterior  and  posterior  colporrhaphies  combined 
with  Marshall-Marchetti  suprapubic  urethrovesi- 
cal  suspension,  and  all  nine  were  completely 
and  permanently  relieved  of  their  stress  incon- 
tinence. On  the  other  hand,  of  eight  women 
who  underwent  attempts  at  correction  by  a vagi- 
nal procedure  alone  (vaginal  hysterectomy  and 
repairs  in  six,  anterior  and  posterior  colpor- 
rhaphies only  in  two),  only  three  (38%),  all  of 
whom  had  undergone  vaginal  hysterectomy  and 
repairs,  were  relieved  of  their  incontinence. 
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WE  NEED  A NEW  APPROACH* 

The  cost  of  medical  care  in  the  United  States 
has  been  a prime  topic  for  discussion  and  com- 
ment for  many  years.  Almost  all  agree  that 
medical  expenses  present  an  ever-growing  bur- 
den upon  our  society  and,  from  time  to  time,  the 
problem  has  even  been  described  as  a crisis. 

A cry  for  relief  from  this  burden  has  been  heard 
from  all  quarters.  Government  at  every  level 
dedicates  itself  to  a solution  for  the  problem; 
labor  leaders  frequently  voice  their  views  on  the 
faults  of  our  system  and  their  unions  call  for 
change.  The  press  often  concerns  itself  with 
this  problem,  and  the  providers  of  hearth  care — 
physicians,  hospitals,  and  others — have  not  re- 
mained silent. 

Despite  this  great  concern,  and  the  expendi- 
ture of  considerable  effort,  there  is  no  indication 
of  any  abatement  in  the  rate  of  advance  of  medi- 
cal costs.  If  there  has  been  any  change,  it  is 
that  the  problem  becomes  more  acute  each  year. 
Since  we  are  faced  with  a serious  problem  and 
since  current  efforts  appear  so  ineffective,  it 
should  be  apparent  that  significant  change,  not 
merely  a slight  adjustment,  is  needed.  I think 
that  a complete  re-examination  of  the  mechan- 
isms for  financing  health  care  is  in  order. 

In  beginning  this  examination,  we  must  first 
assess  what  has  been  done  in  the  past.  What 
has  been  done  in  the  last  few  decades  to  help 
the  American  public  meet  its  health  care  costs? 
The  solutions  of  yesterday  and  today  have  been 
more  health  insurance,  ever-broadening  cover- 
age, Medicare,  Medicaid,  more  federal  grants, 
more  government  money  for  hospital  construc- 
tion, certificate  of  need  legislation,  PSRO,  and 
other  government  programs.  These  programs 
are  in  place,  but  there  has  been  no  relief — the 
problem  has  grown.  The  national  bill  for  health 
care  has  swollen  to  the  bursting  point  and, 
financially,  inefficiency  pervades  the  system. 

In  my  view,  the  failure  of  this  approach  is  far 
greater  than  we  think.  These  programs  are  not 
merely  inadequate  as  many  suggest;  these  pro- 
grams, and  perhaps  more  importantly  the  at- 

^Adapted  from  a presentation  on  December  9,  1976  before  the 
State  Comprehensive  Health  Planning  Council  chaired  by  Mr. 
Robert  Sweeney. 


titude  that  spawns  these  programs,  are  largely 
responsible  for  the  high  cost  of  today’s  medi- 
cine. 

Let  us  first  examine  our  system  of  health  in- 
surance. This  system  has  grown  steadily  and, 
today,  almost  every  family  with  a working  mem- 
ber is  covered.  This  coverage  has  been  broad- 
ened over  the  years.  Some  plans  offer  such 
complete  coverage  that  the  subscriber  is  virtually 
assured  that  all  of  his  medical  bills  will  be  paid 
for  him.  Despite  this,  we  recognize  that  we 
have  many  problems,  and  we  are  struggling  to 
keep  the  system  going.  The  time  has  come  for 
us  to  admit  that  our  current  efforts  to  work  the 
kinks  out  of  the  system  are  pointless.  The  sys- 
tem is  basically  unstable — adjusting  it  will  be  of 
no  avail — it  must  be  fundamentally  revised. 

In  many  instances,  today’s  patient  consumes 
but  does  not  pay.  How  can  this  work?  What 
other  service  (or  commodity)  is  efficiently  and 
economically  distributed  without  regard  to  cost? 
Would  we  vacation  at  home  if  air  fare  to  any 
point  on  the  globe  were  a fringe  benefit?  Would 
everyone  elect  to  stay  at  the  Waldorf?  Why  not? 
How  much  Hamburger  Helper  would  be  sold  if 
filet  mignon  were  available  for  the  asking? 

Perhaps  no  example  is  more  telling  than  that 
of  automobile  collision  repair  work.  We  all  know 
that  the  bill  will  be  much  higher  if  the  work  is 
covered  by  insurance  and  we  also  know  that 
those  car  owners  and  the  repair  men  will  try  to 
get  as  much  as  possible  out  of  the  insurance 
company. 

How  foolish  we  are!  We  erect  a system  that 
is  fundamentally  incompatible  with  human  na- 
ture. Then  we  are  disturbed  when  people  act 
in  a perfectly  predictable  fashion.  We  might 
just  as  logically  become  upset  at  water  running 
downhill  or  at  birds  Hying  south  for  the  winter. 

We  all  recognize  that  the  current  system  invites 
abuse,  extravagance,  and  waste.  For  this  reason, 
we  have  erected  an  elaborate  mechanism  of  con- 
trols and  regulations.  But  this  effort  has  proven 
inadequate  and  it  would  require  a police  state 
environment  to  successfully  regulate  the  distribu- 
tion of  health  services  in  our  present  system. 

How  can  we  re-design  the  mechanism  for 
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financing  health  care?  First  we  must  understand 
our  society  and  our  people.  We  must  know  who 
we  are  so  that  our  system  fits  us.  It  will  not  do 
to  have  a plan  that  works  with  some  idealized 
organisms  in  some  utopian  society.  It  must  fit 
us  as  we  are  and  as  we  presumably  will  be  in 
the  forseeable  future. 

Everything  that  I know  about  human  nature 
tells  me  that  we  will  never  solve  the  problems 
of  utilization  abuse  and  escalation  of  costs  until 
we  base  our  system  on  the  simple  and  funda- 
mental laws  that  govern  distribution  of  all  other 
commodities  and  services.  Let  us  remember 
that  no  one  passed  these  laws,  just  as  no  one 
passed  the  law  of  gravity  and  although  these 
laws  can  be  ignored,  they  cannot  be  repealed. 

In  order  to  work,  our  system  must  provide  that, 
generally  speaking,  the  person  receiving  a service 
is  responsible  for  paying  for  the  service.  At  the 
present,  an  expensive  item  of  medical  service 
can  be  requested  by  either  a patient  or  a phy- 
sician. The  patient  is  unrestrained  since  he  will 
not  pay  for  the  service;  in  fact,  he  will  probably 
never  learn  what  the  service  costs.  The  physician 
is  unrestrained.  He  can  order  for  his  patient 
without  concern  for  the  cost.  His  patient  will 
never  complain  to  him  about  the  bill,  and  the 
more  services  he  provides,  the  greater  will  be 
his  renumeration. 

The  patient  must  get  the  bill.  He  must  know 
that  each  service  provided  costs  money  and  he 
must  be  prepared  to  pay  some  part  of  the  cost 
of  each  and  every  service.  In  these  two  sentences 
we  have  a complete  system  that  will  succeed 
where  PSRO  and  the  other  utilization  review 
schemes,  with  their  volumes  of  regulations  and 
armies  of  controllers,  have  failed. 

Of  course,  there  is  a place  for  health  insurance; 
no  family  should  be  without  it.  This  insurance 
should  not,  however,  plan  to  cover  the  complete 
cost  of  any  service  and  the  contribution  of  in- 
surance should  be  based  on  a simple  indemnity 
program.  This  is  a successful  fundamental  tenet 
of  any  successful  insurance  program.  What  com- 
pany would  insure  a fur  coat  against  loss  for  its 
full  value,  where  can  you  buy  insurance  for  the 
full  value  of  your  automobile,  your  house,  or 
anything  else  that  you  own?  Students  learn  this 
fundamental  principle  in  Economics  101.  What 


You  hcu/e  a fortune 
invested  in  it... 
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right  do  we  have  to  ignore  this  principle  in  de- 
signing our  health  insurance  system? 

Naturally,  this  program  would  have  to  be  com- 
plemented by  some  alternate  mechanism  for  the 
unemployed  and  the  indigent.  However,  ours  is 
an  affluent  society.  The  overwhelming  majority 
of  our  citizens  is  working,  earning,  and  well  able 
to  provide  for  themselves  everything  that  they 
need  and  much  that  they  want.  The  core  of 
the  system  should  be  designed  to  fit  this  ma- 
jority. 

If  this  principle  is  accepted,  there  will  be 
some  temptation  to  apply  it  to  physicians’  bills 
only,  and  to  continue  to  cover  hospital  bills  fully. 
This  would  be  a serious  error  since  it  is  hospital 
charges  and  charges  for  diagnostic  laboratory 
work  that  are  at  the  heart  of  the  problem. 

In  the  past,  much  attention  has  been  given 
to  curtailing  an  alleged  over-utilization  of  sur- 
gical services.  Although  such  abuses  undoubtedly 
occur,  this  problem  is  dwarfed  by  the  incidence 
and  importance  of  over -utilization  of  hospital 
and  laboratory  services.  There  is  a natural  pre- 
judice against  surgery — it  is  an  unpleasant  ex- 
perience and  often  it  is  painful.  On  the  other 
hand,  technical  advances  have  brought  us  an 
ever-increasing  number  of  tests  and  examinations. 
New  sophisticated  electronic  equipment  has 
made  many  of  these  examinations  non-invasive 
and  thus  both  physicians  and  the  public  accept 
them  readily.  But  this  equipment  carries  a high 
price  tag  and  these  services  are  costly. 

just  within  the  last  year,  I have  noted  that  the 
ideas  that  I have  expressed  here  have  gained  a 
greater  degree  of  acceptance.  Despite  this,  I 
usually  hear  that  nothing  can  be  done  to  correct 
the  situation  since  the  matter  is  not  in  our  hands. 
The  major  insurance  group  contracts  are  na- 
tional in  scope,  and  they  are  not  negotiated  in 
Delaware.  As  an  example,  we  have  many  workers 
in  this  area  who  are  employed  in  the  automobile 
industry.  Their  package  of  benefits  is  worked 
out  in  Detroit  in  negotiations  between  the  United 
Automobile  Workers  Union  and  the  motor  com- 
panies. Blue  Cross  of  Delaware  says  that  if  they 
do  not  provide  the  package  of  benefits  specified 
in  the  Union  contract,  they  may  lose  this  group 
of  workers  to  a commercial  carrier  who  will  pro- 
vide the  requested  benefits. 


This  is  a very  unfortunate  situation.  It  means 
that  we  may  know  how  to  design  a proper  in- 
surance program  for  our  citizens,  but  we  will  not 
do  so.  Instead,  Blue  Cross  will  design  its  pro- 
grams so  as  to  secure  the  greatest  number  of 
subscribers.  Blue  Cross  does  not  design  that 
which  works  best;  it  designs  that  which  sells 
best. 

This  criticism  of  Blue  Cross  must  be  tempered 
by  an  appreciation  of  how  the  problem  appears 
in  their  eyes.  Blue  Cross-Blue  Shield  of  Dela- 
ware, Inc.  provides  valuable  services  to  many 
residents  of  this  state.  It  cannot  continue  to 
provide  this  service  unless  they  remain  solvent, 
and  this  requires  a large  pool  of  subscribers. 
Further,  we  must  recognize  that  Blue  Cross  is 
responding  to  public  demand  in  supplying  the 
type  of  contract  which  is  prevalent  today. 

What  can  be  done?  I am  not  certain.  I do 
know  that  our  present  insurance  is  bad  and  it 
should  be  changed.  Perhaps  if  we  stand  firm  we 
can,  through  negotiation,  implement  Blue  Cross 
contracts  in  this  State  that  satisfy  our  needs  and 
not  just  swallow  whet  is  issued  to  us  from  De- 
troit and  elsewhere.  If  this  is  not  possible,  we 
must  recognize  that,  since  Blue  Cross  has  a 
special  working  relationship  with  physicians  and 
with  hospitals,  bad  insurance  works  greater  mis- 
chief when  it  is  sold  under  the  Blue  Cross  seal 
than  when  it  is  offered  by  one  of  the  commercial 
carriers.  Therefore,  it  may  become  necessary  to 
sever  the  last  few  remaining  links  that  bind  Blue 
Cross  to  organized  medicine  and  cast  them  free 
to  become  just  one  of  several  major  insurance 
companies  in  the  health  insurance  field. 

In  closing  I would  like  to  re-state  my  basic 
prescription.  The  patient  must  get  the  bill.  He 
must  know  that  each  service  provided  costs 
money,  and  he  must  be  prepared  to  pay  some 
part  of  the  costs  of  each  and  every  service. 

This  approach,  coupled  with  a mechanism  for 
financing  the  health  care  needs  of  the  indigent, 
will  result  in  the  lowest  possible  nationwide  bill 
for  health  services.  This  system  is  fair,  it  is 
efficient,  it  will  not  restrict  the  freedom  of  either 
the  patient  or  the  physician,  and  perhaps  most 
importantly,  it  will  work. 

J.E.B. 
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WHY  IS  A DOCTOR? 

It  is  said  that  we  are  seeing  revolutionary 
changes  in  our  society.  Could  this  instead  be 
evolutionary?  We  seem  suddenly  to  see  our  basic 
concepts  challenged.  Such  stable  pillars  as  the 
family  unit,  financial  solvency,  self-reliance,  in- 
tegrity, all  must  now  be  justified  or  discarded. 
Failure  to  respond  to  a challenge  proves  the 
challenge  correct. 

The  medical  profession  is  moving  closer  to 
center  stage.  All  activities  are  being  reviewed 
by  all  kinds  of  reviewers.  Medical  care  is  now 
a commodity,  though  not  quite  yet  on  the  mar- 
ket. The  periodic  health  exam  is  being  discussed 
more  frequently  as  one  of  the  several  “parts”  of 
the  medical  profession  product.  The  cost  of  pro- 
duction seems  now  to  be  the  final  determinant 
of  which  producer  will  get  the  contract.  What 
the  periodic  exam  is  must  depend  on  the  cost. 
The  purpose  of  the  exam  somehow  doesn’t  seem 
clear. 

A doctor  has  two  general  aims:  to  help  the 


sick  get  well  or  better  and  to  help  the  well  stay 
well.  Most  recent  progress  in  medicine  has  been 
made  in  helping  the  sick.  Sick  care  is  becoming 
standardized,  secured  by  audit.  Well  care  or 
preventive  medicine  is  less  understood,  certainly 
less  glamorous,  and  thus  less  emphasized.  If  it 
must  be  justified  on  a cost  basis,  it  must  be  clearly 
defined. 

There  seems  agreement  that  the  purpose  of 
periodic  health  exams  is  to  detect  early  signs  of 
impending  disease  so  that  changes  can  be  made 
to  prevent  the  development  of  sickness. 

There  are  some  who  oppose  the  periodic 
exam.  They  say  the  yield  of  detectable  disease, 
existent  or  impending,  is  too  low  for  the  cost  in- 
volved. They  cite  such  items  as  coronary  heart 
disease  and  the  cardiac  stress  test.  The  infer- 
ence seems  to  be  that  the  stress  test  may  be  used 
as  a screening  process.  The  executive  annual 
comprehensive  physical  exam,  with  its  myriad  ex- 
pensive studies — regardless  of  indication  from 
the  medical  history — is  cited  as  proof  of  the  low 


PRACTICE  WHERE  THE  BIG  PREMIUM  IS 
ON  MEDICAL  CARE. 

Not  on  high  overhead.  Or  paperwork.  Or  any  of  the  other 
hassles  that  keep  chipping  away  at  your  clinical  time. 

If  you  want  more  out  of  your  medical  career,  consider 
what  the  Navy  can  offer.  A ready-made  practice  where 
patients’  medical  care  is  independent  of  the  fluctuations 
of  the  economy.  An  engaging  life-style.  Adventure.  Travel. 

And  as  much  as  $30,000  to  $40,000  a year  to  start. 

This  year  the  Navy  needs  General  Practitioners  for  the 
Flight  Surgeon  program,  for  Undersea  Medicine,  and  as 
General  Medical  Officers.  We  also  need  specialists  in 
Anesthesiology,  Family  Practice,  Psychiatry,  Internal 
Medicine,  Neurology,  Radiology,  Pathology,  and  Pediatrics. 

If  your  interests  lie  in  any  of  these  clinical  areas,  and  you’d 
like  to  get  back  to  pure  medicine,  the  Navy  is  for  you.  Get 
all  the  facts  from  your  local  Navy  medical  recruiter. 

IT  PAYS  TO  LOOK  INTO  NAVY  MEDICINE 

Contact: 

Mr.  Joe  Byrne 

Medical . Programs  Officer 

Navy  Recruiting  District,  Washington 

(301)  436-2072 

Toll-Free  Numbers 

Maryland— 800-492-0326  WV,  VA,  DE,  PA,  NJ— 800-638-0317 
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THERE AREA 

LOT  OF  PEOPLE 
GETTING  BETWEEN 
YOU  AND  YOUR 
PATIENT. 

Medicine  today  is  in  the  spotlight,  subjected  to  all 
finds  of  scrutiny.  Your  control  over  patient  therapy  is 
eing  monitored,  judged  and  occasionally  abrogated, 
ometimes  by  unknown  third  parties. 

The  worry  is  that  in  the  wake  of  this  focus,  the  rela- 
ionship  between  you  and  your  patient  will  be  weakened, 
without  offsetting  benefits.  Consider  three  examples: 

Drug  substitution  n most  states,  pharmacy  laws, 
egulations  or  professional  custom  stipulate  that  your 
on-generic  prescriptions  be  filled  with  the  precise  prod- 
cts  you  prescribe.  But  in  the  last  five  years,  a dozen  or 
lore  State  laws  have  been  changed,  permitting  the  phar- 
lacist  in  most  cases  to  select  a product  of  the  same 
eneric  drug  to  fill  any  prescription. 

Ironically,  this  dilution  of  physician  control  has 
aken  place  against  a background  of  growing  evidence 
hat  purportedly  equivalent  drug  products  may  be  in- 
quivalent,  since  neither  present  drug  standards  nor  their 
nforcement  are  optimal.  In  fact,  the  FDA  itself  says  it 
las  not  enforced  the  same  standards  for  hundreds  of 
follow-on”  products  that  it  had  applied  to  the  original 
fiDA  approvals.  Thus  physician  control  over  patient 
herapy  is  being  eroded  with  a risk  that  patients  may  be 
■xposed  to  drugs  of  uncertain  quality. 

The  major  advertised  claim  for  substitution  is  reduced 
brescription  prices  for  consumers.  Yet  no  documentation 
)f  any  significant  savings  has  been  produced. 

MAC  Vlaximum  Allowable  Cost,  MAC  for  short,  is 
i Federal  regulation  designed  to  cut  the  Government’s 
Irug  bill  by  setting  price  ceilings  for  drugs  dispensed  to 
Medicare  and  Medicaid  patients.  Unless  the  prescriber 
:ertifies  on  the  prescription  that  a particular  product  is 
nedically  necessary,  the  Government  intends  to  pay  only 
:or  the  cost  of  the  lowest-priced,  purportedly-equivalent, 


generally-available  product.  The  effect  of  the  program 
may  be  that  elderly  and  indigent  patients  will  be  restricted 
to  products  which  someone  in  Washington  believes  are 
priced  right.  Practicing  doctors  will  have  little  to  say  about 
administration  of  the  program,  since  Government  will 
have  absolute  authority  to  make  its  choices  stick. 

The  drug  lag  The  future  of  drug  and  device  re- 
search depends  upon  a scientific  and  regulatory  environ- 
ment that  encourages  therapeutic  innovations.  The 
American  pharmaceutical  industry  annually  is  spending 
more  than  $ 1 billion  of  its  own  funds  and  evaluating 
more  than  1 ,200  investigational  compounds  in  clinical 
research.  Disease  targets  include  cancer,  atherosclerosis, 
viruses  and  central  nervous  system  disorders,  among 
others.  But  there  is  a major  barrier  to  the  flow  of  new 
drugs  to  your  patients:  The  cost  of  the  research  is  more 
than  ten  times  what  it  was,  per  product,  in  1962;  and 
whereas  governmental  clearance  of  new  drug  applica- 
tions took  six  months  then,  it  commonly  consumes  two 
years  now. 

The  FDA  needs  adequate  time,  of  course,  to  consider 
data.  But  it  is  equally  clear  that  the  present  approval  proc- 
ess contributes  to  needless  delay  of  needed  therapy. 
That’s  why  the  increased  efficiency  of  the  drug  approval 
process  is  vital  to  all  our  futures. 

If  these  issues  concern  you,  we  suggest  that  you  make 
your  voice  heard— among  your  colleagues  and  your  repre- 
sentatives in  State  legislatures  and  in  Washington. 

It  could  make  a difference  in  your  practice  tomorrow. 


Jill 

Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W,  Washington,  D.C.  20005 
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yield.  This  reasoning  then  proceeds  to  conclude 
that  any  periodic  health  exam  must  be  thought 
of  in  terms  of  multiple  screening  tests  and 
lengthy  office  visits  at  great  expense  with  very 
low  yield. 

If  we  believe  in  the  periodic  exam,  the  ques- 
tion now  is  how  to  do  this.  The  article  in  this 
issue  by  Dr.  Gary  Williams  on  the  periodic 
health  examination  considers  some  how’s.  Three 
elements  are  considered  and  priced:  history  tak- 
ing, screening  laboratory  testing,  and  the  physi- 
cal exam.  History  taking  is  done  by  physician 
interviewer,  by  questionnaire  completed  by  the 
patient,  or  by  a nurse.  Screening  laboratory  tests 
are  a standard  package.  The  physical  exam  is 
done  by  either  a doctor  or  a nurse.  Patients  were 
questioned  regarding  their  choice  of  exam 
method  and  preferred  the  one  giving  them  the 
earliest  appointment.  The  results  of  the  three 
methods  are  compared  relative  to  cost,  time  in- 
volved, “disease”  discovered,  and  patient  prefer- 
ence. Dr.  Williams  notes  current  interest  in 
type  of  screening  tests  and  the  assumption  that 
the  patient  will  settle  for  any  kind  of  “laying  on 
of  hands”  as  an  acceptable  physical  exam.  He 
makes  a plea  for  the  value  to  the  patient  of  know- 
ing “all’s  well.” 

The  surveys  mentioned  in  this  article  seem  to 
me  to  ignore  the  fundamental  benefits  of  an  on- 
going doctor-patient  relationship.  Obviously  the 
exams  were  first  visit  experiences,  some  of  which, 
of  course,  occur  daily  in  all  doctors’  offices.  Even 
these  can  be  made  reassuring  for  the  patient  with 
the  art  of  medicine.  Reasonable  discussion  at 
the  time  of  the  call  for  appointments  can  result 
in  patient  acceptance  of  scheduling.  The  con- 
cerned interest  of  the  doctor  opens  many  closed 
doors  of  hidden  information  and  fear  that  a 
questionnaire  may  miss.  Physical  history  taking, 
by  cross  checking  answers  and  type  of  response, 
such  as  reluctance,  offers  more  thoroughness  to 
system  review.  First  answers — before  a chance 
of  modifying  response  to  present  better  personal 
image — reveal  true  facts.  This  is  lost  with  either 
type  of  multiphasic  testing.  With  practice,  phy- 
sicians can  do  this  in  fifteeen  minutes  in  most 
cases. 

The  annual  (periodic)  health  exam  obviously 
varies  with  the  doctor-patient  relationship.  If 
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there  is  familiarity  and  trust  based  on  years  of 
satisfactory  care,  the  history  and  exam  can  re- 
view a year  of  life  noting  changes  requiring  prob- 
ing — further  questions,  repeat  studies,  new 
studies — all  based  on  indications.  Also,  one  can 
properly  decide  not  to  do  screening  studies. 
Subtle  changes  in  life  style,  such  as  job  change, 
problem  children,  with  consequent  effect  on  diet, 

* 


THE  PATIENT  PACKAGE 
INSERT:  A CONDITION 
WHICH  CONFRONTS  US? 

Joint  Symposium  on  Package  Inserts  for  Pa- 
tients, Washington,  D.C.,  November,  1976. 

In  early  November  a large  and  important 
meeting  was  held  in  Washington  about  the  pa- 
tient package  insert  (PPI).  The  patient  pack- 
age insert  (PPI,  mandatory  information  about 
their  prescriptions  for  patients)  represents  a 
change  in  the  way  most  physicians  have  been 
used  to  practicing  medicine.  However,  the  meet- 
ing was  called  not  to  discuss  if  to  implement  an 
obligatory  PPI  but  how  to  do  so. 

The  meeting’s  co-sponsors  included  the  Drug 
Information  Association  (DIA),  the  American 
Medical  Association  (AMA).  the  Food  and  Drug 
Administration  (FDA),  and  the  Pharmaceutical 
Manufacturers  Association  (PMA).  It  was  an 
open  meeting,  and  not  a small  one — at  least  600 
persons  attended.  At  its  start,  Dr.  William 
Whitehorn,  formerly  of  the  University  of  Dela- 
ware, now  Assistant  Commissioner  for  Profes- 
sional and  Consumer  Programs  for  the  FDA, 
asked  the  physicians  in  the  audience  to  raise 


the  use  of  tobacco  or  alcohol,  are  the  first  concern 
in  preventive  medicine.  They  can  be  best  sensed 
by  personal  history  taking  in  a familiar  patient- 
doctor  relationship.  The  laying  on  of  hands  can 
be  merely  that,  or  thorough  and  reassuring. 

A doctor  is  to  help  us  stay  healthy. 

Jason  Campbell,  M.D. 

* * 


Special  ‘^eportd 

their  hands.  I estimate  there  were  about  70  phy- 
sicians in  attendance,  but  those  I met  were 
chiefly  full  time  with  pharmaceutical  companies, 
or  else  people  like  Dr.  Jerome  Ryan,  Professor  of 
Medicine  at  Tulane,  who  was  on  the  program, 
and  Dr.  William  Barclay,  Group  Vice-President 
for  Scientific  Publications  of  the  AMA  and  Edi- 
tor of  the  JAMA.  Dr.  Barclay  may  have  been 
there  representing  the  average  physician,  but  I 
submit  that  he  is  certainly  not  representative.  I 
did  meet  one  physician  in  private  practice.  Rep- 
resenting the  American  Society  of  Internal  Medi- 
cine, Dr.  James  Moore  of  Alexandria,  Virginia, 
at  one  point  made  this  succinct  comment  about 
the  symposium:  “Never  have  I seen  ignorance 
displayed  so  eloquently.” 

Why  the  PPI?  The  meeting  was  opened  by 
Eric  Martin,  Ph.D.,  Director,  Professional  Com- 
munications, FDA,  the  symposium’s  general 
chairman. 

“Remnants  of  the  dark  ages  linger  on,”  he 
said. 

“Hundreds  of  thousands  of  consumers  are 
harmed  by  prescribed  drugs  every  year  . . . 

“The  PPI  will  be  a ticket  for  the  patient’s 
participation  in  diagnosis  and  therapy  . . . 

“We  must  set  aside  the  drapes  of  secrecy  and 


Del  Med  Jrl,  Jan  1977 — Vol  49,  No  1 


25 


Special  Report 


let  good  drug  information  pour  into  the  minds 
of  patients  everywhere.” 

Dr.  Alexander  M.  Schmidt,  at  the  time  of  this 
writing  still  Commissioner  of  the  FDA,  was  less 
dramatic  but  no  less  emphatic. 

“Consumers  are  not  receiving  the  information 
they  need  or  which  is  rightfully  theirs,”  he  said. 
“Patients  have  a right  to  participate  in  their 
therapeutic  decisions,  to  know  the  risk-benefit 
ratio  of  any  medication  recommended  to  them.” 
Reminding  the  conference  attendees  that  a 
transcript  of  the  proceedings  would  go  to  Con- 
gress, he  quoted  Grover  Cleveland:  “It  is  a con- 
dition which  confronts  us,  not  a theory.” 

In  other  words,  the  PPI  is  coming;  it  is  already 
here  for  oral  contraceptives  and  insulin.  (How- 
ever, when  Dr.  Jerome  Ryan  of  the  Department 
of  Medicine  of  Tulane  University  School  recently 
surveyed  community  pharmacists  in  New  Or- 
leans, most  of  them  said  they  were  not  distribut- 
ing a PPI  for  oral  contraceptives,  thus  indicating 
their  unawareness  that  one  is  included  by  the 
manufacturer  in  each  package  of  pills  and  is  thus 
indeed  being  distributed  by  them  to  their  cus- 
tomers. ) 

Mr.  Joseph  Onek,  Counsel  to  the  Center  for 
Law  and  Social  Policy,  (what’s  that?)  is  an 
honors  graduate  of  Harvard  and  of  Yale  Law 
School.  Last  year  he  filed  a consumer  interest 
suit  requesting  the  FDA  to  provide  more  patient 
labeling  and  information.  At  this  meeting,  he 
represented  the  American  consumer,  despite  the 
fact  that  someone  at  the  meeting  had  already 
pointed  out  that  an  appalling  12  million  of  adult 
American  citizens  read  at  only  a fourth-grade 
level. 

Mr.  Onek  proclaimed  that  “Marcus  Welby  is 
not  alive  and  well.”  Most  physicians,  he  sug- 
gested, consider  the  giving  (carelessly,  he  im- 
plied, although  he  did  not  so  state)  of  a prescrip- 
tion to  their  patients  as  the  signal  that  the  office 
call  is  over.  As  for  the  question  of  whether  the 
PPI  will  increase  the  physician’s  medicolegal 
liability  to  the  patient,  Mr.  Onek  sees  no  way 
that  this  liability  can  be  increased  by  package 
inserts  since  he  considers  it  already  to  be  total. 

Can  a man  with  a doctorate  in  pharmacy  who 
is  Director  of  Clinical  Practice  for  the  American 


Pharmaceutical  Association  truly  represent  the 
community  pharmacists’  viewpoint?  Pierre  S. 
DelPrato,  Pharm.D.,  did  so  at  this  meeting,  just 
as  Dr.  Barclay,  Editor  of  the  JAMA,  represented 
every  doctor  back  home  in  his  office  seeing  pa- 
tients. Dr.  DelPrato  cautioned  that  the  policy 
makers  for  the  PPI  had  better  “get  our  act  to- 
gether or  design  a program  which  confuses 
everyone,  costs  a lot,  and  helps  no  one.” 

Don  Harper  Mills,  M.D.,  J.D.,  Professor  of 
Pathology  (forensic?)  at  the  University  of  Cali- 
fornia, a lawyer  as  well  as  a physician,  stated 
his  feelings  that  the  FDA  may  be  exceeding  its 
statutory  mandate  by  recommending  PPI  texts 
which  tell  patients  what  are  the  physician’s  legal 
obligations  to  his  patients.  Mills  pragmatically 
suggested  that  patients  would  be  better  served 
by  giving  them  PPI’s  which  contain  the  informa- 
tion they  need  and  can  handle  than  which  con- 
tain all  the  information  they  may  legally  have  a 
right  to  receive. 

One  speech  in  particular  made  it  clear  to  me 
that  the  PPI  may  be  used  to  force  changes  in 
the  practice  of  medicine.  Ivan  Barofsky,  Ph.D., 
Chairman,  Department  of  Behavioral  Sciences 
at  the  Massachusetts  College  of  Pharmacy,  said 
that  the  importance  of  an  agreed-upon  official 
body  of  information  available  to  all  providers 
should  not  be  underestimated.  According  to 
him,  economic  and  other  sanctions  against  phar- 
macists and  nurses  by  physicians  have  been  tra- 
ditional, but  the  introduction  of  the  PPI  will  ab- 
rogate the  need  for  role  negotiation  between 
physicians  and  pharmacists.  The  information  in 
the  PPI  will  legitimize  pharmacists’  and  nurses’ 
intervention  in  what  has  essentially  been  con- 
sidered by  the  physician  as  a private  affair  be- 
tween the  physician  and  his  patient.  (Presently 
it  is  customary  to  refer  to  the  patient  as  the  phy- 
sician’s patient,  but  in  this  type  of  system  it  is 
entirely  possible  that  the  physician  will  not  be 
the  “captain  of  the  health  care  team,”  to  use  an 
increasingly  frequent  phrase,  especially  at  meet- 
ings like  this  one.) 

The  consumer  representatives  at  this  meeting, 
all  highly  educated,  were  vehement  in  their  sus- 
picions and  criticisms  of  doctors.  “We  consumers 
want  to  be  able  to  participate  in  our  diagnostic 
and  therapeutic  decisions,”  said  one.  “We  know 
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that  doctors  prescribe  unnecessary  and  unneces- 
sarily dangerous  medicines  for  trivial  reasons. 
Patients  who  read  the  PPI  will  simply  refuse  to 
take  the  medicine,  or  will  ask  alternatives,  or  will 
demand  more  complete  explanations  as  to  why 
the  medicine  is  indicated.” 

It  was  readily  apparent  to  me  that,  for  the 
most  part  physicians  are  no  longer  trusted  to  de- 
cide what  is  best  for  patients  nor  felt  to  be  trust- 
able  by  the  groups  represented  at  this  meeting, 
in  particular,  by  the  FDA  and  the  consumer 
groups.  The  general  conclusion  of  the  meeting 
seemed  to  be  that  patients  will  take  their  pills 
better,  ie,  more  faithfully,  and  that  everyone, 
patients  and  physicians,  will  be  better  served  if 
the  patient  knows  what  side  effects  he  may  ex- 
pect and  their  relative  frequency,  and  also  what 
adverse  reactions  have  been  reported  and  what 
should  be  done  by  the  patient  if  one  of  them 
happens  to  him. 

There  is  apparently  already  a Congressional 
mandate  to  inform  patients  more  than  has  been 
traditional;  full  disclosure  is  the  catch  word,  and 
consumerism  is  a philosophy  which  will  increase 
ingly  affect  medicine  and  medical  practice  as 
well  as  affecting  industrial  and  governmental 
policies. 

I am  personally  in  favor  of  patient  education, 
but  I am  not  in  favor  of  achieving  it  by  man- 
date, without  physician  consultation  and  input 
and,  in  fact,  without  the  several  hundred-thous- 
and practicing  physicians  even  being  aware  of 
what  is  on  the  point  of  being  legislated.  For, 
to  capsulize  this  two-day  symposium:  the  FDA 
is  saying  the  PPI  shall  be,  and  as  soon  as  pos- 
sible; the  PMA  is  saying,  “Were  for  it.  Just  tell 
us  what  our  liability  is  for  product  information 
to  patients  which  is  less  than  the  complete  dis- 
closure the  FDA  now  requires  us  to  put  in  our 
professional  package  inserts;”  the  pharmacists 
are  saying,  “But,  of  course  there  should  be  PPI’s, 
and  we  are  the  logical  persons  to  distribute  the 
PPI  to  the  patient.  And  amplify  on  it  person- 
ally. And  answer  any  questions  he  may  have 
then,  or  later.  And  be  available  for  any  prob- 
lems that  arise  once  the  patient  starts  taking 

*Joint  Symposium  on  Package  Inserts  for  Patients,  Nov.  ’76. 
Write  to  William  Whitehorn,  M.D.,  Assistant  Commissioner  for 
Professional  and  Consumer  Programs,  Food  and  Drug  Adminis- 
tration, 5600  Fisher’s  Lane,  Rockville,  Maryland  20852. 
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his  medicine.  Just  tell  us  how  we’re  going  to 
get  paid  for  it.” 

Nor  should  physicians  whose  practice  is  pri- 
marily with  hospital  patients  feel  uninvolved. 
The  distrust  of  physicians  and  the  clamor  for 
information  extend  to  an  insistence  that  anes- 
thesiologists provide  information  regarding  the 
specific  anesthetic  agents  contemplated  the  night 
before  surgery  to  patients  scheduled  for  surgery. 
In  self-protection,  a physician  who  writes  pre- 
scriptions even  once  a week,  or  who  uses  any 
medication  at  all,  should  put  his  name  on  the 
mailing  list  for  a transcript  of  this  meeting.® 
And  I suggest  that  after  reading  it,  he  then 
promptly  communicate  to  his  Congressman  and 
to  the  FDA  his  feelings  about  PPI  content,  and 
his  views  on  the  best  means  to  implement  it. 

Louis  Lasagna,  Chairman  of  the  Department 
of  Pharmacology  and  Toxicology  at  the  Univer- 
sity of  Rochester  School  of  Medicine  and  Den- 
tistry, and  his  associates  have  studied  the  utili- 
zation of  the  contraceptive  package  insert  by 
patients;  their  evidence  is  that  it  is  indeed  read 
and  appreciated.  But,  as  Dr.  Lasagna  pointed 
out,  no  evidence  exists  that  there  is  more  wisdom 
and  probity  in  Washington  than  in  the  rest  of 
the  country,  the  PPI  should  not  be  written  by 
regulatory  agencies,  nor  should  it  focus  on  drug 
mischief  only.  Furthermore,  Lasagna  has  not 
conceded  the  FDA’s  authority  to  approve  the 
content  and  text  of  all  PPI’s. 

To  my  mind,  Lasagna  summed  up  the  essence 
of  this  symposium  on  the  PPI  ( although  I believe 
not  the  conclusions  which  the  FDA  will  choose  to 
draw)  when  he  quoted  Xenophanes,  a Greek 
poet  of  the  fifth  century  B.C.:  “All  is  but  a woven 
web  of  guesses.” 

In  a recent  article®®  entitled,  “The  Case 
Against  Mass  PKU  Screening,”  Robert  S.  Galen, 
M.D.,  MPH,  had  this  to  say:  “The  doleful  story 
of  PKU  teaches  us  that  political  methods  are 
more  likely  to  achieve  conformity  than  knowl- 
edge, that  consensus  is  not  truth  and  that  action 
is  not  always  better  than  inaction.” 

Will  this  same  sentence  be  applicable  in  a 
year  or  two  to  the  PPI? 

Bernadine  Z.  Paulshock,  M.D. 

••Hospital  Physician,  Nov.  ’76. 
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THE  PERIODIC  HEALTH  EXAMINATION 
IS  IT  OBSOLETE? 


Gary  Williams,  B.S. 


Lately  there  has  been  much  controversy  con- 
cerning the  periodic  health  examination.  The 
controversy  has  concerned  the  cost-effectiveness 
of  this  type  of  check-up  as  it  applies  to  the  con- 
sumers and  providers  of  health  care,  the  type  of 
screening  that  should  be  done,  and  the  benefits 
the  examinations  provide  to  the  individuals  who 
receive  them. 

With  the  increased  demand  for  physical  check- 
ups by  the  “healthy”  and  “worried  healthy,” 
along  with  the  concept  of  health  care  as  a right, 
there  will  obviously  be  an  increase  in  the  amount 
of  time  needed  to  provide  these  check-ups.  As- 
suming that  the  annual  check-up  does  serve  a 
purpose,  the  question  then  becomes  how  to  deal 
with  this  increasing  demand  for  health  care  by 
relatively  healthy  people. 

A cost-effectiveness  study  done  recently  com- 
pared the  costs  of  providing  periodic  health  ex- 
aminations in  different  fashions  to  similarly  se- 
lected adults,  with  the  data  adjusted  for  age,  sex, 
and  health  status.  Three  methods  for  providing 
these  exams  were  studied.1 

The  first  method  was  a traditional  check-up 
provided  by  a primary  care  physician.  This  con- 
sisted of  a 30-minute  visit  during  which  the 
' physician  took  the  history,  did  the  physical,  and 
then  ordered  the  appropriate  lab  tests,  x-rays, 
cardiograms,  etc.  as  necessary  to  make  a diag- 
nosis. The  second  method  employed  a “multi- 
phasic  check-up”  of  patients  who  first  received 
a systematized  battery  of  tests  and  a self-ad- 
ministered  history,  followed  by  a 15-minute  visit 
with  one  of  the  same  physicians  as  for  the  first 
group.  The  physician  performed  the  physical 

Mr.  Williams,  a native  of  Sharon,  Pennsylvania,  is  now  a 
fourth-year  student  at  Jefferson  Medical  College.  He  is  interested 
in  Family  Practice. 


exam  and  arranged  any  additionally  necessary 
procedures.  The  third  method  involved  the  same 
multiphasic  battery  of  tests  as  the  second  group 
received,  but  a nurse  practitioner  under  the 
supervision  of  the  same  physician  provided  the 
physical. 

These  three  methods  were  evaluated  to  deter- 
mine to  what  extent  one  could  further  save  phy- 
sician time.  The  traditional  exam  took  44  minutes 
of  physician  time  per  patient,  the  second  method 
took  25  (42%  less),  and  the  third  took  only  14 
minutes  of  physician  time  (68%  less  physician 
time  than  the  traditional  method).  The  average 
total  costs  of  the  three  different  approaches  were 

See  editorial  comments  on  page  21. 

$61.00  for  the  traditional  method,  $45.00  for 
method  two,  and  $43.00  for  method  three.  As 
far  as  cost-effectiveness  is  concerned,  the  third 
method,  which  relied  on  nursing  personnel  oper- 
ating under  the  supervision  of  a physician,  con- 
sumed the  least  physician  time  and  was  the  least 
expensive  to  the  patient  of  the  three  studied. 

One  question  that  immediately  comes  to  mind 
is  does  a patient  accept  this  type  of  system.  An- 
other study  of  an  ambulatory  medical  care  sys- 
tem that  was  organized  like  the  third  method 
discussed  above  found  that  90%  of  the  patients 
accepted  that  type  of  service  and  expressed 
greater  satisfaction  in  this  system  than  the  tradi- 
tional one  because  of  their  decreased  waiting 
time  for  appointments.2 

The  cost-effectiveness  studied  showed  that  the 
healthy  patient  is  paying  $43.00  for  an  exam 
which  included  14  minutes  of  physician  time. 
One  questions  if  this  expense  is  really  necessary 
at  all.  Is  there  any  evidence  that  early  detection 
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of  disease  will  insure  better  cure  rates  and  pre- 
vent disability  and  untimely  deaths?  A Kaiser 
study1  of  a representative  group  of  middle-class 
patients  over  a 25-year  period  showed  the  fol- 
lowing: two-thirds  of  those  examined  who  were 
over  45  years  had  some  clinically  important  ab- 
normality reported.  One-quarter  of  the  ab- 
normalities were  of  the  chest  x-ray  or  EKG.  Hy- 
pertension was  present  in  8%.  Anemia  was 
found  in  5%  of  the  women.  Diabetes  was  found 
in  2.5%,  deafness  in  2%  and  glaucoma  in  1%. 
One  in  500  women  had  breast  cancer,  and  one 
in  5000  patients  had  parathyroid  tumors. 

This  Northbery,  California  study  showed  a 
lowering  of  the  death  rates  for  adults  aged  35 
to  54  from  potentially  postponable  causes.3  The 
study  also  emphasized  the  fact  that  the  periodic 
health  examination  was  cost-effective  for  middle- 
aged  men  as  measured  by  a decrease  in  disability 
and  an  increase  in  earning  capacity. 

Brantigan  and  Daviuray,  who  analyzed  the 
results  of  1100  military  physical  exams,  found 


the  following  previously  unknown  significant 
conditions:  hypertension,  6%;  hernias,  2%;  gross 
obesity,  6%;  dental  abnormalities,  in  50%. 4 

These  two  studies  show  that  it  is  not  difficult 
to  attach  diagnoses  to  asymptomatic  people,  but 
the  difficulty  arises  in  determining  how  signifi- 
cant these  diagnoses  really  are.  How  does  one 
go  about  deciding  which  screening  procedures 
should  be  done  that  would  most  benefit  the  pa- 
tient if  one  assumes  that  some  do.  The  World 
Health  Organization  has  set  down  some  criteria 
for  validation  of  screening  procedures  that  could 
also  be  applied  to  periodic  health  examinations. 
Some  of  these  criteria  are  the  following: 

1.  Screening  must  lead  to  improvement  in  the 
end  results  among  those  in  whom  early 
diagnosis  is  achieved. 

2.  Therapy  for  the  condition  must  favorably 
alter  its  natural  history,  not  simply  by  ad- 
vancing the  patient  in  time  at  which  diag-  1 
nosis  occurs  but  by  improving  survival, 
function,  or  both. 
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3.  Compliance  among  asymptomatic  patients 
in  whom  early  diagnosis  has  been  achieved 
must  be  at  a level  to  be  effective  in  altering 
the  natural  history  of  the  disease.3 

With  these  criteria  one  is  hard  pressed  to  de- 
fend vast  types  of  screening  for  disease  done 
today.  In  a study  done  several  years  ago,  47 
people  aged  16  to  61  were  examined  independ- 
ently by  a clinical  exam  done  for  routine  pre- 
employment physicals  and  by  a full  multiphasic 
screening  evaluation  (CBC,  VDRL,  19  blood 
chemistries,  visual  acuity,  tonometry,  audiometry, 
urinalysis,  urine  culture,  blood  pressure,  spiro- 
metry, chest  x-ray,  EKG,  and  health  question- 
naire).5 The  clinical  exam  included  a screening 
interview  by  a nurse,  a physical  exam  with 
urinalysis,  VDRL,  and  chest  x-ray.  One  hun- 
dred and  eighty  problems  according  to  the  Weed 
system  were  identified.  Of  these,  17%  of  the 
problems  were  identified  by  both  types  of  ex- 
amination, 26%  by  clinical  evaluation  alone,  and 
57%  by  the  screening  system  alone.  The  screen- 
ing problems  identified  were:  increased  blood 
glucose  in  12  patients,  decreased  FEVi  in  11, 
proteinuria  in  six,  increased  cholesterol  in  six, 
baoteriuria  in  five,  and  an  abnormal  EKG  in 
two.  This  evidence  seems  to  indicate  that  multi- 
phasic screening  and  clinical  evaluation  are  sig- 
nificantly different  in  the  kinds  of  problems  iden- 
tified. 

Assuming  that  patients  appreciate  the  “laying 
on  of  hands”  and  indeed  have  come  to  expect  it, 
the  next  issue  is  what  type  of  screening  should 
be  used. 

One  of  the  commonest  methods  of  screening 
is  the  biochemical  screen.  A study  in  Lancet 
showed  that  the  chemistries  most  frequently 
falling  outside  of  normal  were  glucose,  choles- 
terol, and  liver  enzyme  values.  They  suggested 
that  as  part  of  a well-person  screening  program, 
a battery  of  blood  tests  as  a useful  adjunct  was 
overrated  except  in  lipid  and  liver  disorders  and 
for  monitoring  trends  over  a period  of  time.  If 
these  biochemical  screens  can  be  shown  to  iden- 
'ifv  patients  with  correctable  illnesses  at  an 
asymptomatic  stage,  then  the  only  justification 
needed  for  implementing  such  a screen  is  that 
the  identification  be  made  often  enough  to  be 
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economically  feasible.0  There  are  no  data  sug- 
gesting that  a physician  who  identifies  an  asymp- 
tomatic diabetic  or  uremic  is  in  a position  to  alter 
the  course  of  the  patient’s  illness,  according  to 
WHO  criteria.7  Furthermore,  any  unexpected 
abnormal  lab  test  if  noted  will  usually  be  re- 
peated, and  the  majority  of  these  will  on  the 
second  attempt  be  within  normal  range.  The 
patient  is  usually  the  innocent  purchaser  of  these 
blood  tests  from  which  there  is  scanty  medical 
evidence  that  he  will  benefit. 

In  rebuttal  to  this,  Kaiser’s  Garfield  says  that 
much  of  the  criticism  of  multiphasic  health  test- 
ing focuses  on  the  lack  of  proof  that  early  de- 
tection of  asymptomatic  illness  can  influence  the 
course  of  disease  and  improve  benefits  of  low 
yields  and  high  cost  per  detected  illness.  This 
accentuation  of  the  negative  or  the  yield  of  sick- 
ness rather  than  the  yield  of  health  is  a product 
of  the  preoccupation  with  sickness  which  has 
historically  prevailed  in  medicine.  An  example 
of  this  philosophy  is  “It  costs  $2,000  to  detect 
one  breast  cancer  by  mammography  in  500 
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women”  rather  than  saying  “It  cost  $4.00  each  to 
assure  499  women  that  there  is  no  evidence  of 
breast  cancer.”8 

The  screening  procedures  that  should  be  used 
in  evaluating  the  “worried  well”  person  probably 
have  to  be  decided  on  an  individual  basis.  The 
biochemical  screens  suggested  by  Lancet  con- 
cerning cholesterol  and  liver  enzymes  may  be 
beneficial  to  have  in  the  medical  data  base  when 
a patient  enters  the  health  care  system.  Pro- 
cedures like  tonometry,  sigmoidoscopy.  Pap 
smears,  chest  x-rays,  EKG,  quaiac  tests  of  stool, 
and  microscopic  analysis  of  urine  should  be  of- 
fered to  patients  based  on  good  clinical  judge- 
ment and  common  sense  on  a routine  basis.  I 
am  personally  concerned  with  the  number  of 
biochemical  studies  now  available  and  their  cost, 
and  the  obligation  to  repeat  a study  if  it  is  un- 
expectedly abnormal.  Treatment  of  an  abnonnal 
finding  will  always  be  difficult  in  an  asympto- 
matic patient  who  might  also  sometime  be  psy- 
chologically better  off  not  knowing  about  an 
aspect  of  his  exam  which  is  “untreatable.” 


Now,  when  the  annual  check-up  has  come 
under  scrutiny  as  far  as  disease  discovery  is  con- 
cerned, we  may  need  repeatedly  to  assert  that 
there  is  positive  reason  to  detect  “health”  and 
that  one  major  attribute  of  the  routine  periodic 
health  examination  is  not  disease  detection  but 
to  allow  appropriate,  reassurance  regarding  the 
absence  of  disease.  Is  that  worth  the  cost  ( mini- 
mum at  least  $30.00)?  At  present,  I say  yes; 
patients  do  gain  security  in  knowing  all  is  well. 
The  improvement  in  quality  of  life  secondary  to 
that  is  hard  to  cost-account,  but  none  the  less 
real. 
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MALPRACTICE  PANELS 


Kenneth  Pierce 


The  formation  and  activation  of  claims  review 
panels  by  the  Medical  Society  of  Delaware,  the 
suspension  of  use  of  the  Medico-Legal  Screening 
Panel,  and  the  provision  for  the  formation  of  re- 
view panels  in  Senate  Bill  578,  which  became  law 
this  year,  have  understandably  created  a good 
deal  of  confusion  among  members  of  the  medical 
profession  in  Delaware.  It  is  hoped  that  this  con- 
fusion can  be  somewhat  alleviated  by  a brief 
description  of  the  formation,  function,  and  legal 
weight  of  each  of  these  panels. 

1.  The  Medico-Legal  Screening  Panel  was 
formed  some  20  years  ago  through  the  coopera- 
tion of  the  Medical  Society  of  Delaware  and  the 
Delaware  State  Bar  Association.  Testimony  be- 
fore and  decisions  of  this  panel  were  privileged 
and  could  not  be  used  as  evidence  in  trial  of  the 
action  in  State  or  Federal  court.  The  purpose 
was  to  reduce  the  number  of  malpractice  claims 
reaching  litigation.  While  hearings  were  well 
conducted  and  decisions  were  responsive  to  the 
evidence  presented,  the  desired  reduction  in  liti- 
gation was  not  achieved,  and  the  program  was 
reluctantly  suspended. 

2.  Medical  Society  Claims  Review  Panels 
came  into  existence  with  the  advent  of  the  State 
Society-sponsored  Professional  Liability  Program 
underwritten  by  Aetna  effective  December  1, 
1971.  Loss  control  and  education  are  the  main 
thrust  of  this  program,  and  claims  review  panels 
are  the  backbone.  Two  panels  were  formed,  one 
for  New  Castle  County  with  Dr.  Martin  Gibbs 
as  chairman,  and  one  for  Kent  and  Sussex  Coun- 
ties with  Dr.  James  McClements  as  chairman. 
Each  panel  reviews  claims  arising  against  doc- 
tors in  its  own  district  at  the  request  of  defense 
counsel  for  the  doctor  against  whom  claim  is 
being  made.  Participation  on  these  panels  is 
limited  to  members  of  the  Medical  Society  of 
Delaware,  and  decisions  are  used  for  advisory 
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and  educational  purposes  only.  Results  have  been 
highly  gratifying,  and  the  panels  have  been  quite 
active  in  1976  with  acceleration  of  their  use 
anticipated  for  1977. 

3.  Malpractice  Review  Panels  provided  for  in 
the  new  malpractice  legislation  are  to  be  ap- 
pointed by  the  Insurance  Commissioner  after  a 
demand  for  review  is  filed  with  the  Prothono- 
tary.  The  panel  is  to  consist  of  one  attorney,  who 
will  aot  as  chairman,  two  lay  persons,  and  two 
health  care  providers.  The  lay  persons  must  not 
be  health  care  providers,  or  attorneys,  or  con- 
nected with  the  insurance  industry.  At  least  one 
of  the  health  care  providers  must  be  a physician 
and  the  other,  if  available,  from  one  of  the  health 
care  disciplines  involved  in  the  action.  Unlike 
either  of  the  first  two  panels  discussed,  the  find- 
ings of  this  panel  will  be  admissible  as  prima 
facie  evidence  in  the  Superior  Court  Action; 
however,  either  party  may  request  a review  of 
the  panel’s  decision  by  the  Superior  Court. 

In  summary  then,  the  two  panels  now  in  use 
or  provided  for  in  Delaware  for  review  of  mal- 
practice claims  are  of  entirely  different  makeup, 
origin,  function,  and  legal  standing.  The  Mal- 
practice Review  Panel  established  by  law  will 
come  into  being  only  after  suit  has  been  brought; 
it  is  made  up  of  a lawyer,  representatives  of  the 
medical  profession,  and  laymen  who  will  hear 
evidence  from  both  plaintiff  and  defendant;  and 
findings  are  admissible  as  evidence  in  the  court 
action. 

The  Medical  Society  Claims  Review  Panel,  on 
the  other  hand,  is  made  up  entirely  of  doctors, 
the  patient  is  not  involved,  and  findings  are  used 
only  for  advice  and  educational  purposes.  Thus, 
this  panel’s  deliberations  can  be  of  considerable 
value  to  defense  counsel,  and  its  value  has  been 
in  no  way  lessened  by  the  new  malpraotice 
legislation. 
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MEDICAL  SOCIETY  OF  DELAWARE 

RESOLUTIONS 

The  following  resolutions  were  considered  at  the 
Annual  Meeting  of  the  House  of  Delegates  of  the 
Medical  Society  of  Delaware. 

Resolution  No.  1 

Whereas,  in  the  State  of  Delaware  there  are  now 
available  adequate  private  inpatient  facilities  to  handle 
all  types  of  acute  psychiatric  situations;  and 

Whereas,  there  is  presently  a limit  of  21  days 
private  psychiatric  hospitalization  coverage  for  Medi- 
caid patients  which  is  in  some  cases  inadequate  to 
cover  the  needs  of  hospitalized  patients;  and 

Whereas,  some  patients  are  adversely  affected  by  a 
transfer  to  Delaware  State  Hospital  for  a few  days; 
and 

Whereas,  it  is  doubtful  if  transfer  to  the  State 
Hospital  after  21  days  is  actually  financially  ad- 
vantageous in  these  short-term  hospitalized  cases; 
therefore,  be  it 

Resolved,  that  the  Department  of  Health  and  Social 
Services  of  the  State  of  Delaware  reconsider  its  policy 
of  blanket  refusal  of  psychiatric  inpatient  coverage 
in  a private  facility  after  21  days. 

Delaware  Psychiatric  Society 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  inserting 
that  the  Medical  Society  of  Delaivare  recommend  at 
the  beginning  of  the  Resolved  and  adding  at  the  end 
and  develop  an  alternate  method  of  utilization  con- 
trol which  could  be  more  flexible. 

The  House  so  amended  the  resolution  and  then 
amended  the  Resolved  further  by  inserting  through 
the  Medical  Advisory  Committee  to  the  Division  of 
Health  and  Social  Services  after  the  Medical  Society 
of  Delaware. 

The  resolution  was  adopted  as  amended. 

Resolution  No.  2 

Whereas,  acutely  ill  psychiatric  patients  are  fre- 
quently seen  privately  for  their  first  visit  and  for 
acceptable  treatment  should  usually  receive  at  least 
one  follow-up  visit  from  the  same  psychiatrist;  and 
and 


Whereas,  some  psychiatric  patients  are  unable  to 
establish  a therapeutic  alliance  easily  and  may  thus 
respond  best  to  treatment  by  a particular  psychiatrist; 

Whereas,  it  is  often  impossible  to  get  immediate 
appointments;  and 

Whereas,  the  Mental  Hygiene  Clinics  and  the 
Southern  New  Castle  Community  Mental  Health 
Center  do  not  provide  seven-day-a-week,  24-hour 
availability  of  psychiatrists  and  psychiatric  nurses; 
therefore  be  it 

Resolved,  that  the  Department  of  Health  and  Social 
Services  of  the  State  of  Delaware  reconsider  its  policy 
of  only  allowing  Medicaid  recipients  one  visit  to  the 
same  private  psychiatrist  within  the  total  time  of 
Medicaid  coverage. 

Delaware  Psychiatric  Society 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  that  this 
resolution  be  adopted. 

By  House  action  the  Resolved  was  amended  by  add- 
ing at  the  beginning  of  the  Resolved,  that  the  Medi- 
cal Society  of  Delaware  recommend  through  the  Medi- 
cal Advisory  Committee  to  the  Division  of  Health 
and  Social  Services. 

The  resolution  was  then  adopted. 

Resolution  No.  3 

Whereas,  early  diagnosis  provides  one  of  the  more 
promising  approaches  toward  achieving  the  goal  of 
reducing  the  mortality  from  breast  cancer  by  50% 
in  the  next  10  years;  and 

Whereas,  physicians  who  are  involved  in  the  treat- 
ment and  management  of  illness  in  women  should 
recognize  their  role  in  the  early  diagnosis  of  breast 
cancer;  and 

Whereas,  physicians  should  recognize  that  examin- 
ation of  the  breast  is  an  integral  part  of  a chest  or 
general  examination;  and 

Whereas,  physicians  should  provide  their  patients 
with  instruction  in  the  technique  of  life-long  periodic 
self-examination  of  the  breast  and  inform  them  of 
the  importance  of  self-examination;  and 

Whereas,  physicians,  in  addition  to  inspection  and 
palpation,  should  be  responsible  for  recommending 
diagnostic  procedures  when  needed,  such  as  mam- 
mography and  xeromammography,  and  needle  aspira- 
tions of  breast  masses  in  the  earlier  diagnosis  of  breast 
cancer;  and 

Whereas,  physicians  should  encourage  the  concept 
of  ambulatory  surgical  breast  biopsy  in  appropriate 
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situations,  recognizing  that  neither  a physician’s 
clinical  ability  nor  any  of  the  laboratory  or  diagno- 
tic  aids  now  available  can  give  a final  histological 
diagnosis;  and 

Whereas,  biopsy  is  necessary  for  all  true  dominant, 
solid,  3 -dimensional  masses,  and  should  be  done  by  an 
appropriately  trained  physician;  and 

Whereas,  physicians  should  encourage  research, 
both  basic  and  clinical,  as  it  pertains  to  etiology,  diag- 
nosis, and  treatment  of  breast  cancer;  and 

Whereas,  screening  programs  for  high  risk  patients 
need  to  be  developed;  and 

Whereas,  resident  training  programs  should  include 
training  in  the  early  diagnosis  of  breast  cancer,  par- 
ticularly on  the  Medical,  Surgical,  and  OB-GYN 
services;  and 

Whereas,  a recent  Gallup  survey  indicated  that 
only  a small  percentage  of  women  who  visited  phy- 
sicians or  were  hospitalized  had  examination  of  the 
breast;  therefore  be  it 

Resolved,  that  palpation  of  the  breasts  be  encour- 
aged for  all  patients  admitted  to  the  hospital,  with 
recording  of  the  results  on  the  chart;  and  be  it 
further 

Resolved,  that  the  Medical  Society  of  Delaware  en- 
courage professional  education  among  its  members 
to  gain  increased  proficiency  and  skill  in  the  physical 
examination  of  the  breast,  better  understanding  of  the 
role  of  diagnostic  agents,  such  as  mammography,  and 
encourage  the  teaching  of  nurses  and  patients  in  the 
principles  of  self-examination;  and  be  it  further 

Resolved,  that  the  Medical  Society  of  Delaware 
recommend  to  its  members  that  the  breasts  be  ex- 
amined at  least  once  annually. 

Robert  W.  Frelick,  M.D. 

* Approved  by  the  Delaware  Cancer  Network  and 
the  Delaware  Division  of  the  American  Cancer  So- 
ciety. 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  that  the 
last  Resolved  be  amended  to  read,  that  the  Medical 
Society  of  Delaware  recommend  to  its  members  that 
they  encourage  their  female  patients  to  have  breast 
examinations  at  least  annually. 

The  resolution  was  so  amended  and  then  adopted. 

Resolution  No.  4 

Whereas,  we  the  physicians  of  Delaware  have  the 
responsibility  of  caring  for  the  health  of  the  citizens 
of  this  state;  and 

Whereas,  it  is  axiomatic  that  prevention  is  better 
than  cure;  and 


Whereas,  we  feel  a strong  moral  obligation  to  warn 
our  fellow  citizens  to  avoid  certain  known  hazards; 
and 

Whereas,  there  is  a steadily  increasing  number  of 
motorcyples  of  all  types  being  operated  in  our  state; 
and 

Whereas,  we — especially  those  in  the  surgical  spe- 
cialities— are  seeing  an  increasing  number  of  fellow 
citizens,  particularly  young  adults,  being  killed  or 
permanently  maimed  and  disfigured,  by  the  use  of 
these  machines;  now  therefore  be  it 

Resolved,  that  we  formally  notify  our  Governor 
that  we  are  becoming  increasingly  concerned  about 
this  carnage,  and  urge  that  he  do  all  he  can,  through 
legislative  change  in  the  insurance  and  road  tax  laws, 
to  discourage  the  use  of  these  machines  and  to  pub- 
licly warn  the  citizens  of  this  grave  health  hazard; 
and  further  be  it 

Resolved,  that  the  Medical  Society  of  Delaware 
through  our  President  and  elected  officials,  formally 
communicate  this  resolution  to  the  news  media  serv- 
ing the  state,  and  furthermore,  encourage  each  mem- 
ber of  this  Society  to  voice  our  concern  to  the  pub- 
licly elected  officials  in  our  State,  County,  and  City 
governments,  and  individually  to  our  fellow  citizens 
where  appropriate,  in  order  to  stem  the  rising  tide  of 
mortality  and  morbidity  caused  by  these  mutilating 
machines. 

John  T.  Hogan,  M.D. 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  deletion 
of  the  first  Resolved  and  then  adoption  of  the  resolu- 
tion. 

The  House  deleted  the  first  Resolved  and  then 
adopted  the  resolution. 

Resolution  No.  5 

Whereas,  increasing  emphasis  is  being  placed  on 
preventive  medicine;  and 

Whereas,  the  benefit  of  early  discovery  of  illness 
and  disease  is  undisputed;  and 

Whereas,  it  is  good  medical  health  maintenance  to 
receive  an  annual  history  and  physical;  and 

Whereas,  a precedent  has  been  established  between 
the  third  party  and  the  Delaware  dental  community 
for  dental  health  maintenance;  and 

Whereas,  the  exclusion  of  coverage  of  annual  phy- 
sicals by  the  third  party  should  be  eliminated;  now 
therefore  be  it 

Resolved,  that  the  Medical  Society  of  Delaware  go 
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on  record  as  supporting  coverage  for  annual  physi- 
cals; and  be  it  further 

Resolved,  that  the  Medical  Society  of  Delaware 
recommend  to  Blue  Cross  and  Blue  Shield  of  Dela- 
ware, Inc.  that  the  coverage  of  annual  physicals  be 
supported  as  a Blue  Shield  benefit. 

Delaware  Academy  of  Family  Physicians 

Report  ©f  the  Reference  Committee 

The  Reference  Committee  recommended  adoption 
of  the  resolution. 

After  lengthy  discussion  the  House  tabled  the 
recommendation  of  the  Reference  Committee,  and 
the  resolution  died. 

Resolution  No.  6 

Whereas,  an  active  group  of  individuals  interested 
in  Nuclear  Medicine  and  Radiation  Health  have  or- 
ganized themselves  into  a functioning  unit;  and 

Whereas,  matters  of  public  interest  pertain  them- 
selves to  the  field  of  Nuclear  Medicine  and  Radia- 
tion Health;  and 

Whereas,  a responsible  and  informed  source  of  in- 
formation is  often  needed  in  matters  pertaining  to 
Radiation  Health  and  safety;  and 

Whereas,  professional  education  in  matters  of  risk 
in  the  use  of  radiation  in  the  health  fields  is  vitally 
needed;  and 

Whereas,  no  such  organization  exists  outside  the 
domain  of  the  State  government;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  Delaware 
adopt  the  necessary  amendments  to  the  By-Laws  to 
allow  establishment  of  a permanent  section  of  Nuclear 
Medicine  and  Radiation  Health  to  the  State  Society. 

Robert  L.  Meckelnburg,  M.D. 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  that  the 
resolution  not  be  adopted. 

The  resolution  was  not  adopted. 

Resolution  No.  7 

Whereas,  the  enactment  of  the  new  Medical  Prac- 
tices Act  has  established  a new  Board  of  Medical 
Practice;  and 

Whereas,  new  procedures  have  been  established  for 
submitting  nominees  to  the  Governor  for  appoint- 
ment to  the  Board  of  Medical  Practice;  and 

Whereas,  a change  in  the  By-laws  of  the  Medical 
Society  of  Delaware  is  required  to  coincide  with  the 


change  as  provided  in  H.B.  990;  now  therefore  be  it 

Resolved,  that  Article  VI,  Section  8 be  deleted  and 
that  the  following  new  Section  8 be  adopted  in  its 
stead: 

Nomination  of  Board  of  Medical  Practice 

Not  later  than  the  last  day  of  each  calendar  year 
the  House  of  Delegates  shall  submit  to  the  Governor 
of  the  State  under  the  Society’s  seal  and  signed  by  the 
Secretary  of  the  Society  a list  of  five  members  for 
each  anticipated  vacancy  on  the  Board  of  Medical 
Practice,  recommending  that  the  Governor  fill  va- 
cancies on  the  Board  from  the  names  so  submitted. 

Medical  Society  of  Delaware 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  adoption 
of  the  resolution. 

The  resolution  was  adopted. 

Resolution  No.  8 

Resolved,  that  the  Delaware  Legislature  be  re- 
quested to  enact  a requirement  that  all  public  vehicles 
traveling  on  public  roads  in  Delaware  transporting 
passengers  be  required  to  have  seat  belts  available. 

David  Platt,  M.D. 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  that  the 
Resolved  be  reworded  as  follows: 

Resolved,  that  the  Delaware  Legislature  be  requested 
to  enact  a requirement  that  all  public  vehicles  travel- 
ing on  public  roads  in  Delaware  transporting  pas- 
sengers be  required  to  have  seat  belts  available. 

The  resolution  was  so  amended  and  then  adopted. 

Resolution  No.  9 

Whereas,  in  1934  the  Social  Security  Act  was 
created  as  a social  insurance  vehicle;  and 

Whereas,  a numbering  identifier  was  assigned  to 
every  covered  insured;  and 

Whereas,  there  are  Federal  regulations  specifying 
that  the  Social  Security  number  may  only  be  required 
for  Social  Security  Administration  and  Internal  Reve- 
nue Service  purposes  with  all  other  uses  being  volun- 
tary; and 

Whereas,  we  have  been  informed  by  the  Depart- 
ment of  Health,  Education  and  Welfare  that  they 
are  mandating  the  use  of  such  Social  Security  num- 
ber as  an  identifier  on  all  hospital  records  in  order 
to  enable  the  Bureau  of  Quality  Assurance  to  tie 
medical  records  to  an  individual  physician;  now 
therefore  be  it 
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Resolved,  that  the  Medical  Society  of  Delaware  is 
herewith  expressing  its  total  opposition  to  the  use 
of  the  Social  Security  number  as  a universal  number- 
ing identifier;  and  be  it  further 

Resolved,  that  this  resolution  be  directed  to  the 
American  Medical  Association,  the  County  Medical 
Societies  in  Delaware,  the  Delaware  Review  Organiza- 
tion, Inc.,  the  Department  of  Health,  Education  and 
Welfare,  and  the  State  Agencies  for  their  informa- 
tion. 

Board  of  Trustees 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  adoption 
of  the  resolution. 

The  resolution  was  adopted. 

Resolution  No.  10 

Whereas,  organized  medicine  opposed  the  hasty 
enactment  by  Congress  of  NHPRDA;  and 

Whereas,  the  American  Medical  Association  has 
filed  suit  challenging  the  constitutionality  of  the 
Act;  and 

Whereas,  this  Act  grants  sweeping  regulatory 
powers,  including  the  regulation  of  fees  for  medical 
services,  and  provides  all  the  bureaucracy  for  "So- 
cialized Medicine;”  and 

Whereas,  typical  Health  Planning  Councils  under 
the  Act  contain  as  few  as  8%  physicians  on  their 
governing  boards  and  as  many  as  5 5%  non-profes- 
sional consumers,  and  therefore  lack  the  necessary 
expertise  to  carry  out  their  considerable  powers;  now, 
therefore  be  it 

Resolved,  that  the  Medical  Society  of  Delaware, 
without  opposing  the  concept  of  Health  Care  Plan- 
ning, record  its  concern  in  regard  to  the  dangers  and 
deficiencies  of  the  National  Health  Planning  and 
Resources  Development  Act  as  outlined  in  part  above; 
and  be  it  further 

Resolved,  that  our  Delegate  to  the  American  Medi- 
cal Association  carry  this  concern  to  its  House  of 
Delegates  and  support  any  action  on  the  part  of  the 
American  Medical  Association  which  might  repeal, 
nullify,  or  ameliorate  the  undesirable  features  of  this 
Act. 

Board  of  Trustees 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  that  the 
resolution  be  adopted. 

The  resolution  was  adopted. 

Resolution  No.  1 1 

Whereas,  the  President  of  the  Medical  Society  of 
Delaware  devotes  considerable  time  and  effort  on 
behalf  of  the  membership;  and 

Whereas,  these  duties  often  preclude  him  from  as- 


suming as  active  an  effort  in  patient  care  for  re- 
muneration; and 

Whereas,  our  President  serves  without  monetary 
compensation  for  this  year;  now  therefore  be  it 

Resolved,  that  the  By-Laws  of  the  Society  be  ap- 
propriately amended  as  follows.  A Past  President  of 
the  Medical  Society  of  Delaware,  upon  application, 
will  automatically  be  made  a life-time  member,  with 
full  rights  and  privileges  but  in  a non-dues  paying 
capacity.  If  the  Past  President  moves  out  of  the 
State  of  Delaware  for  whatever  reason,  he  will  be 
accorded  this  above-mentioned  privilege  even  with- 
out continuing  membership  in  the  County  Society. 

John  M.  Levinson,  M.D. 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  that  the 
resolution  not  be  adopted. 

The  resolution  was  not  adopted. 

Resolution  No.  12 

Be  it  resolved,  that  a special  donation  for  direct 
support  of  the  Academy  of  Medicine  Library  in  the 
amount  of  $1,000  be  provided  from  the  Medical  So- 
ciety of  Delaware  Special  Education  Lund. 

William  H.  Duncan,  M.D. 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  adoption 
of  the  resolution. 

The  resolution  was  adopted. 

Resolution  No.  13 

Whereas,  over  the  years  Blue  Shield  representatives 
have  promised  the  physicians  of  Delaware  that  a five 
digit  coding  structure  would  be  available  under  Blue 
Shield,  Medicare,  and  Medicaid  Programs;  and 

Whereas,  a five  digit  coding  structure  would  result 
in  precise  and  accurate  reporting  of  physician  services; 
and 

Whereas,  a five  digit  coding  structure  would  sig- 
nificantly reduce  misunderstandings  of  physicians, 
the  public,  and  Blue  Shield;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  Delaware  re- 
quest that  Blue  Shield  of  Delaware  be  committed  to 
developing  a five  digit  coding  structure  and  with  im- 
plementation by  July  31,  1977. 

Board  of  Trustees 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  that  de- 
veloping in  the  Resolved  be  changed  to  adopt  and 
that  the  resolution  then  be  adopted. 

The  resolution  was  so  amended  and  adopted. 
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COLOR  ATLAS  OF  EAR,  NOSE  & THROAT  DIAG- 
NOSIS by  R.  R.  Bull,  F.R.C.S.,  Year  Book  Medical 
Publishers,  Chicago,  1974.  300  pp.  304  lllus.  Price 
$20.75. 

The  stated  purpose  of  this  atlas  is  to  give  a 
pictorial  synopsis  of  ear,  nose,  and  throat  diseases. 
The  color  photographs  presented  in  the  atlas  are 
generally  of  good  quality  and  should  be  of  sig- 
nificant practical  help  in  recognizing  common 
ENT  conditions.  A resume  of  most  of  the  con- 
ditions pictured  accompanies  the  photographs  to 
give  the  reader  one  viewpoint  on  current  methods 
of  treatment.  Some  of  the  newer  tests  available 
to  the  otolaryngologist  such  as  electronystag- 
mography and  impedence  audiometry  are  also 
mentioned  and  pictured  in  the  text. 

Generally  the  author’s  recommendations  re- 
garding the  conditions  pictured  are  good,  such  as 
his  emphasis  that  there  is  no  need  to  remove 
asymptomatic  maxillary  sinus  polyps  and  that 
many  traumatic  tympanic  membrane  perforations 
will  heal  spontaneously.  He  did,  however,  make 
one  statement  which  I believe  is  entirely  mis- 
leading and  could  be  misinterpreted  by  the  un- 
initiated. This  statement  was:  “Myringotomy 
and  cortical  mastoidectomy  are  operations  of 
the  past  for  acute  otitis  media.” 

This  statement  should  not  create  the  im- 
pression that  there  is  no  need  today  under  any 
circumstances  for  myringotomy  in  acute  otitis 
media  or  for  cortical  mastoidectomy  in  cases 
where  acute  otitis  media  has  progressed  to  a 
coalescent  mastoiditis.  Both  of  these  operations 
judiciously  applied  are  vital  in  clearing  infection 
and  preventing  intracranial  complications  associ- 
ated with  middle  ear  and  mastoid  inflammation. 

This  atlas  should  be  of  most  interest  to  those 
in  general  practice,  internal  medicine,  and  pedi- 
atrics who  commonly  deal  with  ear,  nose,  and 
throat  conditions.  This  atlas  is  not  equal  to  the 
best  atlas  available  in  otolaryngology;  however, 
its  price  is  reasonable,  and  therefore  I believe 
the  book  can  be  highly  recommended  to  the  non- 
otolaryngologist with  an  interest  in  this  area. 

William  L.  Medford,  Jr.,  M.D. 


CLINICAL  PEDIATRIC  NEPHROLOGY  by  Ellin  Lieber- 

man,  M.D.,  J.  B.  Lippincott  Company,  Philadelphia, 
1976.  589  pp.  lllus.  Price  $39.00. 

This  volume  is  a concise,  practical  overview 
of  clinical  aspects  of  the  field.  The  initial  prob- 
lem-oriented sections  on  work-ups  of  childhood 
hypertension,  hematuria,  proteinuria,  azotemia, 
renal  masses,  plasma  abnormalities,  short  stature, 
and  polyuria  are  unique  in  their  value  in  that 
they  outline  the  approach  to  a real  clinical  set- 
ting. The  chapter  on  the  management  of  neph- 
rosis is  current.  The  discussion  of  glomerulo- 
pathies is  a bit  brief  and  slanted  toward  the 
coagulation  aspects  of  the  diseases.  The  section 
on  newborn  disorders  is  brief  but  complete  and 
very  helpful. 

The  book  does  have  some  deficiencies,  how- 
ever, especially  in  the  area  of  tubular  disease. 
Renal  tubular  acidosis,  a very  common  consulta- 
tion problem,  is  very  briefly  discussed.  The 
chapter  on  dialysis  is  of  little  value.  A great 
deal  of  space  is  devoted  to  the  computerized 
laboratory  in  nephrology — a unique  feature,  but 
not  widely  applicable. 

As  compared  to  other  texts,  this  book  is  less 
complete,  but  more  readily  consulted,  and  for  a 
practitioner  interested  in  the  field  it  is  a “must.” 
For  the  trained  nephrologist,  it  is  an  interesting 
book  with  some  information  that  is  empirical, 
but  the  empiricism  is  based  on  a great  deal  of 
experience. 

Edward  W.  McReynolds,  M.D. 

# H?  UE 

1976  YEAR  BOOK  OF  PEDIATRICS  edited  by  Syd- 
ney S.  Gellis,  M.D.,  Year  Book  Medical  Publishers, 
Chicago,  1976.  396  pp.  lllus.  Price  $18.95. 

Sydney  Gellis’  Year  Book  of  Pediatrics  con- 
tinues to  offer  informative  abstractions  of  the 
current  international  pediatric  literature.  The 
material  covers  19  sections  from  Adolescent 
Medicine  to  Therapeutics  and  Toxicology.  The 
longest  section  is  Infectious  Disease  and  Im- 
munity, followed  by  the  Newborn.  The  section 
on  Adolescent  Medicine  does  not  adequately  re- 


Del  Med  Jrl,  Jan  1977 — Vol  49,  No  1 


47 


Book  Reviews 


fleet  the  magnitude  or  importance  of  the  real 
problems  of  this  age  group. 

The  abstracts  are  made  all  the  more  palatable 
by  comments  by  experts,  as  well  as  Dr.  Gellis’ 
own  “super-comments,”  often  humorous  and  al- 
ways incisive.  For  example,  three  Frenchmen 
reported  on  170  infants  hospitalized  for  gastro- 
esophageal reflux  and  felt  30%  needed  surgical 
correction.  Dr.  Gellis  commented  that  most  of 
our  babies  respond  to  positioning  and  rarely 
require  surgery. 

The  book  contains  pertinent  charts,  x-rays, 
pictures  of  patients  and  equipment,  and  patho- 
logic slides.  The  Year  Book  provides  the  busy 
practitioner  a way  to  update  his  pediatric 
knowledge  without  ploughing  through  thousands 
of  pages  of  journal  articles  as  the  editors  have 
done. 

Elizabeth  M.  Craven,  M.D. 

* Hf  VS 

1975  YEAR  BOOK  OF  PLASTIC  AND  RECONSTRUC- 
TIVE SURGERY  edited  by  Frederick  J.  McCoy,  M.D., 
Year  Book  Medical  Publishers,  Chicago,  1975.  351 
pp.  Price  $25.00. 

While  the  majority  of  the  material  in  this  book 
is  available  in  two  of  the  major  plastic  and  re- 
constructive surgical  journals,  this  Year  Book  does 
provide  an  excellent  review  for  those  familiar 
with  the  literature  as  well  as  an  easy  reference 
for  those  in  training  programs. 

Probably  the  areas  most  lacking  are  those 
involving  cosmetic  surgery  and  secondary  con- 
genital facial  reconstruction.  Comparably,  there 
would  appear  to  be  undue  emphasis  upon  genito- 
urinary work.  Burns  and  extremity  surgery  are 
well  covered. 

While  no  300-page  review  can  adequately 
cope  with  the  mass  of  work  now  published, 
the  editors,  most  of  whom  are  editors  for  Plastic 
and  Reconstructive  Surgery,  have  done  an  ad- 
mirable job.  Especially  noteworthy  are  their 
critical  comments  on  many  of  the  articles  which 
should  be  of  great  help  to  residents  or  those 
unfamiliar  with  certain  aspects  of  the  field. 

On  balance,  I found  the  Year  Book  an  inter- 


esting review  of  that  with  which  I was  already 
quite  familiar,  weak  in  areas  in  which  I had 
special  interest,  but  undoubtedly  of  value  to 
those  either  only  vaguely  familiar  with  the  sub- 
ject material  or  in  training  programs. 

Peter  R.  Coggins,  M.D. 

UJ  « * 

1975  YEAR  BOOK  OF  EAR,  NOSE  & THROAT 
edited  by  Michael  M.  Paparella  and  M.  Stuart 
Strong,  Year  Book  Medical  Publishers,  Chicago, 
1975.  384  pp.  Illus.  Price  $22.50. 

The  1975  edition  of  the  Year  Book  of  Ear , Nose 
and  Throat  marks  a milestone  in  the  publishing 
of  the  Year  Book  series.  It  is  the  75th  anniver- 
sary of  the  Year  Book  series  which  was  inaugu- 
rated by  the  Year  Book  of  Nose,  Throat  and  Ear 
first  published  by  a Chicago  laryngologist  in 
1900.  The  first  volume  was  so  successful  that  a 
series  of  ten  Year  Books  covering  a variety  of 
medical  and  surgical  specialties  was  published 
in  1901.  From  the  initial  Year  Book  of  Nose, 
Throat  and  Ear  the  Year  Book  series  has  now 
grown  to  a present  twenty- one  different  vol- 
umes. 

This  book  will  be  of  interest  to  practicing  oto- 
laryngologists primarily.  With  the  volume  of 
otolaryngologic  literature  exploding  at  an  ever 
increasing  rate,  it  has  become  impossible  for 
busy  clinicians  to  keep  abreast,  as  indeed  they 
must;  the  Year  Book  with  its  emphasis  on  the 
practical  should  help  them  to  participate  in  con- 
tinuing education  and  bring  the  best  of  the  new 
to  their  patients. 

William  L.  Medford,  Jr.,  M.D. 

* HS  Ml 

IMMUNOLOGIC  FUNDAMENTALS  by  Nancy  J.  Big- 

ley,  Ph.D.,  Year  Book  Medical  Publishers,  Chicago, 
1975.  225  pp.  Illus.  Price  $9.95. 

This  book  is  well-named  because  it  represents 
a conceptual  framework  on  which  further  in- 
formation about  immunology  may  be  built.  It  is 
clear  and  concise  and  fairly  up-to-date,  and  it 
may  be  read  in  a single  sitting.  The  ohapters 
on  mechanisms  of  immunologic  injury  are  overly 
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superficial  but  contain  generally  correct  and  use- 
ful information.  References  are  carefully  chosen, 
useful,  and  up-to-date. 

As  an  introduction  to  a rapidly  expanding  field 
for  practitioners  and  as  a syllabus  for  medical 
students,  I heartily  recommend  this  book. 

Edward  W.  McReynolds,  M.D. 

1976  YEAR  BOOK  OF  NUCLEAR  MEDICINE  edited 
by  James  L.  Quinn,  III,  M.D.,  Year  Book  Medical 
Publishers,  Chicago,  1976.  380  pp.  Illus.  Price 
$23.50. 

The  eleventh  edition  of  the  Year  Book  of  Nu- 
clear Medicine  has  used  the  same  style  and  for- 
mat as  the  previous  editions  and  is  edited  by  Dr. 
Quinn.  The  introductory  article  by  Michel  M. 
Ter-Pogossian  on  the  challenge  of  computerized 
tomography  to  nuclear  medicine  imaging  is 
timely.  He  has  done  an  objective  analysis  of  the 
merits  and  drawbacks  of  nuclear  imaging  as  com- 
pared to  C.T.  scans.  He  correctly  points  out 
that  the  future  of  nuclear  medicine  is  in  func- 
tional studies  where  biochemical  alterations  pre- 
cede morphological  changes.  Also  the  use  of 
newer  short-lived  position-emitting  radiopharma- 
ceuticals in  conjunction  with  emission  tomo- 
graphy is  emphasized.  (The  initial  clinical  re- 
sults have  already  appeared  in  the  June  issue  of 
the  Journal  of  Nuclear  Medicine.) 

The  book  is  divided  into  basic  science  and 
clinical  sections  of  nuclear  medicine.  As  ex- 
pected, the  majority  of  articles  reviewed  are 
taken  from  Journal  of  Nuclear  Medicine  (72), 
Radiology  (37),  Seminars  of  Nuclear  Medicine 


(16),  and  others.  What  is  unusual  is  the  num- 
ber of  articles  reviewed  from  Circulation  (9)  and 
American  Journal  of  Cardiology  (4).  This  rep- 
resents the  increasing  use  of  radioactive  tracer 
techniques  in  cardiology,  especially  imaging  of 
infarcted  myocardium. 

There  are  reviews  of  some  excellent  articles  on 
the  basic  principles  of  radioimmunoassay.  Among 
the  clinical  sections,  the  section  on  the  heart  and 
great  Vessels  is  especially  good.  I am  sure  the 
next  issue  of  the  Year  Book  will  have  to  devote 
even  more  space  for  this  section,  considering  the 
great  interest  in  cardiovascular  nuclear  medicine. 

This  remains  to  be  the  only  comprehensive  re- 
view book  of  nuclear  medicine,  and  I hope  it 
continues  to  keep  the  high  standards  of  review 
Dr.  Quinn  has  maintained  all  these  years. 

Vidya  V.  Sagar,  M.D. 

« « * 

DIAGNOSIS  AND  TREATMENT  OF  THYROID  DIS- 
EASES by  Kenneth  Sterling,  M.D.,  CPC  Press,  Cleve- 
land, 1975.  113  pp.  Price  $39.95. 

The  book  is  clearly  written  and  up-to-date. 
However,  the  price  seems  steep  to  me;  including 
the  index,  it’s  35c  per  page. 

A SYLLABUS  OF  PROBLEM-ORIENTED  PATIENT 
CARE  by  Francis  A.  Neelon,  M.D.,  and  George  J. 
Ellis,  M.D.,  Little,  Brown  & Co.,  Boston,  1974.  130 
pp.  Spiral  bound.  Price  $4.95. 

A brief,  practical  explanation,  without  exces- 
sive philosophy,  of  problem-oriented  record  keep- 
ing, its  methods  and  virtues,  by  a couple  of  dis- 
ciples of  Larry  Weed. 
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SNFECTIOUS  DISEASE  REVIEW,  10th  INFECTIOUS 
DISEASE  SYMPOSIUM,  WILMINGTON  MEDICAL 

CENTER,  edited  by  William  J.  Holloway,  M.D., 
Fufura  Publishing  Co.,  Mount  Kisco,  N.Y.,  1974. 
230  pp.  Illus.  Price  $16.00. 

The  third  volume  in  this  series.  This  one  is 
the  papers  presented  at  our  own  Bill  Holloway’s 
10th  Annual  Infectious  Disease  Seminar.  No 
paper  by  WJH  is  included,  but  there  is  one  by 
Dr.  Herbert  Heym  on  the  treatment  of  gono- 
coccal urethritis. 

ISOLATED  HUMAN  GROWTH  HORMONE  DEFICI- 
ENCY AND  RELATED  DISORDERS  by  Thomas  J. 
Merimee,  M.D.  and  David  Rabinowitz,  M.D.,  Inter- 
continental Medical  Book  Corp.,  New  York,  1974. 
63  pp.  Illus.  Price  $5.00  paperback. 

Surprise!  African  pygmies  do  have  normal 
levels  of  growth  hormone;  the  man  in  the  middle 
between  two  pygmies  on  page  51  ( all  three  have 
blacked  out  eyes)  is  the  senior  author.  Both 
authors  were  fellows  in  endocrinology  at  Johns 
Hopkins  when  I attended  their  Endocrine 
Rounds. 

Bernadine  Z.  Paulshock,  M.D. 

* «e  % 

INFECTIVE  ENDOCARDITIS  edited  by  Donald  Kaye, 

M.D.,  University  Park  Press,  Baltimore,  1976.  288 
pp.  Illus.  Price  $1 9.50. 

It  appears  probable  that  the  average  book  re- 
viewer has  three  motives  prompting  his  willing- 
ness to  read  and  review  new  books.  First  (and 
foremost ) is  a desire  to  ventilate  his  own  literary 
frustrations.  Second  is  the  opportunity  to  ac- 
quire a new  volume  for  his  own  library,  and, 
lastly,  there  is  the  commendable  goal  of  inform- 
ing his  colleagues  whether  or  not  a particular 
publication  is  worthy  of  their  attention. 

In  case  you  are  reading  no  further,  I would 
like  to  state  at  the  outset  that  this  book  should 
be  in  the  personal  library  of  every  primary  phy- 
sician, cardiologist,  and  specialist  in  infectious 
disease. 

Endocarditis  has  always  been  a fascinating  and 
challenging  disease,  and  this  role  is  enhanced  by 
the  current  changes  in  epidemiology  and  clinical 


presentation.  The  practicing  physician  has 
needed  a compact  update  on  this  entity,  and 
Donald  Kaye,  with  his  panel  of  experts,  presents 
a concise  and  detailed  review  of  all  aspects  of 
this  disease.  In  a format  which  permits  unob- 
trusive repetition,  the  reader  is  guided  through 
the  epidemiology,  pathology,  clinical  presenta- 
tion, diagnosis,  treatment,  and  prevention  of  in- 
fectious endocarditis. 

The  sophisticated  reader  may  complain  that 
he  is  being  “spoon-fed,”  particularly  in  the  sec- 
tion dealing  with  the  therapy  of  endocarditis. 
However,  since  the  treatment  regimens  outlined 
by  Dr.  Hook  and  Dr.  Guerrant  (the  authors  of 
this  section)  involve  the  treatment  of  over  100 
patients  with  Streptococcus  viridans  endocarditis 
without  a single  relapse,  vigorous  objection  to 
this  type  of  “spoon-feeding”  seems  pointless. 

The  practicing  physician  will  certainly  refer 
frequently  to  the  section  on  therapy  as  well  as 
to  the  section  on  prophylaxis  of  endocarditis. 
Herein,  he  will  find  the  official  American  Heart 
Association  recommendations  for  prophylaxis  in 
various  clinical  settings  and  a set  of  well-de- 
signed variations  on  these  recommendations  of- 
fered by  the  editor,  Donald  Kaye.  It  is  distres- 
sing to  be  reminded  that  there  is  still  no  concrete 
evidence  that  prophylaxis  is  of  any  value  in  the 
prevention  of  endocarditis,  and,  as  the  authors 
point  out,  well-designed  studies  are  needed  to 
further  evaluate  preventive  therapy. 

Obviously,  this  reviewer  finds  little  fault  with 
this  excellent  publication,  but  I would  like  to 
disagree  with  one  aspect  of  alternate  therapy  in 
endocarditis.  Various  contributors  to  this  volume 
include  the  cephalosporin  antibiotics  as  first 
choice  agents  in  the  treatment  of  staphylococcal 
endocarditis  and  also  recommend  the  use  of  this 
antibiotic  group  in  the  treatment  of  penicillin- 
allergic  patients  infected  with  sensitive  strains 
of  Streptococcus  viridans.  In  the  reviewer’s  ex- 
perience, the  cephalosporins  have  been  unsatis- 
factory in  the  treatment  of  staphylococcal  endo- 
carditis, and  every  effort  should  be  made  to  uti- 
lize a penicillinase-resistant  penicillin  (nafcillin, 
oxacillin,  methicillin)  in  the  treatment  of  this 
type  of  infection.  In  addition,  while  there  have 
been  varying  experiences  with  cross-allergenicity 
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between  the  penicillins  and  the  oephalosporins, 
our  experience  would  suggest  that  penicillin-al- 
lergic patients  who  tolerate  cephalosporin  anti- 
biotics will  also  tolerate  penicillin  antibiotics 
without  allergic  manifestations. 

It  is  unfortunate  that  no  mention  is  made  of 
the  use  of  lincomycin  as  an  alternative  to  peni- 
cillin in  the  treatment  of  Streptococcus  viridans 
endocarditis  in  patients  with  a history  of  severe 
penicillin  allergy.  This  agent  has  been  used  with 
success  in  this  setting  as  attested  by  numerous 
reports  in  the  literature. 

The  somewhat  casual  suggestions  to  employ 
vancomycin  as  an  alternative  agent  in  selected 
patients  with  endocarditis  (streptococcal  and 
staphylococcal)  imply  that  the  authors  have  not 
had  extensive  experience  with  this  antibiotic. 
The  frequent  complications  attendant  upon  the 
administration  of  this  antimicrobial  agent  will 


convince  the  physician  to  try  every  alternative 
before  worrying  through  four  to  six  weeks  of 
vancomycin  therapy. 

William  J.  Holloway,  M.D. 

* * * 

A SYNOPSIS  OF  OPHTHALMOLOGY,  5th  ed.,  by 
J.  L.  C.  Mortin—Doyle,  M.R.C.S.  and  Martin  H. 
Kemp,  M.B.,  Year  Book  Medical  Publishers,  Chi- 
cago, 1975.  264  pp.  Price  $19.95. 

This  book  was  first  published  in  1951  and  suf- 
fers from  minimal  revision.  Since  there  have 
been  so  many  significant  developments  in  diag- 
nosing and  treating  a wide  variey  of  ophthalmo- 
logical  conditions  over  the  past  decade,  I would 
strongly  advise  clinicians  to  pass  by  this  book. 
There  are  several  other  convenient  informative 
texts  on  ocular  differential  diagnosis. 

Robert  Abel,  Jr.,  M.D. 
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Speakers  @n  Speakers  for  February,  1977  on  the  Tuesday  radio  program  (11:05  a.m.,  WDEL) 

“Ask  the  Doctor”  produced  by  the  Medical  Society  of  Delaware  are:  February  1,  Leo  B.  Hogan, 
Jr.,  M.D.,  Treatment  of  Urinary  Tract  Infections  in  Office  Practice;  February  8, 
Clifford  Anzilotti,  D.D.S,  Children’s  Dental  Health;  February  15,  William  Miller, 
M.D. , Hypertension;  February  22,  Christopher  Donoho,  Jr.,  M.D.,  Understanding 
Arthritis. 


In  the  News  Leslie  W.  Whitney,  M.D.,  Wilmington,  has  been  appointed  to  the  Legislative 

and  Government  Programs  Committee  of  the  American  Cancer  Society  for  the 
year  1977. 

The  new  officers  of  the  New  Castle  County  Medical  Society  are:  President, 
Ignatius  J.  Tikellis,  M.D. ; President-Elect,  John  H.  Benge,  M.D.;  Vice-President 
Richard  H.  Morgan,  M.D.;  Secretary,  Marvin  H.  Dorph,  M.D.;  Treasurer,  Chris- 
tos S.  Papastavros,  M.D.  The  Trustees  from  New  Castle  County  are:  John  H. 
Benge,  M.D.,  Martin  Gibbs,  M.D.,  and  Carl  I.  Glassman,  M.D. 

New  officers  of  the  Kent  County  Medical  Society  are:  President,  Bruce  Bolasny, 
M.D.;  Vice-President,  Joel  R.  Temple,  M.D.;  and  Secretary-Treasurer,  Honorata 
Bengzon,  M.D.  New  Trustees  are:  John  Seivell,  M.D.  and  Robert  Scacheri,  M.D. 

Dover  physician,  Edward  Dennis.  M.D.,  has  been  named  the  Outstanding  Citizen 
by  the  Psi  Iota  Chapter  of  the  Omega  Psi  Phi  National  Fraternity  and  the  Citizen 
of  the  Year  by  the  Prudence  Masonic  Lodge  No.  6.  He  was  also  given  an  award 
for  25  years  of  service  by  the  Student  Health  Service  Staff  of  Delaware  State 
College. 

Allen  L.  Davies,  M.D.,  Richard  F.  Gordon,  M.D.,  and  Mustafa  Oz,  M.D.,  all  of 
Wilmington,  have  received  the  designation  of  Fellow  of  the  American  College 
of  Chest  Physicians. 

New  Fellows  elected  to  the  American  College  of  Physicians  from  Delaware  are: 
William  E.  Miller,  M.D.,  and  Vidya  V.  Sagar,  M.D.,  of  Wilmington. 

William  H.  Duncan,  M.D.  has  been  appointed  as  an  alternate  member  at  large 
on  the  Army  Reserve  Forces  Policy  Committee  for  a three-year  term  by  Martin 
R.  Hoffman,  Secretary  of  the  Army.  This  is  perhaps  the  greatest  recognition  a 
Reserve  Component  officer  can  receive. 

Infant  Nutrition  A closed-circuit  symposium  on  INFANT  NUTRITION:  A FOUNDATION  FOR 
TV  Symposium  LASTING  HEALTH  will  be  held  on  Wednesday,  March  23.  There  is  no  fee 
imposed  to  attend  this  seminar.  The  closest  sites  will  be  in  Philadelphia  at  the 
Benjamin  Franklin  Hotel,  9th  and  Chestnut  Streets,  Telephone  (215)  922-8600 
and  in  Washington,  D.C.  at  Constitution  Hall,  1996  D Street,  NW.  The  three- 
hour  telecast  symposium  is  acceptable  for  three  elective  hours  by  the  American 
Academy  of  Family  Physicians. 

This  symposium  is  part  of  an  on-going  medical  project  which  will  extend  over  a 
two-year  period.  Based  on  the  live  televised  symposium,  a series  of  films  and 
monographs  will  be  distributed,  and  a series  of  newsletters,  Dialogues  in  Infant 
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In  Brief 


Neoplastic  Disorders 
Symposium 


Patient  Care 
Conference 


Handicapped 
Children  Seminar 


NYU  Post-Graduate 
Courses 


Nutrition  will  be  published  to  provide  participants  with  answers  to  questions 
before  and  during  the  telecast.  It  is  estimated  that  the  physician  who  participates 
in  all  parts  of  the  program — the  TV  symposium,  the  Dialogues  (8  issues),  Na- 
tional Board  of  Medical  Examiners  Pre-  and  Post-Tests,  the  Visiting  Faculty 
Program — will  spend  34  hours  of  time.  This  program  meets  the  criteria  for  34 
credit  hours  in  Category  I of  the  Physician’s  Recognition  Award  of  the  AMA, 
provided  it  is  used  and  completed  as  designed.  It  is  also  eligible  for  34  hours 
credit  in  Category  II  of  the  CME  program  of  the  American  Osteopathic  Associa- 
tion. This  program  is  developed  and  produced  by  Health  Learning  Systems  under 
educational  grants  from  Mead  Johnson  Laboratories.  To  register  contact  Health 
Projects  International  Inc.,  200  Madison  Avenue,  New  York,  New  York  10016. 
Telephone  (212)  683-7620. 


CLINICAL  NOTICES  AND  MEETINGS 

The  THIRD  ANNUAL  SYMPOSIUM  ON  DIAGNOSIS  AND  MANAGEMENT  OF 
NEOPLASTIC  DISORDERS  will  be  presented  by  the  Johns  Hopkins  Comprehensive 
Cancer  Center  in  Baltimore,  Maryland,  February  10-11.  Controversies  in  the  diagnosis 
and  management  of  breast  cancer  will  be  discussed,  and  workshops  will  be  conducted 
on  the  following  subjects:  new  directions  in  colon  cancer;  pharmacology  of  anti-neo- 
plastic agents;  opportunistics  infections  in  malignant  diseases;  management  of  ovarian 
cancer;  pediatric  malignancies;  blood  banking  and  oncology.  Approved  for  15%  hours 
Category  I accreditation.  Registration  fee  is  $125.  For  information  call  the  Johns 
Hopkins  Cancer  Information  Service  toll-free  physician  line  800-638-1415. 

The  4th  Annual  Interdisciplinary  Conference  presented  by  Medical  Communications 
and  Services  Association,  on  ADVANCES  IN  PATIENT  CARE  will  be  held  in  Maui, 
Hawaii,  February  20-25.  Registration  limited;  fee  $175.  For  information  contact: 
Spring  Zoog,  Conference  Coordinator,  315  University  District  Building,  1107  N.E. 
45th  Street,  Seattle,  Washington  98105.  Telephone  (206)  633-0505. 

A seminar  on  THE  HANDICAPPED  CHILD:  PRACTICAL  ASPECTS  OF  DIAG- 
NOSIS AND  MANAGEMENT  will  be  held  in  Philadelphia,  Pennsylvania,  February 
26.  Co-sponsored  by  Moss  Rehabilitation  Hospital  and  Temple  University  School  of 
Medicine.  Acceptable  for  7 PRA  credit  hours.  Registration  $50;  enrollment  limited. 
For  information  contact:  Douglas  M.  Spencer,  M.D.,  Program  Director,  Children’s 
Rehabilitation  Services,  Moss  Rehabilitation  Hospital,  12th  Street  and  Tabor  Road. 
Philadelphia,  Pennsylvania  19141.  Telephone  (215)  329-5715. 

The  following  postgraduate  courses,  which  fulfill  Category  I requirements  for  the  AMA 
Physician’s  Recognition  Award,  will  be  presented  by  New  York  University  Post- 
Graduate  Medical  School.  For  information  contact:  Office  of  the  Associate  Dean,  Regis- 
tration Department,  NYU  Post-Graduate  Medical  School,  550  First  Avenue,  New  York, 
New  York  10016.  Telephone  (212)  679-3200,  Ext.  4207. 

SYMPOSIUM  ON  ADVANCED  RHEUMATOLOGY,  New  York,  New  York,  Febru- 
ary 28-March  4.  Tuition  $285;  reduced  fees  available  for  alumni  and  former  residents 
or  fellows  of  NYU  School  of  Medicine  and  for  physicians-in-training.  Approved  for  32 
hours  of  Category  I credit. 

ADVANCES  IN  CARDIOLOGY  FOR  PRACTICING  PHYSICIANS,  New  York,  New 
York,  March  24-26.  Tuition  $150. 

NEW  DEVELOPMENTS  IN  THE  DIAGNOSIS  AND  TREATMENT  OF  GASTRO- 
INTESTINAL DISEASE  FOR  INTERNISTS  AND  PRIMARY  CARE  PHYSICIANS, 
New  York,  New  York,  April  6-8.  Tuition  $180. 
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In  Brief 


Child  Abuse  Child  (Foundation),  Inc.  and  the  Junior  League  of  Wilmington  are  sponsoring  a 

Dinner-Lecture  dinner-lecture  on  Child  Abuse  on  March  2 at  the  Hotel  duPont,  Gold  Ballroom  (cash 

bar  at  6:30  p.m.,  dinner  7:30  p.m.).  Featured  speaker  will  be  Vincent  J.  Fontana, 
M.D.,  Medical  Director  and  Pediatrician-in-Chief,  New  York  Foundling  Hospital, 
Center  for  Parent  and  Child  Development.  Make  check  for  $15  per  person  payable 
to  Child,  Inc.,  905  N.  Franklin  Street,  Wilmington,  19806.  Telephone  655-3311. 
Deadline  February  21. 


Occupational  The  Hahnemann  Medical  College  and  Hospital  Division  of  Continuing  Education  is 

Respiratory  Disease  sponsoring  an  OCCUPATIONAL  RESPIRATORY  DISEASE  SYMPOSIUM  Febru- 
Symposium  ary  21-23  at  the  Sheraton  Hotel,  Philadelphia.  Approved  for  15  credit  hours  in  Cate- 

gory I,  15  prescribed  hours  by  the  American  Academy  of  Family  Physicians,  and  15 
Class  II  hours  of  credit  by  the  American  College  of  General  Practitioners  in  Osteo- 
pathic Medicine  and  Surgery.  For  information  contact:  Division  of  Continuing  Edu- 
cation, Hahnemann  Medical  College,  230  N.  Broad  Street,  Philadelphia,  19102  or 
call  (215)  568-3300.  Ask  for  “Hahnemann  Meeting.” 


Workshop  on  The  Moss  Rehabilitation  Hospital  is  sponsoring  a three-day  workshop  entitled  “SEX- 

Sexuality  and  the  UAL  ATTITUDE  REASSESSMENT  (SAR)”  March  4-6  at  the  hospital  in  Philadel- 

Physically  Disabled  phia.  The  workshop  is  designed  for  health  care  professionals  in  the  field  of  rehabilita- 

tion. Approved  for  23  hours  of  Category  I credit.  The  fee  is  $80  per  person.  For 
information  contact:  SAR  Workshop  Coordinator,  Moss  Rehabilitation  Hospital,  12th 
Street  and  Tabor  Road,  Philadelphia,  19141. 


American  Congress  The  American  Congress  of  Allergy  and  Immunology  will  be  held  in  New  York  City, 

of  Allergy  March  26-31.  The  components  of  the  six-day  program  include  two  days  of  postgraduate 

and  Immunology  instruction,  and  a four-day  scientific  program  supplemented  by  luncheons,  seminars, 
and  scientific  workshops.  For  information  contact:  Edward  B.  Hauck,  Revere  Asso- 
ciates, 515  Madison  Avenue,  New  York,  New  York  10022.  Telephone:  (212)  751-1996. 


CLASSIFIED  AD  SECTION 

Advertisements  under  the  Classified  Ad  Section  are  charged  at  the  rate  of  30  words  or  less,  set 
solid.  One  insertion  $4.00.  Call  the  Journal  office,  658-7596  for  further  information  or  placement. 
All  advertisements  are  payable  in  advance.  The  Editorial  Board  reserves  the  right  to  edit  copy. 
Closing  date  for  new  copy  is  the  first  of  the  month  for  inclusion  in  the  current  issue. 

Classified  advertisements  of  a professional  nature  are  free  to  members. 


CARDIOLOGIST:  Graduate  University  of  Michigan 
Medical  School.  Board  certified  in  Internal  Medicine. 
Fellow  in  Cardiology.  Available  August  1977. 


DOCTOR'S  OFFICE  FOR  RENT:  Ideal  location. 
April  1,  1977  or  before.  Contact  Richard  J.  Kester, 
M.D.  658-6579. 


“UNWANTED  HAIR  PERMANENTLY  REMOVED” 

Frances  B.  Aerenson,  1 

R.N. 

ELECTROLOGIST 

PROFESSIONAL  BUILDING,  SUITE  26 
AUGUSTINE  CUTOFF  654-0670 

WILMINGTON,  DELAWARE 
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FROM  THE  DELAWARE  CANCER  NETWORK* 


COOPERATIVE  INSERVICE  NURSING  PROGRAM 

Joanne  P.  Tully,  R.N.,  M.P.H. 


The  established  goals  of  the  nursing  compo- 
nent of  the  Breast  Cancer  Management  Program 
of  the  Delaware  Cancer  Network  include  the 
effort  to  coordinate  professional  nursing  educa- 
tion resources  within  the  State  of  Delaware. 
These  resources  include  information  on  the  diag- 
nosis, treatment,  and  rehabilitation  of  the  patient 
with  breast  abnormalities.  The  nursing  compo- 
nent has  charge  of  disseminating  the  information 
on  these  resources  to  all  interested  nursing  per- 
sonnel within  Delaware. 

Preliminary  work  on  coordination  of  these  re- 
sources led  to  the  development  of  a nursing  man- 
agement system  as  part  of  an  overall  patient  man- 
agement system  which  recently  has  been  pub- 
lished as  part  of  the  Breast  Cancer  Management 
program.  The  nursing  management  system  in- 
cludes specific  nursing  care  guidelines  for  refer- 
ral of  patients  with  breast  abnormalities,  patients 
undergoing  surgical  intervention  for  a breast  ab- 
normality, and  those  patients  undergoing  chemo- 
therapy or  radiation  as  treatment  for  breast  can- 
cer. Accordingly,  a nursing  bibliography  has  been 
developed  to  include  all  articles  dealing  with  the 
nursing  care  of  the  breast  cancer  patient  pub- 
lished within  the  past  four  years. 

With  the  development  of  these  informational 
tools,  the  nursing  component  of  the  Breast  Can- 
cer Management  program  began  program  plan- 

Ms.  Tully  is  Senior  Nurse  Coordinator  for  the  Delaware  Cancer 
Network. 

•An  NCI-supported  agency  located  at  1200  Jefferson 
Del  Med  Jrl,  Feb  1977 — Vol  49,  No  2 


ning  to  develop  the  Cooperative  Inservice  Pro- 
grams for  nursing  personnel  within  the  State  of 
Delaware. 

The  Cooperative  Inservice  Programs  were 
planned  with  two  specific  purposes  in  mind.  First, 
these  programs  could  be  utilized  as  a mechanism 
to  disseminate  newly  established  nursing  care 
guidelines,  and  the  bibliography  used  to  assist 
nurses  in  the  state  with  the  care  of  the  breast 
cancer  patient.  The  focus  of  the  individual  pro- 
grams would  be  specific  to  the  information  in- 
cluded in  these  guidelines. 

Secondly,  each  of  the  Network’s  affiliated  agen- 
cies is  to  take  an  active  role  in  the  professional 
education  programming  as  stipulated  in  the  Affiil- 
iation  Agreements.  Each  of  the  participating  in- 
stitutions now  sponsors  programs  to  be  held  in 
its  community. 

In  consultation  with  nurse  educators  and  nurs- 
ing inservice  education  personnel  of  institutions 
within  Delaware,  two-hour  programs  were  plan- 
ned. These  programs  allow  presentation  of  didac- 
tic material  followed  by  case  discussion.  The  di- 
dactic instruction  is  given  by  a nurse  with  specif- 
ic skill  and  knowledge  within  the  particular  topic 
focus.  Each  topic  is  presented  in  each  of  the 
three  county  areas  bi-monthly,  October  through 
May.  Scheduled  program  topics  include: 

(1)  Talking  with  patients  pre-biopsy  of  the 
breast  and  post-mastectomy 

Street,  Wilmington,  Delaware  19801.  Tel.  (302)  428-2113. 
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(2)  Surgical  nursing  care  of  the  patient  with 
breast  cancer 

( 3 ) Radiotherapy  in  breast  cancer  and  related 
nursing  care 

(4)  Chemotherapy  in  breast  cancer  and  relat- 
ed nursing  care 

(5)  Care  of  the  patient  with  widespread  met- 
astatic disease  of  the  breast. 

Continuing  education  credits  are  being  sought 
for  nurses  attending  the  sessions. 

The  first  two  planned  programs  were  held  in 
October  and  December,  1976.  Good  attendance 
and  cooperation  from  the  sponsoring  institutions 
and  an  excellent  evaluation  by  attendees  contrib- 
uted to  the  accomplishment  of  the  goal.  The 
program  of  continuing  education  for  health  pro- 
fessionals of  Delaware  is  in  progress,  and  a sys- 
tem has  been  developed  to  disseminate  the  latest 
information  and  techniques  utilized  in  the  diag- 
nosis, treatment,  and  rehabilitation  of  the  breast 
cancer  patient  to  the  nursing  personnel  within 
the  State. 


MEDICAL  PLACEMENT 
SERVICE 

• MEDICAL  PERSONNEL 

permanent  and  temporary 

• PRIVATE  DUTY  PERSONNEL 

for  home,  nursing  home,  hospital 

• PHYSICIAN  RECRUITMENT  AND 
PLACEMENT 

nationwide  service 

24  HOUR  AVAILABILITY 

658-8995  655-0828 

daily  after  5 and  weekends 

1004W.24t§i  Street 
Wilmington,  Delaware  19802 


Telephone  798-2520 

If  No  Answer,  E.  H,  Eaton,  Director 

Call  738-9180 


CLAYMONT  MEDICAL  LABORATORY 


Office  Hours 
Daily  9 A.M.  to  3 P.M. 

Eves.  Tues.,  Wed.,  Thurs.  1320  PHILADELPHIA  PIKE 

6 to  9 P.M. 

Sat.  8 A M.  to  12  Noon  WILMINGTON,  DEL.  19809 
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President,  C.  E.  Graybeal,  M.D.  Vice-President,  Allston  J.  Morris,  M.D. 

President-Elect,  John  J.  Egan,  M.D.  Treasurer,  Peter  R.  Coggins,  M.D. 

Past  President,  Calvin  B.  Hearne,  M.D.  Secretary,  Joseph  E.  Belgrade,  M.D. 

Editor,  Delaware  Medical  Journal,  Robert  B.  Flinn,  M.D. 
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Information  for  Contributors 


The  Delaware  Medical  Journal  is  owned  and 
published  by  the  Medical  Society  of  Delaware,  a 
scientific,  non-profit  corporation.  The  material  ap- 
pearing in  the  Journal  is  covered  by  copyright  and 
may  not  be  reproduced  without  written  permission 
of  both  the  author  and  the  Journal.  The  Journal 
is  not  responsible  for  views  expressed  in  any  article. 

Manuscripts 

All  manuscripts  submitted  shall  be  original,  never 
before  published  and  contributed  solely  to  the  Dela- 
ware Medical  Journal.  They  should  be  addressed 
to  the  Editor,  1925  Lovering  Avenue,  Wilmington, 
Delaware  19806,  who  reserves  the  right  to  reduce, 
revise,  or  reject  any  material  submitted  for  publi- 
cation. 

Copy  should  be  typewritten,  double-spaced  on 
8Vt"  x 11"  white  bond  paper.  In  addition  to  the 
original,  two  copies  are  desirable. 

The  professional  affiliations  of  each  author  should 
be  supplied.  Uncommon  abbreviations  should  be 
written  out  in  parentheses  the  first  time  they  are 
used.  Names,  initials,  or  other  information  that 
could  identify  a patient  should  be  eliminated  from 
the  copy.  If  photographs  of  patients  are  used,  either 
the  subjects  should  not  be  identifiable,  or  their  pic- 
tures must  be  accompanied  by  written  permission 
to  use  the  figure. 

Review  and  Action 

Manuscripts  are  customarily  examined  by  the 
editorial  staff  and  sent  out  to  two  reviewers.  Au- 
thors are  usually  notified  within  two  to  six  weeks 
as  to  the  acceptability  of  a manuscript,  but  some- 
times longer  delays  are  unavoidable. 

Contributors  will  be  notified  as  soon  as  a manu- 
script is  received.  Unaccepted  manuscripts  will  be 
returned. 


References 

References  should  be  limited  to  a reasonable  num- 
ber. References  must  be  numbered  in  the  copy. 
Bibliographies  will  not  be  accepted. 

References  should  conform  to  the  Index  Medicus, 
including,  in  order:  Author,  title,  journal,  volume 

number,  page,  and  year.  Book  references  should  in- 
clude editors,  edition,  publisher  and  place  of  pub- 
lication, as  well. 

Example  of  a journal  article: 

1.  Fine  RN,  Brennan  LP,  Edelbrock  HH,  et  al: 
Use  of  pediatric  cadaver  kidneys  for  homotransplan- 
tation in  children.  JAMA  210:477-484,  1969. 

Example  of  a book: 

(2)  Morgan  WL,  Engel  GL:  The  Clinical  Ap- 

proach to  the  Patient,  p 85.  Philadelphia,  WB 
Saunders  Co,  1969. 

Illustrations 

Drawings  and  charts  should  be  made  in  black 
ink  on  white  paper.  Photographs  must  be  black  and 
white  glossy  and  should  be  identified  on  the  back 
and  their  positions  indicated  in  the  text.  The  cost 
of  reproduction  of  illustrated  material  for  publica- 
tion in  excess  of  an  average  of  one  illustration  per 
page  will  be  charged  to  the  author.  Photographs, 
drawings,  and  cuts  will  be  returned  after  publica- 
tion only  if  requested. 

Drug  Names 

Generic  names  should  be  used,  but  if  an  author 
uses  a brand  name  drug  in  the  the  course  of  a study, 
or  wishes  to  use  a brand  name  for  other  reasons,  he 
may  do  so,  but  should  insert  it  (in  parentheses) 
after  the  generic  name. 
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OUR  INSTITUTION  — HELP  IT  SURVIVE 


In  his  address  at  the  Boston  Medical  Library 
in  1901,  Sir  William  Osier  spoke  of  the  indis- 
pensable value  of  a good  library.  He  said,  “To 
study  the  phenomena  of  disease  without  books 
is  to  sail  an  uncharted  sea,  while  to  study  books 
without  patients  is  not  to  go  to  sea  at  all.”  In 
a subsequent  address  to  the  New  Haven  Medical 
Association  in  January,  1903,  Dr.  Osier  spoke  of 
the  educational  value  of  the  medical  society.  He 
spoke  of  the  great  importance  of  our  professional 
institutions.  In  addition  to  his  strong  advice 
about  the  need  for  continuing  education  from 
books  and  journals,  he  urged  that  the  medical 
society  lay  a foundation  for  unity  and  friendship 
which  is  essential  to  the  dignity  and  usefulness 
of  the  profession. 

These  concepts  of  Osier  were  shared  and  nur- 
tured by  a group  of  16  Delaware  physicians  and 
dentists  who  first  met  in  December,  1929,  in  the 
office  of  Dr.  Lewis  B.  Flinn  for  the  purpose  of 
developing  a medical  library  and  a meeting  place 
for  Delaware’s  various  medical  and  dental  so- 
cieties. On  February  19,  1930  the  Delaware 
Academy  of  Medicine  was  incorporated  as  a non- 
profit corporation,  its  purpose  stated  “to  foster 
among  its  members  interests  in  medical,  scientific, 
literary,  and  educational  conditions  and  to  render 
service  without  recompense  towards  these  ends 
in  the  State  of  Delaware.”  Dr.  Flinn,  well  known 
to  most  of  us,  was  the  first  president  of  the 
Academy. 

Out  of  the  vision  and  perseverance  of  this 
original  group  the  present  site  of  the  Academy 
was  acquired,  and  on  June  1,  1932  a formal  dedi- 
cation ceremony  was  held  and  a cornerstone  laid 
for  the  present  building.  The  building  itself  is 
steeped  in  history,  having  originally  been  built 
in  1816,  and  housed  the  first  bank  in  the  State 
of  Delaware.  The  original  building  which  had 
stood  at  the  corner  of  6th  and  Market  Streets 


was  moved  piece  by  piece  and  reassembled  at  its 
present  location,  carefully  preserving  the  original 
bricks,  hand-hewn  rafters,  floors,  staircase,  trim, 
and  railings. 

In  1933  the  medical  library  was  organized  with 
a nucleus  of  approximately  2,000  volumes  on 
medicine,  surgery,  dentistry,  and  allied  subjects. 
Over  the  years  the  library  has  grown  tremen- 
dously in  volume  and  in  usage,  and  it  is  the  most 
extensive  source  of  medical  reference  material  in 
Delaware.  A full  description  of  its  services  is 
not  within  the  scope  of  this  President’s  Page. 

In  addition  to  its  impressive  library  facilities, 
the  Academy  of  Medicine  building  provides  of- 
fice and  meeting  facilities  for  the  Medical  Society 
of  Delaware,  the  New  Castle  County  Medical  So- 
ciety, the  Delaware  State  Dental  Society,  the 
Delaware  Division  of  the  American  Cancer  So- 
ciety, the  Delaware  Affiliate,  Inc.  of  the  American 
Diabetes  Association,  and  others.  Each  year  the 
Academy  is  the  site  of  about  600  meetings,  vary- 
ing in  size  from  small  professional  committee 
meetings  to  our  annual  meeting  of  the  Medical 
Society  of  Delaware. 

In  addition  to  providing  meeting  facilities,  the 
Academy  has  also  initiated  and  participated  in 
many  community  service  programs.  Over  the 
years  the  Academy  has  broadened  the  scope  of 
its  activities,  seeking  new  ways  to  be  of  service 
to  the  medical  profession  and  the  community  as 
a whole.  These  activities  include  a Student 
Financial  Aid  Program,  made  possible  through 
the  generosity  of  friends  of  the  Academy.  The 
funds  in  this  program  are  separate  from  other 
funds  and  activities  and  cannot  be  used  for  other 
purposes. 

Our  profession  has  been  most  fortunate  in  hav- 
ing a group  of  men  who  possessed  the  wisdom 
and  foresight  of  Osier.  Their  creation  grew  and 
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served  the  community  as  well  as  our  profession. 
Now  it  needs  our  help.  Inflation  and  the  cost  of 
maintenance  have  placed  this  great  institution 
in  substantial  financial  need. 

I hope  that  within  this  President’s  Page  I have 
been  successful  in  conveying  to  you  the  profound 
need  to  preserve  and  promote  this  great  institu- 
tion. In  the  best  tradition  of  our  profession  we 
each  have  the  opportunity  to  share  in  providing 
the  assistance  to  restore  the  Academy  to  its  fi- 
nancial health.  We  can  experience  the  pride  and 
pleasure  which  will  be  ours  in  perpetuating  the 
fruitful  dream  of  the  16  original  founders  in  1929. 

Won’t  you  do  your  part  today?  In  this  Journal 
you  will  find  an  application  for  membership  as 

* * 

DONALD  LEWIS  BICE,  M.D. 

At  age  65,  after  a long  illness,  Donald  Lewis 
Bice,  M.D.,  died  at  his  home  in  Nanticoke  Acres, 
in  lower  Delaware,  on  November  24,  1976. 

A graduate  of  Hahnemann  Medical  College 
of  Philadelphia,  Dr.  Bice  was  formerly  Director 
of  the  Medical  Division  at  the  DuPont  Company 
in  Seaford.  Efficient  and  competent  in  his  work, 
he  had  a trait  greatly  appreciated  by  those  who 
worked  with  him:  He  was  quick  to  express  grati- 
tude and  appreciation  for  any  special  efforts  on 
the  part  of  his  staff.  He  enjoyed  hunting  and 
fishing  and  found  great  happiness  and  pride  in 
being  a general  handyman  around  his  home.  He 
was  an  unusually  avid  student  of  medicine. 

Dr.  Bice  was  interested  in  the  corrective  care 
of  the  alcoholic  patient.  His  courteous  manner, 
his  readiness  to  listen  to  the  patient,  and  his  easy 
availability  played  an  important  role  in  his  con- 
duct of  the  healing  process. 

He  is  survived  by  his  wife,  Virginia  R.;  a son, 
Douglas  L.  of  Exmore,  Virginia;  and  a daughter, 
Virginia  B.  Harman  of  Canonsburg,  Pennsyl- 
vania. 


well  as  a description  of  the  services  of  the  Acad- 
emy. Join  with  me  in  becoming  a member,  and 
enjoy  a sense  of  pride  that  will  far  exceed  your 
tax-deductible  contribution.  Think  of  the  Acad- 
emy when  you  think  of  worthwhile  yearly  con- 
tributions. 

As  Osier  quoted  Lowell  in  his  address  at  the 
Boston  Medical  Library: 

‘Tis  man’s  worst  deed  to  let  the  things 
that  have  been,  run  to  waste  and  in  the 
unmeaning  Present  sink  the  Past. 


Mt 


Contributions  in  his  memory  are  being  made 
to  the  St.  John’s  United  Methodist  Church  Me- 
morial Fund,  Seaford,  or  to  the  Delaware  Heart 
Association. 

% « ve 

DAVID  MARINE,  M.D. 

At  the  age  of  96,  on  November  27,  1976,  David 
Marine,  M.D.  died  in  the  Beebe  Hospital,  Lewes. 

Known  as  a pathologist,  credited  with  the  in- 
troduction of  iodine  in  the  care  of  goiter  patients. 
Dr.  Marine  became  aware  of  endemic  thyroid 
dysfunction  in  the  Cleveland  and  Great  Lakes 
area. 

A graduate  of  the  Johns  Hopkins  Medical 
School,  he  arrived  in  Cleveland  in  1905.  Even- 
tually he  uncovered  the  fact  that  iodine  is  not 
present  in  water  from  the  Great  Lakes  area.  After 
several  years  of  extensive  study,  including  work 
with  student  volunteers,  in  1917  he  published  his 
book,  The  Prevention  of  Simple  Goiter  in  Man,  a 
summary  that  was  to  remain  as  the  peak  of  his 
40-year  period  in  research  and  teaching.  It  was 
he  who  initiated  the  preparation  of  iodized  table 
salt. 
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In  1913  associated  with  Western  Reserve  Uni- 
versity, Dr.  Marine  studied  thyroid  problems  in 
Switzerland,  finding  goiter  there  also  to  be  en- 
demic. 

He  served  in  World  War  I as  a Lieutenant 
Colonel. 

As  Director  of  Laboratories  and  head  of  the 
Department  of  Pathology  of  Montefiore  Hospital, 
in  New  York,  Dr.  Marine  also  during  the  period 
1920-1939  was  assistant  professor  of  pathology  at 
the  College  of  Physicians  and  Surgeons,  Colum- 
bia University. 

Retiring  from  Montefiore  Hospital  in  1945,  he 
reluctantly  discontinued  his  research  pertaining 
to  the  suspected  relationship  of  the  adrenal 
glands,  the  lymphatic  system,  and  leukemia. 

He  was  the  recipient  of  numerous  honors,  in- 
cluding the  James  D.  Bruce  Memorial  Award 
from  the  American  College  of  Physicians  in  1954 
and  the  Kober  Foundation  Medal  and  Citation 
in  1960  by  the  Association  of  Medical  Physicians. 


Well  established,  prepaid  multispe- 
cialty group  with  active  clinic  and  hos- 
pital practice  seeks  associates  in 

OB-GYN,  INTERNAL  MEDICINE, 
OPHTHALMOLOGY,  FAMILY 
PRACTICE,  and  ENT 

Excellent  earnings,  comprehensive 
fringe  benefits  program,  including  mal- 
practice, retirement  and  disability  pro- 
vided. Board  certification  or  eligibility 
required,  teaching  opportunities  avail- 
able. 

Excellent  schools,  variety  of  cultural 
and  sporting  activities  in  one  of 
America’s  leading  metropolitan  areas. 

Full  vitae  and  references  invited. 

BOX  80100 

ST.  PAUL,  MINNESOTA  55108 


Once  serving  as  President,  he  was  continuously 
active  in  the  Sussex  Archeological  Society. 

Mrs.  Marine  died  in  1967,  and  his  only  sur- 
vivor is  one  son,  David  N.  Marine,  M.D.,  of 
Oxford,  Maryland. 

Following  his  death,  the  obituary  section  of  the 
New  York  Times  presented  an  extensive  review 
in  detail  of  his  contributions  in  the  area  of  the 
evaluation  of  all  the  glands  of  internal  secretion, 
thyroid,  parathyroid,  thymus,  and  adrenal  glands 
in  particular. 

m # * 

WALLACE  M.  JOHNSON,  M.D. 

A family  physician  in  the  Newark  area  for  over 
50  years,  Wallace  M.  Johnson,  aged  79,  died  sud- 
denly and  unexpectedly  on  Thursday,  December 
2,  1976,  as  he  prepared  to  return  from  Philadel- 
phia. He  had  been  under  the  care  of  his  per- 
sonal physician  for  several  years. 

A former  mayor  of  Newark,  he  had  a history 
of  a half  century  of  activity  in  the  Aetna  Hose 
Hook  and  Ladder  Company  of  Newark. 

He  was  also  an  Honorary  Lieutenant  of  the 
Newark  City  Police  Department. 

Bom  near  Unionville,  Pennsylvania,  and  a 
graduate  of  the  University  of  Michigan  Medical 
School,  he  began  family  practice  in  the  early 
1920’s.  He  was  a member  of  several  fraternal 
orders,  and  at  one  time  was  a member  of  the 
State  Board  of  Post  Mortem  Examiners. 

He  possessed  the  unusual  ability  of  being  able 
to  share,  with  equal  enthusiasm  and  sincerity,  in 
the  care  of  his  family,  his  patients,  and  his  com- 
munity. It  is  of  interest  that  he  was  honored  by 
community  testimonial  dinners  approximately 
every  ten  years;  the  yearly  Community  Service 
Award  is  awarded  in  his  name. 

He  is  survived  by  his  wife,  Ethel  Gray  John- 
son; a son,  Wallace  G.,  of  Gamer,  North  Caro- 
lina; a sister  and  three  brothers;  and  four  grand- 
children. 

Contributions  to  his  memory  are  being  made 
to  the  Aetna  Hose  Hook  and  Ladder  Company 
of  Newark. 

Charles  M.  Bancroft,  M.D. 
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roughs  of  colds, 
Li”  and  u.ii- 
i 3ar  the  tract 
ith  the  famous 
bbitussirf  Line! 

I;  5 members  of  the 
Ibitussin®  family  all  contain 
i expectorant,  guaifenesin, 
Jielp  clear  the  lower 
e piratory  tract.  Guaifenesin 
rirks  systemically  to  help 
t nutate  the  output  of  lower 
e piratory  tract  fluid.  This 
iianced  flow  of  less  viscid 
fcretions  promotes  ciliary 
ijion  and  makes  thick, 
■pissated  mucus  less  viscid 
|d  easier  to  raise.  As  a 
i ult,  dry,  unproductive 
fjghs  become  more 
>ductive  and  less  frequent. 


. PHOTO:  Norfolk  & Western  Branch  Train 
1 92  west  bound  near  Alvarado,  Va.  (Oct.,  1956). 

ine  reaches  the  highest  point  of  any  railroad 
\if  the  Rockies  (elevation  3,577  ft.)  with  a 
rum  grade  of  3%.  It  crosses  108  bridges, 
i <700  ft.  long!  Photo  by  0.  Winston  Link 


For  productive  and  unproductive  coughs 

Robitussin9 

Each  5 ml  teaspoonful  contains: 

Guaifenesin,  NF  100  mg 

Alcohol,  3.5% 

For  severe  coughs 

Robitussin  A-C'e 

Each  5 ml  teaspoonful  contains: 


Guaifenesin,  NF  100  mg 

Codeine  Phosphate,  USP 10.0  mg 


(warning:  may  be  habit  forming) 

Alcohol,  3.5% 

Non  narcotic  for  6-8-hour  cough  control 

Robitussin-DM 

Each  5 ml  teaspoonful  contains: 


Guaifenesin,  NF  100  mg 

Dextromethorphan 

Hydrobromide,  NF  15  mg 

Alcohol,  1 .4% 


Decongests  nasal  passages  and  sinus 
openings  as  it  helps  relieve  coughs 

Robitussin-PE9 

Each  5 ml  teaspoonful  contains: 


Guaifenesin,  NF  100  mg 

Pseudoephedrine 

Hydrochloride,  NF 30  mg 

Alcohol,  1 .4% 


Decongestant  action  helps  control  cough  and 
clear  stuffy  noses  and  sinuses.  Non  narcotic. 

Robitussin-CF 

Each  5 ml  teaspoonful  contains: 


Guaifenesin,  NF  50  mg 

Phenylpropanolamine 

Hydrochloride,  NF 12.5  mg 

Dextromethorphan 

Hydrobromide,  NF 10  mg 

Alcohol,  1 .4% 


All  Robitussin  formulations  available  on  your 
Rx  or  Recommendation. 


For  many  years  Robins  has  spot- 
lighted the  expectorant  action  of 
the  Robitussin  cough  formulations 
by  featuring  action  photographs  of 
steam  engines  like  the  one  on  the 
preceding  page.  In  keeping  with 
this  tradition,  lastyearthe  company 
commissioned  a well-known 
illustrator  to  render  full-color 
drawings  of  several  classic 
locomotives  . . . accurate  to  the 
minutest  detail.  Chances  are  you 
requested  and  received  the  first 
locomotive  in  this  series,  The 
William  Mason,  last  winter.  Now, 
the  second  one  is  available.  (See 
below).  To  crderyour  print  suitable 
forframing,  write  “Robitussin 
Clear-Tract  Engine  #2”  on  your 
Rx  pad  and  mail  to  “Vintage 
Locomotives,”  Dept.  T4, 

A.  H.  Robins  Company, 

1407  Cummings  Drive, 

Richmond,  Va.  23220. 
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The  Davis  Camel  (1873) 
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A.  H.  Robins  Company,  Richmond,  Va.  23220 


^jeiierd  to  the  ^,ditor 


To  the  Editor: 

A society  which  cannot  care  for  its  old  and  ill 
without  pauperizing  them  is  a sick  society. 

Mr.  H.  K.,  71  years  old,  has  since  March  1975 
been  alternating  between  Wilmington  Medical 
Center  and  nursing  home  care.  For  costs  of  hos- 
pital care  he  has  Medicare  coverage.  For  nursing 
home  care  he  has  nothing;  for  although  he  re- 
quires total  nursing  care,  by  Medicare  definition 
he  needs  only  “custodial  care,”  which  is  not  cov- 
ered. 

He  and  his  wife  have  worked  all  their  adult 
lives.  At  the  outset  of  his  illness  their  retirement 
was  secure;  they  had  a moderate  financial  re- 
serve of  common  stocks,  bank  savings,  a paid-up 
home,  and  monthly  Social  Security  checks. 

Now  almost  everything  has  been  used  for  med- 
ical care  payments  except  the  equity  in  the  house. 
Nursing  home  bills  are  $750  per  month  or  more, 
dependent  on  amount  of  supplies  used  for  him. 

Application  has  been  made  for  Mr.  K.’s  trans- 
fer to  Delaware  Hospital  for  the  Chronically  111 
in  Smyrna,  because  Mrs.  K’s  last  dollar  will  soon 
have  been  spent  for  nursing  home  payments.  Mr. 
K.  has  been  declared  ineligible  for  admission  to 
the  Hospital  unless  he  assigns  his  Social  Security 
checks  to  Delaware  Hospital  for  the  Chronically 
111  (a  reasonable  requirement),  and  Mrs.  K.  sells 
their  house  and  gives  the  proceeds  to  the  hospital. 
Mrs.  K.  says  that  if  she  does  that  her  total  income 
will  be  her  personal  monthly  Social  Security 
check,  and  that  she  will  then  not  have  enough 
money  for  rent  and  food.  Answer  from  Delaware 
Hospital  for  the  Chronically  111  is,  “There  is 
nothing  we  can  do  about  that!” 

A check  by  me  with  the  Social  Service  Depart- 
ment of  the  Wilmington  Medical  Center  showed 
that  this  case  is  not  a rare  one. 

What  is  the  solution? 

David  Platt,  M.D. 


To  the  Editor: 

Thanks  for  sending  me  a copy  of  Dr.  Paul- 
shock’s  report  on  the  Patient  Package  Insert  Sym- 
posium. Since  her  comments  reflect  the  views  of 
a practicing  physician  I have  taken  the  liberty  of 
forwarding  them  to  the  Bureau  of  Drugs  group 
that  is  actively  working  on  the  question  of  PPI’s. 

I do  think  it  is  extremely  important  that  all 
practicing  physicians  give  a good  deal  of  careful 
attention  to  issues  such  as  those  raised  at  the 
Symposium.  Dr.  Paulshock’s  observation  that 
“The  consumer  representatives  at  this  meeting, 
all  highly  educated,  were  vehement  in  their  sus- 
picions and  criticisms  of  doctors”  accurately  de- 
scribes a societal  fact  which  should  cause  some 
thoughtful  concern  on  the  part  of  physicians. 
These  perceptions  and  their  consequences  are  not 
going  to  go  away  if  physicians  ignore  them  or 
angrily  attribute  them  to  public  ignorance  or 
creeping  socialism.  Physicians  must  become 
aware  of  this  aspect  of  medical  practice  and  get 
constructively  involved  in  dealing  with  it: 

I am  glad  this  report  has  been  published  where 
it  can  be  read  by  other  physicians.  I also  hope 
other  practicing  physicians  will  let  FDA  know 
how  they  feel  about  the  PPI  and  other  issues.  If 
health  care  in  the  USA  is  to  be  improved,  practic- 
ing physicians  must  recognize  and  deal  with  such 
federal  agencies  as  FDA.  There  will  not  always 
be  agreement  and  affection,  but  there  should  be 
awareness,  understanding,  and,  hopefully,  a de- 
gree of  respect. 

Sincerely  yours, 
William  Whitehorn,  M.D. 

Assistant  Commissioner  for  Professional 
and  Consumer  Programs 
Public  Health  Service 
Food  and  Drug  Administration 
Department  of  Health,  Education 
and  Welfare 
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COMPUTERS 

AND  THE  REGULATION  OF  MEDICINE 


George  Ross  Fisher,  M.D. 


I am  going  to  take  a chance  in  this  essay  that 
I can  hold  the  attention  of  the  reader  through  a 
preamble  of  theory,  before  addressing  the  con- 
sequences for  the  practice  of  medicine.  That 
seems  necessary,  because  I believe  that  the  con- 
sequences are  different  from  what  most  readers 
would  intuitively  expect,  and  persuasion  lies  in 
first  convincing  the  reader  of  the  theory. 

Closed  and  Open  Systems 

There  is  a growing  body  of  endeavor  known 
as  the  Theory  of  Systems,  which  acknowledges 
that  all  events  are  consequences  of  pre-existing 
conditions  (like  the  consequences  of  adding  acid 
to  bicarbonate  in  a beaker),  and  are  thus  “closed  ’ 
systems.  However,  most  events  in  biology  and 
sociology  are  so  complex  that  it  is  only  possible 
to  deal  with  them  as  “open”  systems,  for  which 
we  substitute  wisdom  for  scientific  certaintv. 

j 

“Wisdom”  is  a set  of  traditions,  maxims,  opinions, 
and  strategies  which  allow  you  to  make  predic- 
tions about  the  inevitable  outcome  of  events 
within  an  open  system.  The  teleological  nature 

Dr.  Fisher  is  President-elect  of  the  Pennsylvania  Society  of 
Internal  Medicine  and  Assistant  Professor  of  Clinical  Medicine 
at  Jefferson  Medical  College  of  Thomas  Jefferson  University. 


of  human  events  was  once  referred  to  as  Manifest 
Destiny,  and  realists  like  Talleyrand  spoke  of 
diplomacy  as  the  art  of  manipulating  the  in- 
evitable. 

Example:  Wisdom  has  it  that  in  your  choice  of 
a practice  location,  you  should  remember  that 
“you  can’t  make  money  where  it  ain’t.” 

And  now  a conclusion  about  the  computer 
revolution:  Since  computers  increase  the  capacity 
to  store  and  manipulate  detail,  the  computer 
revolution  increases  the  number  of  closed  sys- 
tems, and  shifts  the  scope  of  wisdom  in  decision- 
making from  traditional  areas  to  new  subjects 
which  were  formerly  incomprehensible. 

Hierarchies 

In  dealing  with  open  systems,  managers  and 
executives  have  evolved  a basic  strategy:  they 
organize  manageable  subunits  into  hierachies. 
Units  are  organized  within  departments,  then 
organized  within  divisions,  reporting  to  a policy- 
making body.  Further,  because  the  purpose  of 
the  organizational  structure  is  to  simplify  man- 
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agement,  each  level  of  the  hierarchy  is  oblivious 
to  the  techniques  of  the  level  below,  and  is  only 
interested  in  the  output  of  the  level  below. 

Example:  The  patient  paying  his  bill  is  inter- 
ested in  the  total  amount  that  he  has  to  write 
on  the  “bottom  line,”  which  in  his  case  is  the 
dollar  amount  of  the  check  he  must  write. 

The  director  of  the  x-ray  department  is  con- 
cerned with  a subtotal  related  to  the  x-ray 
department.  The  chief  technician  is  concerned 
with  individual  studies.  The  dark-room  at- 
tendant is  only  interested  in  pieces  of  film. 

Computer  Conclusion:  Primitive  Computer 
Systems  merely  duplicate  the  preexisting  manual 
system.  Their  real  power  lies  in  the  next  step, 
ivhich  is  to  reorganize  the  reporting  system.  That 
is,  they  cause  a reorganization  of  the  hierarchy. 

Transmission 

The  prediction  is  made  that  management  sys- 
tems will  be  forced  in  the  direction  of  a hierarchy 
of  three:  Those  who  are  able  to  make  decisions, 
those  who  cannot  make  decisions  but  are  neces- 


sary for  some  task,  and  the  computer.  One  func- 
tion often  seen  in  non-computer  systems  is 
simply  to  pass  the  information  unchanged  up  the 
fine.  There  is  little  doubt  this  activity  will  vanish. 

Example:  Robert  McNamara  (from  Prince- 
ton via  Ford  Motors)  was  a computer  expert 
who  became  Secretary  of  Defense  under  John 
Kennedy.  By  installing  computers,  McNa- 
mara was  able  to  jump  the  Army  reporting  sys- 
tem (Sergeant  to  Captain  to  Secretary  of  De- 
fense) and  confront  the  generals  with  dis- 
coveries before  the  generals  had  received  the 
news.  We  are  told  that  the  generals  didn’t 
like  it  a bit.  But  can  anyone  doubt  that  Robert 
McNamara  carefully  filtered  the  data  before  he 
presented  it  to  President  Kennedy?  The  sys- 
tem of  hierarchical  reporting  condenses  the 
data  to  the  next  step  up. 

Computer  Conclusion:  Many  systems  of  man- 
agement by  delegation  will  soon  be  swept  away 
by  the  computer  revolution,  and  middle  manage- 
ment will  be  the  most  threatened  region.  It  will 
resist,  but  it  will  lose. 

Modification 

Another  function  of  delegated  systems  is  to 
take  raw  information  and  reduce  it  to  condensed 
form  for  the  benefit  of  the  next  level  upward. 
They  do  so  by  a process  which  is  often  a mystery 
to  the  next  higher  level,  and  hence  a certain 
power  is  conferred  on  the  lower  subunit  to  mod- 
ify the  conclusion  by  modifying  the  system  of 
manipulation.  The  method  for  controlling  such 
activity  is  to  produce  a procedure  manual  which 
the  next  higher  level  must  approve,  but  the  in- 
herent complexity  which  forced  a delegated  pro- 
cess to  be  created  also  obscures  the  power  of 
the  delegated  subunit  to  modify  the  system. 

Computer  Conclusion:  Computer  technology 
strictly  defines  and  inflexibly  follows  defined 
procedures  for  steps  in  hierarchy.  It  thereby  con- 
fers much  stricter  control  power  to  the  higher 
levels  of  the  hierarchy. 

The  Need  to  Know 

If  for  no  better  reason  than  to  reduce  pro- 
gramming costs,  the  computer  process  confers  a 
new  power  to  the  lower  levels  of  hierarchy.  The 
higher  level  must  now  strictly  define  its  reasons 
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for  asking  for  certain  information.  If  it  cannot 
demonstrate  a need  to  know,  it  cannot  justify 
the  cost  of  knowing. 

Example:  The  PSRO,  acting  on  behalf  of  the 
physician  community,  violently  resists  the  in- 
clusion of  data  elements  in  the  report  tape  sent 
to  the  Bureau  of  Quality  Assurance.  At  the 
same  time,  it  is  anxious  to  acquire  as  much 
data  as  possible  from  units  lower  in  the  hier- 
archy, who  in  turn  resist  the  process.  It  can 
be  expected  that  this  process  will  eventually 
settle  out  at  roughly  the  best  equilibrium  for 
the  community  at  large,  although  differing 
aggressiveness  among  the  participants  may 
cause  temporary  inequities.  The  weapons  in 
the  battle  that  are  at  the  disposal  of  the  phy- 
sicians are: 

(1)  Superior  claims  on  the  decision-making 
process 

(2)  The  faith  of  the  public  in  physicians  as 
the  most  trustworthy  custodians  of  their 
health  privacy 

(3)  A superior  pool  of  talent,  determination, 
and  independent  means  committed  to  a 
vital  issue 

Computer  Conclusion:  If  you  have  a good 
chance  of  being  the  winner  in  the  reorganization 
of  a hierarchy,  it  is  better  to  participate  to  your 
utmost  rather  than  hold  back  out  of  fear  that 
someone  else  will  be  the  winner  because  only 
participants  are  winners. 

Networks 

We  have  spoken  thus  far  of  hierarchy  as  the 
only  manageable  approach  to  the  complexity  of 
open  systems.  A more  general  description  would 
be  “modularity”  since  modules  can  interact  in  a 
lateral  direction  as  well  as  vertically.  When  they 
do,  the  result  is  network  of  modules  in  three  di- 
mensions. Since  computers  increase  the  ability 
to  cope  with  complexity,  they  increase  the  ability 
to  work  in  three  dimensions.  Hierarchy  is  the  last 
resort  of  manual  management,  just  as  three-di- 
mensional chess  is  beyond  the  ability  of  people 
who  are  not  even  very  expert  at  two-dimensional 
chess.  In  this  sense,  the  computer  revolution  pro- 
vides some  hope  for  the  American  System,  which 
resents  hierarchy  and  naturally  prefers  networks 
when  feasible.  This  is  to  some  extent  a philo- 
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sophical  preference,  and  does  not  seem  to  be 
true  of  the  Japanese  social  system,  or  the  Ger- 
man mentality,  or  the  Communist  method.  The 
natural  American  instinct  for  lateral  equality  is 
thus  an  ally  in  Medicine’s  conflict  with  Govern- 
ment, but  a hindrance  when  it  encourages  nurse 
independence  or  unrealistic  consumerism. 

Whether  lateral  or  vertical,  the  interaction  of 
modules  in  a complex  open  system  is  the  same: 
delegation  of  method,  output  from  one  module 
as  the  sole  input  to  other  modules,  and  resist- 
ance to  the  need  to  know. 

Computer  Conclusion:  There  is  no  present 
modules  into  vertical  hierarchies  or  horizontal 
networks  is  largely  a political  process,  with  three- 
dimensional  networks  as  the  last  resort  of  com- 
promise, and  with  strict  vertical  hierarchies  as 
the  last  resort  of  inadequacy. 

Confidentiality 

Complexity  is  itself  a major  defense  of  confi- 
dentiality; since  computers  reduce  complexity, 
they  also  destroy  the  smoke  screen.  Computer 


Systems  which  stumble  ahead  or  are  manipulated 
into  breaches  of  confidentiality  are  certain  to 
raise  a great  uproar  about  the  need  to  know  and 
the  right  to  conceal.  In  the  PSRO  system,  the 
issues  balance  between  the  duty  of  accountability 
and  the  patient’s  right  to  privacy.  When  reduced 
to  these  terms,  the  physician  community  has  a 
clear  advantage  in  the  mind  of  the  public,  if  the 
advantage  can  be  effectively  exploited.  The  mat- 
ter can,  however,  be  overturned  by  speedy  pre- 
emption of  the  turf.  It  can  be  predicted  that 
special  pleaders  will  insist  on  accountability 
when  all  they  really  want  is  power  and  satisfac- 
tion of  envy;  it  can  fairly  be  predicted  that  some 
will  weaken  their  claim  to  privacy  by  overex- 
tending its  bounds. 

Example:  The  system  of  peer  review  on  Medi- 
caid prescriptions  in  Pennsylvania  has  turned 
up  a number  of  instances  of  patients  who  ob- 
tained multiple  prescriptions  for  “controlled” 
drugs  from  multiple  doctors,  filled  at  multiple 
drug  stores,  probably  for  resale  on  the  streets. 
When  the  doctors  and  pharmacists  were  noti- 
fied, they  were  universally  grateful  and  took 
steps  to  curtail  the  problem.  However,  the 
computer  vendor  learned  of  the  problem  (re- 
gardless of  the  fact  that  all  reports  are  shred- 
ded after  review)  and  persuaded  the  state 
government  to  institute  a system  of  restricting 
problem  patients  to  a single  physician.  It  may 
now  be  impossible  to  dislodge  this  meat-ax 
reaction,  in  spite  of  the  fact  that  the  com- 
puter peer-review  system  is  probably  able  to 
cope  with  the  problem  without  invoking  hier- 
archical power. 

A Second  Example : The  United  States  Navy 
recently  developed  a system  of  computer  pro- 
tection so  elaborate  that  they  boasted  of  it  in 
the  newspapers.  Two  computer  scientists  read 
of  it  and  in  a month’s  time  had  broken  into  the 
system  via  telephone.  The  Navy  was  then 
agitated  to  read  of  its  disarmament  in  other 
newspaper  articles. 

Computer  Conclusion:  There  is  no  present 
foreseeable  technical  method  of  protecting  the 
confidentiality  of  computerized  data,  except  by 
physical  ownership  and  physical  protection  of 
the  machine  itself  and  all  of  its  activity. 


78 


Del  Med  Jrl,  Feb  1977 — Vol  49,  No  2 


"THE  BEST  SPORTS  SEDAN 
IN  THE  WORLD" 

The  BMW  2002  is  a car  so  satisfying  to  drive 
that,  for  an  unheard  of  seven  years  running,  Car 
and  Driver  Magazine  voted  it  "The  Best  Sports 
Sedan  in  the  World/' 

Think  of  the  bumpiest,  curvyest  road  around. 

Test  drive  a family-sized  BMW  on  that  road  and 
sell  yourself  on  its  outstanding  handling  and 
performance. 

An  excellent  selection  of  BMWs  now  in  stock 
for  immediate  delivery.  Come  in  to  Union  Park  today. 

PENNA.AVE.  & DUPONT  ST  WILM.  6587245 


Computers  and  the  Regulation  of  M edidne— Fisher 


Conclusions 

The  most  significant  event  in  the  Twentieth 
Century  is  the  Computer  Revolution,  just  as  the 
Industrial  Revolution  was  the  major  event  of  the 
Nineteenth  Century.  By  the  greatest  good  luck 
for  Medicine,  the  computer  revolution  is  capable 
of  solving  the  four  major  problems  which  now 
threaten  the  American  Medical  System: 

1.  The  Failure  of  the  Prepayment  Insurance 
Mechanism 

The  removal  of  cost  restraints  on  the  patient 
(and  thus  the  provider)  has  had  a predictable 
upward  effect  on  costs.  The  overwhelmed  sys- 
tem has  reacted  in  a typical  hierarchical  man- 
ner: try  to  convert  insurance  companies  into 
regulatory  bodies  and,  if  that  fails,  into  ration- 
ing systems.  The  computer  revolution  (if  we 
are  agile)  has  the  potential  of  drastically  re- 
ducing the  information  costs  which  are  now 
40%  of  hospital  and  insurance  company  costs. 
It  also  has  the  ability  to  control  utilization 
abuses  and  expose  power  abuse  to  public  de- 
cision. 

2.  The  Vast  Increase  in  Paramedical  Personnel 

Middle  management  is  most  vulnerable  to 
computer  replacement,  and  middle  manage- 
ment now  costs  20%  of  the  hospital  dollar. 
Physicians  in  complex  medical  centers  are  most 
alarmed  about  this  problem,  which  they  can 
easily  identify  by  comparing  the  hospital  park- 
ing problem  with  what  it  was  twenty  years  ago. 
Surgeons  are  typically  least  concerned,  since 
their  role  at  the  center  of  procedures  is  least 
threatened  by  aspirants.  But  surgeons  are 
hearing  of  “unnecessary”  surgery,  and  even 
the  small-town  solo  practitioner  has  to  hire 
secretaries  to  fill  out  forms.  The  complexity 
of  our  system  must  be  reduced,  and  computers 
can  do  it.  The  best  way  to  thwart  the  claims 
of  aspirants  to  power  is  to  eliminate  jobs. 

3.  The  Explosion  of  Scientific  Information 

No  one  would  wish  to  reduce  the  output  of  the 
research  community,  but  ways  must  be  found 
to  organize  and  transmit  the  information  with- 
out resort  to  fragmentation  by  sub-subspecial- 
ists. The  computer  is  ideally  suited  to  the 
problem. 


4.  The  Malpractice  Crisis 

Physicians  are  uncomfortable  with  the  idea 
that  peer  review  may  soon  become  entangled 
in  the  malpractice  system,  as  indeed  it  in- 
evitably will.  The  matter  comes  down  to 
biting  the  bullet,  armed  with  statistics.  Surely 
consent  for  an  arteriogram  is  more  threatening 
if  it  is  couched  as  “you  might  lose  your  leg” 
than  if  you  are  told  “you  have  one  chance  in 
five  thousand”  of  suoh  an  occurrence.  Realistic 
insurance  premiums  can  be  set  when  the  risks 
are  defined.  Juries  can  be  provided  with  realis- 
tic statistics  on  normal  risks  and  normal  ex- 
pectation of  benefits. 

Through  all  of  these  four  problems  runs  a 
common  theme:  The  cost  of  medical  care.  The 
PSRO  seems  to  be  the  last  best  hope  of  curtail- 
ing the  cost  threat  to  medicine,  and  so  the  PSRO 
can  be  expected  to  be  the  vehicle  for  the  com- 
puter revolution’s  resolution  of  the  issue.  Sena- 
tor Bennett  probably  had  no  idea  of  what  he 
was  doing;  but  he  did  it,  and  the  problem  is  now 
our  problem. 
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'Qditorial'b 

THOUGHTS  ON  THE  ROLE  OF  THE 
DOCTOR  IN  SOCIETY 

There  is  probably  no  more  individually  taxing 
profession  than  the  practice  of  medicine.  To 
achieve  his  chosen  profession,  the  physician  must 
undergo  a lengthy  initiate,  a long  period  of 
study  and  supervised  training,  and  examination 
after  examination  until  permitted  to  practice  on 
his  own.  Currently,  there  is  a growing  movement, 
unique  to  the  profession  of  medicine,  toward 
periodic  re-examination  in  order  to  assure  the 
public  of  the  physician’s  continuing  competency. 

That  all  these  concerns  should  be  enough  for 
any  professional  during  his  lifetime  would  be 
generally  agreed  upon.  However,  in  addition  to 
the  demands  of  his  profession,  per  se,  the  pre- 
sent physician  is  also  being  thrust  into  the  middle 
of  complex  sociological  and  political  debates  on 
such  issues  as  national  health  insurance,  the  high 
cost  of  medical  care  and  attempts  at  controlling 
it,  medical  malpractice  liability  and  the  explosive 
increase  of  malpractice  litigation,  and  the  con- 
tinuing demands  from  all  sectors  of  our  society 
that  everyone  has  the  right  to  the  best  quality  of 
medical  care  that  the  medical  profession  is  cap- 
able of  providing.  The  doctor  is  at  the  same  time 
hero  and  villain  in  the  play  now  being  written 
across  the  face  of  our  society. 

The  debate  on  these  various  issues,  which  has 
been  going  on  for  more  than  thirty  years  without 
a clearly  defined  solution,  is  intensifying,  and 
speaks  to  the  complexity  of  the  problems  and  to 
some  of  the  intrinsically  antithetical  nature  of 
some  of  its  parts.  For  example,  everyone,  and  I 
mean  everyone,  wants  the  best  medical  care  for 
himself  and  for  everyone  else.  No  one,  however, 
wants  to  pay  the  high  costs  that  the  provision  of 
the  best  quality  of  care  for  everyone  would  re- 
quire. Inflation,  (which  has  accounted  for  half 
the  increase  in  health  care  costs  over  the  past  ten 
years,  costs  which  have  risen  from  $42  billion  in 
1966  to  $118  billion  in  1975),  is  a result  of  com- 
plex economic  factors  outside  the  medical  pro- 
fession, factors  which  have  baffled  economists 
and  governments  worldwide.  The  exponential  in- 
crease in  medical  knowledge  resulting  in  an 


almost  incredible  ability  to  treat  diseases  suc- 
cessfully compared  to  even  fifty  years  ago,  along 
with  rising  public  expectations  and  frequent  ex- 
pensive penalties  for  failure  to  meet  unreasonable 
expectations,  has  resulted  in  a heavy  malpractice 
burden  and  a climate  which  is  eroding  the  trust- 
ful physician-patient  relationship  so  necessary 
for  the  good  practice  of  medicine.  It  has  made 
medical  practice  more  expensive  by  creating  the 
kind  of  practice  called  “defensive.” 

Various  proposals  and  programs  which  tamper 
with  the  system  in  an  effort  to  solve  one  or  an- 
other of  the  segments  of  the  problem  have  not 
demonstrated  any  tangible  success  to  date,  and 
the  prospects  for  future  success  by  currently 
proposed  routes  seem  dim.  Complex  social  sys- 
tems behave  in  counterintuitive  ways  and  fre- 
quently exhibit  negative  feedback  responses  to  a 
particular  panacea.  Yet,  although  its  rate  may 
vary  from  time  to  time,  change  is  a constant  in 
society,  and  all  systems  are  bombarded  by  ex- 
ternal and  internal  forces  which  in  different  ways 
produce  social  change.  Without  descending  to 
frustrated  exasperation  with  the  situation  as  it 
now  exists  and  with  the  current  efforts  and 
directions  towards  change,  what  can  physicians, 
consistent  with  the  best  medical  traditions,  do  to 
participate  in  the  process  of  change?  How  can 
they  shape  it  more  to  their  liking  without  a dis- 
service to  the  society  of  which  their  practice  of 
medicine  is  a part,  the  same  society  which  finds 
medicine  a necessity  and  the  physician  its  flag 
bearer? 

At  the  risk  of  sounding  either  platitudinous  or 
Pollyannaish,  it  is  my  opinion  that  the  physician 
should  concentrate  on  doing  best  what  he  knows 
best  how  to  do.  A lousy  tennis  player  will  not 
improve  by  changing  the  shape  of  the  court,  or 
the  height  of  the  net,  or  stringing  his  racquet 
with  more  expensive  gut.  It  is  the  player  him- 
self who  needs  the  improving;  blaming  everyone 
or  everything  else  won’t  improve  his  game.  The 
physician  should  therefore  always  practice  the 
best  medicine  he  knows  and  should  keep  up-to- 
date.  As  a necessary  avenue  for  achieving  the 
best  results  of  his  care  the  physician  should  es- 
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tablish  and  maintain  a trustful  and  empathetic 
relationship  with  each  patient  throughout  the 
course  of  his  relationship  with  the  patient.  The 
physician,  in  the  application  of  his  professional 
knowledge,  has  to  be  selective  in  his  decisions 
and  exercise  judgment  in  his  therapy  so  as  to 
achieve  the  best  possible  results  at  the  lowest 
cost  to  the  patient.  In  this  regard,  it  behooves 
the  physician  to  have  knowledge  of  what  health 
care  costs  the  patient,  for  every  test,  for  every 
examination,  for  every  study,  and  for  every  hos- 
pital stay.  The  economic  health  of  his  patient 
should  be  almost  as  important  as  the  patient’s 
mental  and  physical  health. 

The  physician  must  always  accurately  and 
completely  document  the  course  of  his  treatment, 
its  why’s  and  wherefore’s,  so  that  the  record  can 
speak  clearly  to  the  physician-patient  relation- 
ship. And,  finally,  the  physician  should  adhere 
to  the  letter  and  the  spirit  of  the  code  of  ethics 
of  his  profession. 


If  all  physicians  followed  these  precepts,  I be- 
lieve that  the  following  would  result:  One,  there 
would  be  better  health  in  our  society.  Two,  there 
would  be  fewer  law  suits  brought  by  dissatisfied 
patients.  Three,  there  would  be  lowered  costs. 
Four,  the  image  of  the  medical  profession  would 
be  immeasurably  enhanced  in  our  society.  And 
five,  if  perchance  the  physician  were  sued,  his 
records  would  be  his  best  protection  against  un- 
reasonable verdicts. 

None  of  these  things  will  alter  the  inflation 
ramnant  in  our  economy,  or  modify  government 
spending  for  Medicare  or  for  national  health  in- 
surance, or  diminish  the  desire  to  purchase  ex- 
pensive hospital  equipment,  or  eliminate  error 
in  unman  behavior.  But  at  least  each  individual 
doctor  and  the  medical  profession  as  a whole 
could  look  the  rest  of  our  society  in  the  eye  and 
sav,  "Our  house  is  in  order;  change  what  you 
will  but  the  fault  rests  not  with  us.” 

Norman  L.  Cannon,  M.D. 
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CAN  HYPERKINETIC  CHILDREN 
BE  CURED  BY  DIET? 

The  controversy  among  physicians,  research- 
ers, scientists,  nutritionists,  and  parents  surround- 
ing the  issue  of  dietary  management  of  children 
categorized  as  hyperactive  has  reached  great 
height.  In  a recent  visit  to  Delaware,  Dr.  Ben- 
jamin F.  Feingold,  author  of  Why  Your  Child  Is 
Hyperactive,  spoke  to  approximately  900  laymen 
and  over  100  health  professionals. 

Dr.  Feingold,  the  prime  proponent  of  the  elim- 
ination of  “salicylate-like”  components  ( initially 
fourteen  fruits  and  vegetables)  from  the  diets  of 
children  with  behavioral  disturbances  and  learn- 
ing disabilities,  has  received  diversified  reaction 
ranging  from  god-like  awe  on  the  part  of  some 
parents  to  total  rejection  by  some  academicians. 

In  response  to  the  need  for  evaluation  of  this 
program,  the  Nutrition  Foundation  assembled  a 
team  of  fourteen  expert  food,  medical,  and  be- 
havioral scientists,  designated  as  the  National 
Advisory  Committee  on  Hyperkinesis  and  Food 
Additives,  to  conduct  a thorough  review  of  evi- 

Idence  on  the  subject.1 

The  Committee’s  conclusions  on  the  basis  of 
the  current  state  of  knowledge  about  hyperac- 
tivity and  food  additives  in  children  were  sum- 
marized in  its  report  to  the  Nutrition  Founda- 
tion (National  Advisory  Committee,  1975)  as 
follows: 

1.  No  controlled  studies  have  demonstrated 
that  hyperkinesis  is  related  to  the  ingestion 
of  food  additives. 


2.  The  claim  that  hyperactive  children  improve 
significantly  on  the  diet  that  is  free  of 
salicylates  and  food  additives  has  not  been 
confirmed. 

3.  The  nutritional  qualities  of  the  Feingold 
diet  have  not  been  evaluated,  and  it  may 
not  meet  the  long-term  nutrient  needs  of 
children. 

4.  The  diet  should  not  be  used  without  com- 
petent medical  supervision. 

In  an  attempt  to  avoid  the  subjective  aspects 
inherent  in  all  earlier  studies  and  to  obtain  the 
definitive  data  needed  for  decisive  interpretation, 
the  University  of  Wisconsin  undertook  a double 
blind  study.  In  January,  1976,  a preliminary 
report  says  there  were  sufficient  subjects  who 
were  rated  by  both  parents  and  teachers  so  signif- 
icantly improved  on  the  experimental  data  as  to 
warrant  additional  detailed  future  study. 

A study  by  Dr.  C.  Keith  Conners,  University 
of  Pittsburgh,  concluded  that  although  the  re- 
sults favor  the  Feingold  hypothesis,  methodolog- 
ical limitations  warrant  caution  as  well  as  con- 
cern regarding  possible  long-term  negative  con- 
sequences of  unmonitored  diet  fads  among  par- 
ents of  hyperkinetic  children  looking  for  a simple 
solution  to  a complex  group  of  disorders. 

FDA  Interagency  Collaboration  Group  on  Hy- 
perkinesis studies  to  date  have  neither  proven 
nor  disproven  the  hypothesis  that  a diet  free  of 
artificial  food  colors  and  flavors  reduce  the 
symptoms  in  a significant  number  of  children 
with  the  hyperkinetic  syndrome. 
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How  would  you  handle  a distraught  parent 
who  sees  a glimmer  of  hope? 

Ann  Marie  Corrozi,  R.D. 

Nannette  Cannon,  R.D. 
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RALLYING  CRIES  AND  OTHER  FATUOUS 
SHIBBOLETHS 

Each  year  in  the  dead  of  winter  the  AMA 
Council  on  Education  convenes  a Congress  on 
Medical  Education  at  the  Palmer  House  in  Chi- 
cago. Traditionally  this  is  the  time  that  people 
from  institutions  and  organizations  with  diverse 
medical  interests  meet  to  exchange  viewpoints 
and  learn  what  is  going  on,  thus  gaining  some 
perspective  on  the  tempo  and  direction  of  the 
business,  art,  or  science  of  training  doctors.  Medi- 
cal schools,  teaching  hospitals,  government  agen- 


cies, armed  services,  boards  of  licensure,  re- 
searchers, practitioners,  and  in  recent  years  medi- 
cal students  and  residents — all  are  there.  The 
theme  this  year  was  featured  as  “Public  Regula- 
tion, Educational  Freedom,  and  Professional  Re- 
sponsibility.” Attendance  was  sparse,  ( estimated 
400),  but  whether  it  was. because  of  the  topics, 
poor  promotion,  or  frigid  weather  would  be  dif- 
ficult to  say. 

A major  topic  of  discussion,  formal  and  in- 
formal, related  to  the  growing  number  of  affilia- 
tions between  major  community  hospitals  and 
medical  schools.  The  schools,  crunched  by  the 
reduction  in  Federal  research  funds  and  the  pres- 
sure to  increase  class  size,  must  control  or  reduce 
costs  and  at  the  same  time  provide  more  patients 
and  faculty,  especially  for  the  clinical  years.  Af- 
filiation with  strong  hospitals  seems  a logical 
answer.  The  hospitals,  facing  difficulties  in  re- 
cruiting good  residents  and  an  ever-present 
threat  of  loss  of  accreditation,  welcome  these  al- 
liances; however,  the  school  soon  comes  face  to 
face  with  the  problem  of  quality  control,  and  the 
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hospitals  start  trying  to  figure  out  how  much  this 
is  costing  them.  Both  seek  some  resolution  of 
the  question  “Is  good  patient  care  a by-product 
of  good  education,  or  is  good  education  a by- 
product of  good  care?”  The  answer  of  course  is 
“both,”  but  to  what  degree  each? 

As  hospitals  struggle  to  retain  some  autonomy 
and  identity,  the  next  question  that  arises  is 
whether  a community  hospital  truly  has  some- 
thing unique  to  offer  the  student  and  resident, 
and  thus  should  retain  its  differences,  or  alterna- 
tively if  the  community  hospital  has  less  educa- 
tional value.  Should  it  bend  its  efforts  to  become 
more  like  the  university  hospital?  Certainly  in 
the  realm  of  training  for  family  practice,  only  the 
community  hospitals  seem  to  do  it  satisfactorily. 
The  rigidly  departmentalized  university  hospitals 
become  a battleground  of  internecine  warfare. 
In  medicine  and  pediatrics,  however,  the  uni- 
versity pattern  works  out  very  well. 

Community  hospitals  and  municipal  hospitals 
also  seem  more  than  a little  irritated  over  the  new 
health  manpower  legislation  restricting  entry  of 
foreign  physicians,  feeling  that  it  impacts  most 
heavily  on  them,  and  might  stop  health  care  de- 
livery almost  completely  in  some  areas.  The 
implementation  of  the  legislation  has  been  de- 
layed for  a year,  allowing  time  for  sober  thought. 

In  the  realm  of  continuing  medical  education 
(CME)  for  practicing  physicians,  the  fervor  of 
recent  years  has  cooled  a little.  By  act  of  the 
House  of  Delegates  of  the  Medical  Society  of 
Delaware  last  fall,  we  became  one  of  the  last  to 
require  CME  for  Society  membership.  Over 
twenty  states  now  require  it  for  relicensure,  so 
the  issue  of  coercion  seems  to  be  nearly  decided, 
for  better  or  worse.  However,  nobody  at  the 
conference  was  aware  of  any  doctors  who  have 
had  their  licenses  lifted  for  non-compliance, 
though  a few  elderly  ones  have  quit  practice. 
If  these  laws  are  an  empty  threat,  it  should  be- 
come apparent  within  a very  few  years.  The  law 
in  Michigan  may  be  more  realistic;  it  provides  for 
fines  instead. 

Behind  all  the  CME  fuss  the  haunting  ques- 
tion is  getting  louder  and  more  persistent,  “Is 
there  evidence  that  CME  produces  better  medi- 
cal care?”  Though  all  speakers  assured  us  that 
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it  does,  none  could  quote  any  studies  to  support 
his  position.  Admittedly  such  a study  would  be 
exceedingly  difficult  to  design  and  carry  out.  The 
problem  is  to  measure  competence,  which  is  not 
knowledge  but  performance,  and  not  “what  is 
perfect  performance,”  but  “what  is  acceptable 
versus  unacceptable  performance.”  In  trying  to 
define  the  goal  of  “good  care”  we  find  that  the 
government,  the  people,  the  AMA,  the  hospital, 
and  the  courts  each  have  different  concepts  of 
what  is  acceptable  and  unacceptable.  In  general 
it  seems  that  doctors  are  perfectly  agreeable  to 
having  their  work  examined  provided  it  is 
voluntary,  convenient,  flexible,  and  confidential, 
and  with  no  records,  with  instant  answers,  and 
at  low  or  no  cost.  PSRO’s  are  not  proving  to  be 
a satisfactory  answer,  probably  because  of  goal 
incongruity  (ostensible  goal — quality  care;  hid- 
den goal — cost  control). 

Other  methods  are  being  developed  to  evalu- 
ate physician  performance  and  quality  of  care. 
Essentially  they  follow  the  same  approach  to 
quality  control  that  is  used  in  industry,  namely, 
that  a process  can  be  evaluated  by  its  output, 
whether  that  be  diseased  tissue,  lab  requests,  pre- 
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scriptions,  insurance  reports,  or  patient  satisfac- 
tion. They  don't  really  have  a handle  on  it  yet, 
but  they  are  getting  there.  We  must  be  sure  the 
tools  that  are  developed  are  good  ones,  reliable 
and  valid,  and  that  they  are  judiciously  and  com- 
passionately applied. 

Some  of  the  old  rallying  cries  like  continuing 
medical  education  are  reaching  their  peak  while 
others  such  as  PSRO  seem  to  be  declining.  New 
ones  will  take  their  place.  Returning  from  Chi- 
cago one  has  the  feeling  that  there  is  some  move- 
ment and  change,  but  whether  this  represents 
progress  or  simply  Brownian  movement  may  be 
hard  to  decide. 

E.  Wayne  Martz,  M.D. 

Dr.  Martz  is  Director  of  Medical  Education  at  the  Wilmington 
Medical  Center  and  Chairman  of  the  Continuing  Education  and 
Certification  Committee  of  the  Medical  Society  of  Delaware. 
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AMERICAN  MEDICINE,  1783-1850* 

Recently  I have  been  browsing  in  a somewhat 
arcane  book,  The  American  Medical  Profession 


1783  to  1850°.  In  view  of  the  recommendation 
by  the  New  Castle  County  Medical  Society  that 
Delaware  physicians  charge  no  more  than  $2  for 
administering  flu  vaccine,  the  vaccine  having 
been  provided  by  the  State  Division  of  Public 
Health,  the  quote  below  describing  American 
medical  fees  in  the  early  nineteenth  century  may 
be  of  interest. 

There  (Philadelphia)  fees  are  very  moder- 
ate. ...  I was  told  repeatedly  that  scarcely 
any  man,  however  distinguished,  charges 
over  one  dollar  a visit  in  ordinary  practice. 
This  is  the  regular  charge  in  such  places  as 
Albany,  Troy,  Utica,  and  New  Haven.  In 
New  York  and  Boston,  men  of  similar  dis- 
tinction charge  decidely  higher,  one  dollar 
and  a half  in  Boston  and  two  dollars  in 
New  York  being  the  common  charge  of 
fashionable  practitioners. 

The  fee  bill  of  the  College  of  Physicians  of 
Philadelphia,  an  organization  whose  mem- 
bers were  the  outstanding  physicians  of  the 
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city,  in  1834,  bears  out  this  statement.  Vac- 
cination was  $5  and  re-vaccination  from  $2 
to  $3;  reducing  fractures  and  luxations  were 
$5  to  $10;  passing  the  catheter  was  from  $1 
to  $5;  and  fistula  was  $20  to  $40.  All  of  these 
rates  are  lower  or  have  lower  limits  than 
the  charges  in  the  other  two  cities.  The 
charge  for  midwifery,  however,  was  from 
$8  to  $20,  which  was  as  high  as  the  rate  in 
Boston,  but  lower  than  that  in  New  York  . . . 
The  Medical  Association,  in  1833,  set  the 
following  rates:  visit  and  prescription,  $1; 
consultation  visit,  $5;  or  if  beyond  the  city 
limits,  $8,  with  subsequent  visits,  $2.  Vene- 
section, the  extraction  of  a tooth,  prescrip- 
tions, dressing  a wound,  all  cost  $1.  Passing 
a catheter  during  a visit  was  $5,  but  if  it  was 
often  repeated,  only  $2.  Visits  for  every 
mile  beyond  the  center  of  the  city  were  $2 
additional  to  the  ordinary  fee.  Night  at- 
tendance was  from  $5  to  $10.  Specific  at- 
tendance or  cures  for  gonorrhea  were  $10; 
syphilis,  $15;  midwifery,  in  the  day  $12,  and 
in  the  night,  $15  . . . 

Although  Oliver  Wendell  Holmes  suggested 
the  contagious  nature  of  puerperal  fever  to  the 
Boston  Society  for  Medical  Improvement  in  1843, 
apparently  he  failed  to  convince  them  while 
women  continued  to  die,  physicians  remained 
unconvinced  until  Semmelweis  in  1847  provided 
experimental  data  to  convince  the  doubters  that 
women  who  died  postpartum  were  frequently 
victims  of  infection.  As  a matter  of  horrible 


fact,  Charles  D.  Meigs,  whose  name  lives  on  at- 
tached to  a syndrome,  stated  that  mortality  in 
puerperal  fever  was  “justification  of  Providence, 
a judgment  instituted  to  remind  us  of  the  sin 
committed  by  the  mother  of  the  race.” 

Toward  the  end  of  the  eighteenth  century 
American  medical  literature  had  its  beginnings. 
It  was  frequently  encouraged  by  the  offering  of 
cash  prizes — something  we  still  do  in  these  parts; 
we  have  an  award  of  $200  for  the  best  paper 
submitted  by  a medical  student  or  house  officer 
to  this  Journal  each  year.  The  largest  prize  of  all 
was  $300,  offered  by  none  other  than  the  Medi- 
cal Society  of  Delaware  in  1797,  but  not  awarded 
because  “no  dissertation  was  deemed  worthy  by 
the  committee.” 

Because  of  the  recent  change  of  national  ad- 
ministrations, it  is  of  interest  to  read  what  Dr. 
Samuel  Gross,  a well  known  practitioner  of  the 
mid-nineteenth  century  in  Philadelphia,  had  to 
say  around  1850: 

It  requires  no  prophetic  eye,  no  special  fore- 
cast, to  discover  that  we  are  on  the  very 
verge  of  one  of  the  most  fearful  and  wide- 
spread revolutions  in  medicine  that  the 
world  has  ever  witnessed;  another  of  those 
astounding  changes  whose  name  is  already 
legion,  and  which,  whether  for  good  or  evil, 
is  destined  to  convulse  the  profession,  and 
to  exert  a most  powerful  influence  upon  the 
practice  of  the  healing  art. 

B.Z.P. 
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Lower  Costs 

Through  Group  Health  Testing 
With  MEDISCREEN* 

Medical  Screening  On  Wheels 


* Reduces  off  the  job  time  to  less  than  1 hour 

* Reduces  your  cost  by  50%  or  more 


* Screening  is  tailored  to  your  specific  needs 


The  Mediscreen  on-site  medical  screening  method  is  convenient,  fast,  and  economical. 

Five  minutes  after  a radio  controlled,  fully  staffed,  self-sustaining  Mediscreen  unit 
rolls  into  your  parking  area  it  is  ready  to  start  examinations. 

Testing  takes  less  than  45  minutes  and  can  include  the  following: 

EKG  (12  lead),  Audiograms  (OSHA  approved  equipment  and  technicians),  Visual  Testing, 

Tonometry,  Pulmonary  Function,  Chest  X-Ray  (14  x 17),  Blood/Urine  analysis 

(tests  performed  by  Federally  licensed  in-state  lab).  The  cost  - 

1/3  to  1/2  of  the  prevailing  rates  Plus  a substantial  reduction  in  down  time. 




For  further  information  fill  out  and  mail  this  coupon  to: 

MEDISCREEN,  Inc.,  Suite  202,  Professional  Building,  Augustine  Cut-off,  Wilmington,  Delaware  19803 


name 


title 


Type  of 
testing: 

□ EKG 


organization 

□ Audiogram 

□ Eye  Exam 

address 

□ Lung  Function 

city 

state 

zip 

□ Blood/Urine 

□ X-ray 

phone 


approx,  size  of  group 


ELECTROLOGISTS  HAIL  THE 
DEPILATRON  METHOD  OF  HAIR  REMOVAL 


Electrologists  feel  that  the  Depilatron 
Method  is  a wonderful  breakthrough  for  the 
extremely  sensitive  person.  By  sensitive  they 
not  only  refer  to  pain  tolerance  but  to  skin 
type. 

“We  are  not  saying  that  Depilatron  is  more 
effective  than  electrolysis  — only  as  effective. 
In  any  method  of  permanent  hair  removal  the 
purpose  is  to  cut  off  or  stop  the  nourishment 
from  the  blood  stream  to  the  hair  root.” 

The  Depilatron  Method  uses  the  identical 
radio  frequency  for  its  operation  that  conven- 
tional electrolysis  machines  have  successfully 
used  for  years.  However,  instead  of  using  a 
needle,  which  many  individuals  fear,  the 
Depilatron  Method  uses  a specially  designed 
electronic  tweezer  which  gently  grasps  the 
hair  above  the  skin  line  and  applies  radio  fre- 
quency energy  to  do  the  same  job. 

The  advantages  — painless  no  after-effects 
such  as  breaking  out  or  swelling  — anyone, 


regardless  of  age  or  medical  problems  can  be 
treated  — sensitive  areas  can  be  treated  for 
any  length  of  time  with  no  discomfort.  An- 
other advantage  of  Depilatron  is  that  distorted 
or  curved  hairs  can  be  treated  effectively  as 
the  radio  frequency  travels  down  the  hair  to 
the  root. 

As  with  electrolysis,  Depilatron  does  not  per- 
manently remove  the  hair  every  time.  Each 
hair  a person’s  body  produces  must  be  treated 
individually  and  certain  hairs  which  have 
been  treated  mav  grow  back.  When  this  oc- 
curs, with  both  electrolysis  and  the  Depilatron 
Method  it  is  referred  to  as  regrowth.  It  oc- 
curs when  a hair  is  treated  while  in  the  shed- 
ding stage  (whereby  the  hair  has  separated 
itself  from  the  root  and  therefore  the  root  is 
not  destroyed)  or  when  a hair  follicle  requires 
more  current  than  can  be  safely  applied  in  one 
treatment. 

It  must  be  understood  that  permanent  is 
not  synonymous  with  immediate. 


Reprinted  from  GATES-CHILI  TIMES,  Rochester,  N.Y.,  Sept.  22,  1976 


Two  Convenient  Locations 
NEWARK  - WILMINGTON 
Call  (302)  368-1309 

For  More  Information  and  Nearest  Location 


Behavioral  Disturbances  Linked  to  the  Ingestion  of  Food  Additives— Feingo Id 


Following  dietary  intervention,  the  autistic  child 
may  experience  control  of  hyperactivity,  tan- 
trums, flailing  of  the  arms,  hands,  and  legs,  and 
constant  babbling.  A slight  improvement  in  IQ 
may  also  develop.  If  the  child  is  truly  autistic, 
however,  the  cognitive  and  perceptive  improve- 
ment will  depend  upon  the  degree  of  underlying 
neuro-physiological  disturbance.  Many  autistic 
children  will  show  sufficient  behavioral  response, 
leading  to  improved  social  adjustment,  to  elimi- 
nate the  necessity  for  institutional  care  and  per- 
mit the  child  to  participate  in  the  family  struc- 
ture. 

Environmento!  Toxicants 

The  artificial  colors  and  flavors  plus  the  foods 
containing  a natural  salicylate  radical  represent 
only  a small  band  of  the  broad  spectrum  of  en- 
vironmental toxicants.  Because  any  compound 
is  a potential  toxicant  if  the  individual  presents 
the  appropriate  genetic  profile,  consideration 
must  be  given  to  the  remaining  eleven  categories 
of  food  additives  when  a response  is  not  observed 
following  careful  application  of  the  K-P  Diet. 

The  first  group  to  consider  is  the  preservatives, 
eg,  the  antioxidents  BHT  and  BHA,  which  are 
found  in  almost  all  the  cooking  oils,  or  in  pro- 
ducts prepared  with  cooking  fats,  eg,  potato 
chips,  doughnuts,  ets.  It  is  a common  practice  to 
impregnate  the  packaging  material  with  either 
BHT  or  BHA.  The  chemical  then  permeates  the 
contained  food  to  prevent  rancidity. 

Control  of  other  factors,  eg,  pollutants  of  the 
atmosphere,  water,  and  soil,  is  for  the  most  part 
beyond  the  scope  of  the  individual.  How  fre- 
quently these  chemicals  produce  behavioral  dis- 
turbances is  not  known.  It  is  reasonable  to  believe 
that  in  some  individuals  adverse  reactions  must 
occur.  The  prevalence,  the  scope,  the  character, 
and  clinical  importance  of  such  reactions  must 
still  be  determined,  however.  The  resolution 
of  this  problem  is  dependent  upon  an  informed 
public.  Public  awareness  and  public  education 
will  eventually  create  a concerted  demand 
which  should  lead  to  further  research  of  the 
problem  and  ultimately,  institution  of  preven- 
tive measures. 


TABLE  5 

The  Kaiser-Permanente  (K-P)  Diet: 
Foods  to  Be  Avoided* 


PART  I Foods  containing  natural  salicylates 


Almonds 

Apples  ( cider  and 
cider  vinegars ) 
Apricots 
Blackberries 
Cherries 
Cloves 

Cucumbers  and  pickles 
Currants 
Gooseberries 
Grapes  or  raisins  (wine 
and  wine  vinegars ) 


Mint  flavors 

Nectarines 

Oranges 

Peaches 

Plums  or  prunes 

Raspberries 

Strawberries 

All  tea 

Tomatoes 

Oil  of  wintergreen 

Bell  peppers 


PART  II  All  foods  that  contain  artificial  colors  and 
flavors 


The  salicylate-containing  foods  may  be  restored 
following  four  to  six  weeks  of  favorable  response 
provided  no  history  of  aspirin  sensitivity  exists  in 
the  family. 


PART  III  Miscellaneous  items 

All  aspirin-containing  compounds 
All  medications  with  artificial  colors  and  flavors 
Toothpaste  and  toothpowder  (substitute  salt 
and  soda  or  unscented  Neutrogena®  soap) 

All  perfumes 

NOTE:  Check  all  labels  of  food  items  and  drugs 
for  artificial  coloring  and  flavoring. 

Since  permissible  foods  without  artificial  colors 
and  flavors  vary  from  region  to  region,  it  is  not 
practical  to  compile  a list  of  permissible  foods. 
Each  individual  must  learn  to  read  the  ingredients 
on  the  label.  When  colors  and  flavors  are  speci- 
fied, the  item  is  prohibited.  If  in  doubt,  the  food 
should  not  be  used.  Instead,  it  is  advisable  to 
prepare  the  substitute  at  home  from  scratch. 

*Feingold  BF : Why  Your  Child  Is  Hyperactive,  Random  House, 
New  York,  1975. 
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HEALTH  CRISIS  IN  THE  SOUTH; 


THE  NEED  FOR  COMPREHENSIVE  CARE 


Philip  Pollner,  M.D. 
Jerrold  J.  Parrish,  M.D. 


Introduction 

In  the  South  today  there  are  ten  and  a quarter 
million  people,  nearly  20  per  cent  of  the  region’s 
population,  who  are  living  at  or  below  federally 
defined  poverty  levels.1  Ill  health  has  already 
prevented  much  of  the  adult  poverty  population 
from  ever  reaching  its  full  potential  for  develop- 
ment into  productive  and  useful  citizens. 

The  same  spectre  hangs  over  the  children  of 
the  poor;  hunger  and  malnutrition  still  affect 
many.  Tangible  environmental  health  hazards 
such  as  impure  water  and  inadequate  housing 
combined  with  the  more  intangible  hazard  of 
being  born  into  poverty  mean  that  by  accident 
of  birth  alone  these  children  will  grow  into 
adulthood  following  the  same  patterns  as  their 
parents — often  ill,  their  resistance  to  infection 
lowered,  their  ability  to  perform  any  task  in 
life  lessened. 

The  eleven  states  of  the  old  Confederacy0  have 
a larger  percentage  of  families  in  poverty,  of 
people  living  in  rural  areas,  of  people  dwelling 
in  housing  without  adequate  plumbing,  and  of 
nonwhites  than  any  other  section  of  the  country. 
The  area  also  has  higher  general  and  infant  mor- 
tality rates  and  fewer  health  resources.  An  anal- 
ysis of  the  latest  infant  mortality  rates  from  these 
states  reveals  that  if  these  rates  from  the  South 
had  been  equal  to  the  1971  national  average, 

^Alabama,  Arkansas,  Florida,  Georgia,  Louisiana,  Mississippi, 
North  Carolina,  South  Carolina,  Tennessee,  Texas,  and  Virginia. 


Dr.  Pollner  is  Assistant  Director  of  Community  and  Adolescent 
Medicine,  Department  of  Family  Practice,  Wilmington  Medical 
Center.  He  was  formerly  the  Director  of  Continuing  Education 
and  Professional  Development  Jackson-Hinds  Comprehensive 
Health  Center  Jackson,  Mississippi,  and  Meharry  Medical  College, 
Nashville,  Tennessee. 


Dr.  Parrish  served  a rural  community  medicine  elective  in 
Mississippi  and  is  presently  a resident  in  Psychiatry,  University 
of  California  at  San  Francisco,  Langely  Porter  Neuropsychiatric 
Institute. 


2,383  babies  would  not  have  died.  If  black  infant 
mortality  rates  in  the  South  had  been  equal  to 
white  infant  deaths,  3,408  black  babies  would 
have  survived  the  first  year  of  life.2 

This  look  at  infant  mortality  statistics  is  to 
emphasize  the  interface  between  poverty,  rural- 
ity,  race,  and  housing  in  influencing  health 
status.  Poverty — that  is,  all  the  things  that  living 
without  adequate  income  implies — is  the  single 
most  influential  factor  affecting  health  status.  A 
1972  HEW  study,  which  evaluated  infant  mor- 
tality rates  in  light  of  socio-economic  factors  in- 
cluding family  income,  revealed  a strong  asso- 
ciation between  the  risk  of  infant  death  and 
being  in  the  lowest  socio-economic  group.3  The 
risk  was  from  50  to  100  percent  higher  in  the 
least  advantaged  group  than  in  the  middle  and 
upper  class  groups.  Furthermore  the  study  esti- 
mated that  almost  50  per  cent  of  the  infant 
deaths  in  the  lower  socio-economic  group  were 
preventable. 

The  Lack  of  Health  Resources 

The  availability  and  accessibility  of  health  re- 
sources also  play  an  important  role  in  determin- 
ing health  status.  An  AMA  study  has  confirmed 
that  people  living  in  rural  areas  have  half  the 
access  to  health  resources  that  is  available  to  the 
rest  of  the  nation.4  In  four  southern  states,  more 
than  half  the  population  live  in  rural  areas,  and 
in  five  other  southern  states  over  a third  of  the 
population  is  rural.  In  terms  of  the  ratio  of  popu- 
lation to  primary  care  physicians,  while  the  na- 
tionwide rate  is  one  primary  care  doctor  for 
about  every  780  people,  the  ratio  in  southern 
states  is  far  greater.  In  Mississippi  and  Alabama 
the  ratio  is  1 : 1860;  in  South  Carolina,  1 : 1829; 
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and  in  Arkansas,  1 : 1821.  Four  southern  states 
are  among  the  bottom  five  in  the  nation  in  ratio 
of  primary  care  physicians  to  population  (South 
Carolina,  46th;  Arkansas,  47th;  Alabama,  48th; 
and  Mississippi,  50th).  Some  47  counties  of  the 
1,105  counties  in  the  11  southern  states  have  no 
practicing  physicians  at  all,  and  many  others 
have  one  physician  for  from  5,000  to  10,000  peo- 
ple.5 Apart  from  the  scarcity  of  physicians,  there 
exists  no  viable  alternate  system  of  health  care, 
nor  does  tradition  foster  an  expectation  of  such 
a system  among  the  population.  These  people 
have  typically  identified  health  care  with  the 
person  of  their  family  physician.  This  has  pre- 
dictably led  to  an  instant  health  care  crisis  as 
these  isolated  physicians  died,  or  retired  and 
could  not  be  replaced.  Younger  doctors,  now 
trained  to  be  a part  of  a team  rather  than  to 
attempt  to  practice  single-handedly,  have  at- 
tached themselves  to  existing  modes  of  health 
care  delivery  rather  than  venturing  into  rural 
areas  where  none  has  been  established. 


Comprehensive  Health  Care 

Throughout  the  nation  today  there  are  ongo- 
ing attempts  to  alter  a health  care  system  that  is 
inadequately  serving  the  poor.  One  of  these  is 
the  federal  government’s  Comprehensive  Health 
Services  Program  administered  by  the  Depart- 
ment of  Health,  Education  and  Welfare.  The 
program,  which  functions  through  the  establish- 
ment of  neighborhood  comprehensive  health 
centers,  embraces  the  theory  that  in  order  to 
improve  the  health  of  poor  people,  a host  of 
other  vital  services  must  be  provided  in  addition 
to  primary  medical  care,  including  improvement 
of  environmental  conditions,  provisions  for  lab- 
oratory and  x-ray  examinations,  dental  care, 
mental  health  counseling,  provision  of  medica- 
tions and  eyeglasses  when  needed,  child  care, 
transportation  to  the  centers,  and  social  and  edu- 
cational services.  Thus,  a comprehensive  and 
multidisciplinary  approach  has  been  developed 
in  which  the  patient  has  access  to  the  whole 
range  of  medical  and  health  service  specialists 


McEEHINNEY  8z>  KIRK,  INC. 
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available  under  one  roof  and  treating  the  patient 
and  his  health  needs  in  a total  manner,  not 
separating  medical  needs  from  social  and  en- 
vironmental factors.  Classic  public  health  and 
classic  medical  care,  preventive  and  curative 
medicine  together  with  paramedical  and  other 
social  resources  and  services  have  been  placed 
in  the  same  facility  in  an  attempt  to  break  the 
barriers  between  individual,  home,  and  com- 
munity on  the  one  hand,  and  ambulatory  care 
and  special  hospital  resources  on  the  other.  The 
task  of  the  neighborhood  comprehensive  health 
center  is  not  merely  to  be  a coordinated,  non- 
fragmented,  integrated  focus  of  health  care,  im- 
portant as  those  aims  are,  but  also  to  be  a new 
kind  of  community  institution,  working  in  and 
with  the  community  to  provide  health  services, 
and  also  to  promote  broader  social  change — 
changes  in  knowledge,  behavior,  attitudes,  in- 
comes, and  environments  of  individuals,  families, 
and  communities. 

Impact  in  the  Delta 

To  date  130  comprehensive  health  centers  have 
operated  in  44  states  and  the  District  of  Colum- 
bia. Altogether  the  centers  have  provided  care  to 
over  two  million  people.  Their  location  is  based 
on  several  factors,  such  as  poverty  of  the  target 
population,  availability  of  other  forms  of  health 
care,  health  status  indices,  and  others.  In  Miami, 
for  instance,  where  an  HEW-funded  center  is 
located  in  the  Model  Cities  area,  the  median  age 
of  death  in  the  target  area  is  60  years  compared 
with  the  Dade  County  median  of  70. 

Jackson-Hinds  Comprehensive  Health  Center 
is  located  in  Jackson,  Mississippi.  In  1967  when 
the  center  submitted  its  grant  proposal  to  the 
Office  of  Economic  Opportunity  (OEO),  the 
physician-to-population  ratio  for  the  county  out- 
side the  city  limits  was  20  per  100,000  compared 
to  86  per  100,000  in  Mississippi  as  a whole  and 
142.9  per  100,000  for  the  United  States  as  a 
whole.6 

Housing  conditions  and  environmental  indices 
are  important,  too.  In  Lowndes  County,  Alabama, 
until  recently  the  site  of  a comprehensive  health 
center,  3000  housing  units  in  the  county  in  1967 
lacked  sewage  disposal,  and  2700  were  without 
piped  water.  Twelve  hundred  were  considered 
dilapidated.  The  housing  situation,  which  was 


JOHN  G.  MERKEL 
& SONS,  INC 

Physicians  — Hospitals  — 
Laboratory  — Invalid  Supplies 


PHONE  654-8818 


807  N.  Union  Street 
Wilmington,  Delaware 


not  a project  of  the  center,  is  little  changed  to- 
day. In  1973,  according  to  the  US  Census  of 
Housing,  of  3444  housing  units,  2158  lack  some 
or  all  plumbing  facilities. 

A massive  increase  in  the  number  of  doctors 
alone  would  probably  not  greatly  affect  the 
health  status  of  the  poor.  What  is  needed  is  a 
change  in  the  present  delivery  system,  a system 
which  recently  brought  an  old  Columbia,  Mis- 
sissippi, black  man  to  articulate  the  plight  of  the 
poor  and  the  sick  in  these  poignant  words:  “Peo- 
ple didn’t  used  to  be  sick  as  much  they  are  now. 
They  died  when  they  got  sick.  But  they  did  not 
live  sick.” 

“Back  before  the  Center  opened  I had  what 
the  doctors  down  at  Jackson  Hospital  called  a 
little  stroke,”  a middle-aged  workman  said.  “The 
doctor  said,  ‘Didn’t  you  know  you  had  high  blood 
pressure?’  How  did  I know?  I didn’t  have  no 
way  to  know.  Until  the  Center  I never  saw  much 
of  doctors.” 

At  the  Delta  Center  in  Mound  Bayou,  Missis- 
sippi, however,  he  had  found  that  high  blood 
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Famous  Fighters 


NEOSPORIN®  Ointment 

( polymyxin  B-bacitracin-neomycin) 

is  a famous  fighter,  too. 


Provides  overlapping,  broad-spectrum  antibacterial  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens  (including  staph  and  strep). 


Each  gram  contains:  Aerosporin®  brand  Polymyxin  8 Sulfate  5,000  units:  zinc 
bacitracin  400  units;  neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base): 
special  white  petrolatum  qs  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.) 
foil  packets 

INDICATIONS:  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated) 
for  topical  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in: 
• infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa  • primary 
pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily 
infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis)  • traumatic 
lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 

Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination  in 
burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infec- 
tion and  permit  wound  healing.  CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or 
external  ear  canal  if  the  eardrum  is  perforated.  This  product  is  contraindicated  in 
those  individuals  who'have  shown  hypersensitivity  to  any  of  the  components. 
WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due  to 


neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensiv 
burns,  trophic  ulceration  and  other  extensive  conditions  where  absorption  ( 
neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the  body  surface  ijjj 
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pressure  could  lead  to  another  crippling  or  kill- 
ing stroke,  and  now,  with  controlled  diet,  medi- 
cation, and  periodic  checkups  he  was,  he  thought, 
“doing  all  right.”  He  was  certain  of  one  thing: 
“If  it  wasn’t  for  the  Center  and  the  hospital,  for 
these  folks  right  here,  I’d  be  dead  years  ago.  And 
that’s  true  of  a lot  of  older  people  you  see  here 
today,  maybe  the  babies,  too.” 

Whatever  the  case  with  him  it  was  likely  that 
some  of  the  infants  at  the  clinic  if  not  for  their 
well  baby  checkups  would  probably  not  have 
been  alive  at  all.  Reduction  in  infant  mortality 
rates  for  Bolivar  County,  the  site  of  the  Delta 
Center,  since  1966  offers  some  evidence  of  the 
center’s  impact;  however,  because  of  the  pres- 
ence of  a maternal  and  infant  care  projeot  oper- 
ated by  the  state  health  department  in  the  county, 
it  is  not  possible  to  attribute  the  decline  specif- 
ically to  one  or  the  other  program  alone.  But 
the  figures  do  say  something  as  to  what  the 
availability  of  health  care  can  aohieve.  In  the 
year  1966,  when  the  Delta  Center  was  opened, 
the  total  infant  mortality  rate  was  48.5;  in  1970, 
four  years  after  the  Center  began,  the  rate  was 


down  to  31.0.  The  non-white  rate  in  1966  was 
57.2;  in  1970  it  was  35.7.  In  1966  the  white  rate 
was  13.5;  in  1970,  it  was  13. 7. 7 

The  figures  for  1966  probably  reflect  the  fact 
that  of  1207  black  five  births  in  the  county,  only 
some  693  were  born  in  hospitals.  Of  297  white 
live  births,  291  were  hospital  born.7  Those  not 
delivered  in  hospitals  doubtless  were  delivered 
by  “granny  midwives.”  Reflecting  on  this,  a doc- 
tor, wise  in  the  ways  of  the  rural  South,  recently 
said,  “I  suspect  that  the  figures  we  see  on  infant 
deaths  and  fetal  deaths  aren’t  nearly  as  accurate 
as  one  might  think.  How  many  babies  are  born 
dead  that  just  aren’t  reported,  that  are  just  buried 
out  in  the  backyard,  in  the  woods,  in  unmarked 
graves  and  forgotten?” 

Over  the  five  years  since  the  Delta  Center 
opened  in  Mound  Bayou  other  mortality  rates 
have  dropped.  Deaths  from  influenza  and  pneu- 
monia in  the  county,  for  instance,  stood  at  a 
rate  of  40.7  for  the  total  population,  20.2  for  the 
white  population,  and  51.0  for  the  black  popu- 
lation in  1966.  In  1970  the  rates  for  the  total 
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population  were  22.3,  10.7  for  the  white  popula- 
tion, and  29.4  for  the  black  population. 

Financial  Viewpoint 

Opponents  of  the  comprehensive  centers,  al- 
though willing  to  concede  that  the  health  centers 
have  lived  up  to  their  legislative  mandates  and 
improved  health  care,  often  complain  that  the 
expense  has  been  too  high.  Criticism  is  most  of- 
ten based  on  comparison  of  the  costs  of  visits  to 
private  physicians  and  does  not  take  into  account 
the  more  serious  health  problems  of  the  poor  and 
the  additional  services  provided  by  health  cen- 
ters. In  fact,  the  centers,  by  providing  preven- 
tive services,  have  reduced  the  incidence  of  seri- 
ous illness  requiring  costly  hospitalization.  More- 
over, studies  comparing  the  cost  of  providing 
ambulatory  care  at  the  centers  with  costs  at  hos- 
pital outpatient  departments  show  that  the  cen- 
ters operate  competitively.  QEO  at  one  point  ana- 
lyzed costs  at  six  centers.  Primary  medical  care 
ranged  from  $22  per  visit  to  $37  in  the  compre- 
hensive centers.  In  New  York  hospitals  Medicaid 
reimbursement  for  comparable  services  was  be- 
tween $30  and  $40  per  visit. 

In  another  experiment  OEO  enrolled  low  in- 
come families  in  four  established  prepaid  group 
practice  plans.  Benefits  were  added  to  give  ser- 
vices comparable  to  those  at  comprehensive 
health  centers.  The  negotiated  budgets  for  the 
annual  per  capita  cost  for  the  more  comprehen- 
sive level  of  services  for  the  prepaid  group  prac- 
tice plan  ranged  from  $146  to  $241.  The  per 
capita  cost  for  similar  services  at  the  centers 
ranged  from  $134  to  $233.  This,  the  OEO  study 
notes,  “was  an  apparent  competitive  advantage 
for  the  neighborhood  health  centers.” 

Costs  have  also  been  lowered  at  the  centers 
through  use  of  paramedical  personnel.  In  the 
first  quarter  of  1972,  most  of  the  OEO  centers 
utilized  nurses  and  other  health  personnel  at 
least  25  per  cent  of  the  time  for  medical  preven- 
tive services.  Some  utilized  nurses  and  other  per- 
sonnel for  preventive  care  in  more  than  80  per 
cent  of  their  patient  encounters. 

Concern  for  the  preservation  of  the  compre- 
hensive health  care  approach,  of  course,  does  not 
preclude  the  development  of  other  methods  that 
could  achieve  the  same  end  of  total  care.  Federal 
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subsidized  prepaid  group  plans  or  health  main- 
tenance organizations  (HMO’s)  offer  this  pos- 
sibility. The  HMO  system  was  popularized  by 
the  Kaiser  Corporation  in  California  through  en- 
rollment of  its  employees  in  group  medical  prac- 
tices for  a specified  Kaiser-paid  fee  each  year. 
The  system  gained  wide  attention  largely  because 
it  reduced  costs  of  care  in  several  ways.  Empha- 
sis was  placed  on  ambulatory  treatment  rather 
than  on  more  costly  and  sometimes  unnecessary 
hospitalization.  Since  their  budgets  were  prepaid, 
Kaiser  doctors  had  a monetary  inducement  to 
keep  costs  lower.  Also,  the  use  of  allied  health 
professionals  to  carry  out  tasks  requiring  less 
training  at  less  expense  was  a time-saving  and 
money-saving  item. 

For  Those  Who  Need  It  Most 

The  neighborhood  health  centers  attempt  to 
correct  or  minimize  the  structural  impediments 
to  quality  health  care  for  low-income  families.  In 
a recent  study  of  patterns  of  utilization  in  21  of 
the  oldest  centers,  user  families  and  comparable 
non-user  families  in  each  service  area  were  com- 
pared with  a controlled  group  of  similar  families 
in  nearby  areas.  An  average  of  66%  of  all  eligible 
individuals  have  used  the  centers.  Furthermore, 
appropriate  utilization  has  been  characteristic. 
Neighborhood  health  centers  users  seek  treatment 
for  their  acute  illnesses  more  often,  receive  rec- 
ommended childhood  immunizations  and  exami- 
nations more  often,  have  had  a more  recent  dental 
check,  and  use  week-end  and  emergency  care 
less  than  either  the  non-users  or  the  control 
groups.8 

Other  characteristics  of  the  neighborhood 
health  center  users  are  worth  noting:  User  fami- 
lies were  younger  and  larger  than  non-users,  had 
a lower  per  capita  income,  and  were  more  likely 
to  be  receiving  Medicaid  and  other  welfare 
benefits.  In  eight  of  the  21  neighborhood  health 
center  areas,  the  proportion  of  blacks  using  the 
center  services  was  significantly  higher  than  the 
percentage  of  blacks  in  the  area.  Moreover,  in 
no  case  was  the  percentage  of  blacks  higher 
among  the  non-users  than  in  the  area  as  a whole.8 
This  is  a striking  finding  when  contrasted  with 
the  1966-67  National  Health  Survey  which  found 
that  nationally  blacks  made  50%  fewer  physician 
visits  than  did  whites.  Perhaps  this  is  related  to 
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the  fact  that  neighborhood  health  center  services 
are  offered  with  fewer  bureaucratic  impediments, 
with  less  economic  discrimination,  and  with  an 
eye  to  preserving  the  dignity  of  patients.  Strauss 
and  Sparer  intensively  studied  eight  OEO-fund- 
ed  comprehensive  health  service  projects,  five  of 
which  were  neighborhood  health  centers.  They 
found  relatively  higher  physician-nurse  utiliza- 
tion by  users  and  active  registrants.  All  the  pro- 
jects showed  an  initial  surge  of  use.  Rural  pro- 
jects had  rates  similar  to  urban  projects,  a find- 
ing that  contradicts  the  previous  patterns  of  lower 
utilization  in  rural  areas  noted  in  the  National 
Health  Survey  of  1966-67.° 

Children  under  ] 5 account  for  one-third  to  one- 
half  of  the  registrants  using  physician-provided 
services  in  neighborhood  health  services,10  in 
contrast  to  past  national  health  surveys  which 
revealed  the  aged  to  be  the  group  with  the  high- 
est utilization  rate.11  Thus,  aside  from  apparently 
increasing  utilization  by  lower  socio-economic 
groups  generally,  these  projects  appear  to  be 
reaching  children  and  young  adolescents  in  poor 
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families,  the  age  group  that  previously  had  the 
largest  differentials  by  class. 

These  data  suggest  a high  utilization  by  low 
income  persons  of  those  programs  especially  de- 
signed for  them,  in  numbers  comparable  to  mid- 
dle class  patterns,  particularly  when  one  con- 
siders all  providers  (public  health  nurses,  para- 
professionals,  etc.)  and  not  just  physician-regis- 
trant encounters.  According  to  OEO,  nonphysi- 
cian encounters  account  for  25%  of  the  total,  and 
it  appears  that  many  of  these  paramedical  health- 
care personnel  provide  many  preventive  and  so- 
cial services. 

Conclusion 

It  becomes  increasingly  clear  that  the  health 
behavior  of  the  poor  can  be  radically  altered  and 
within  a relatively  short  period  of  time,  by  intro- 
ducing changes  in  the  way  the  services  are  of- 


fered. Too  often  it  is  the  individual  patient  that 
is  blamed  and  the  system  ignored  in  the  search 
for  causes  and  rationales  for  change. 

Be  that  as  it  may,  the  poor  may  very  well  con- 
tinue to  be  sicker  than  their  middle  class  coun- 
terparts because  of  a variety  of  factors.  The  poor 
need  better  health  services  than  the  rest  of  the 
population.  They  carry  a heavier  burden  of  un- 
met needs;  they  are  at  higher  risk;  they  live  in 
dangerous  environments. 

But  health  alone  is  not  enough.  Broader  social 
change,  change  in  the  social  and  environmental 
determinants  of  health,  are  requisites.  The  part- 
nership of  the  professional  and  the  community 
can  together  begin  to  make  changes,  changes  that 
may  have  profound  social  consquences.  If  the 
social  order  determines  health  levels,  then  why 
not  use  health  centers  to  help  improve  the  social 
order  of  communities  in  need? 
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CYTOLOGY  OF  CARCINOMA 
OF  ENDOMETRIUM 

Adapted  from  a report  on  the  Continuing  Pro- 
fessional Education  Seminar,  “Cytology  of  Car- 
cinoma of  Endometrium,”  sponsored  by  the  Ameri- 
can Cancer  Society,  Maine  Division,  Inc.,  and  mod- 
erated by  Professor  Alan  Beh  Puan  Ng,  M.D.  in 
Bangor,  Maine,  September  18,  1976. 

During  the  past  several  years  as  the  incidence 
of  cervical  carcinoma  has  been  decreasing,  a pro- 
nounced increase  in  the  incidence  of  carcinoma 
of  endometrial  origin  has  been  observed.  This 
change  can  perhaps  be  explained  by  several  fac- 
tors: annual  pap  smears,  more  post-menopausal 
examinations,  and  improved  techniques  for  ob- 
taining endometrial  specimens  such  as  vacuum 
aspiration  and  jet  washings. 

Since  most  endometrial  carcinomas  are  found 
in  asymptomatic  women,  the  finding  of  endome- 
trial cells  in  a cervico-vaginal  smear  may  occa- 
sionally be  of  aid  in  early  diagnosis  of  such  le- 
sions. Normally,  endometrial  cells  may  be  ob- 
served in  pap  smears  made  during  the  first  half 
of  the  menstrual  cycle;  should  they  be  present  in 
the  second  half  of  the  cycle  of  a woman  in  the 
reproductive  age  group  or  at  any  time  in  a post- 
menopausal patient,  their  presence  requires  an 
explanation. 
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Reactive  shedding  of  normal  endometrial  cells 
may  occur  in  the  following  situations:  post-par- 
tum,  following  or  in  association  with  abortion, 
IUD,  instrumentation,  hormone  therapy,  endo- 
metriosis, or  endometritis.  On  the  other  hand, 
shedding  of  abnormal  cells  may  occur  with  endo- 
metrial polyps,  cystic  hyperplasia,  adenomatous 
hyperplasia,  in  situ  adenocarcinoma,  or  adeno- 
carcinoma. 

Confusion  may  arise  in  the  differentiation  of 
endocervical  and  endometrial  cells  due  to  normal 
variation  in  cell  diameter.  It  has  been  suggested, 
however,  that  if  the  nucleus  of  an  intermediate 
squamous  cell  is  used  as  a reference  point  for 
the  normal  size  of  an  endometrial  cell  nucleus, 
this  difficulty  can  be  partially  overcome.  Another 
aid  in  distinguishing  between  the  two  cell  types 
is  nuclear  chromatin  clumping.  Endometrial  cells 
usually  contain  only  one  to  two  Chromocenters 
while  endocervical  cells  generally  contain  more. 
The  presence  of  nucleoli  within  the  cell  only  indi- 
cates an  increase  in  cellular  activity  but  should 
serve  as  a warning  for  closer  scrutiny  of  the  ma- 
terial. A combination  of  greater  irregularity  of 
granular  chromatin  material  and  the  prominence 
of  nucleoli  in  endometrial  cells  should  increase 
the  suspicion  of  malignancy. 

Greater  effort  must  be  placed  in  the  screening 
of  pap  smears  on  the  observation  of  cells  of  endo- 
metrial origin,  not  only  of  those  of  malignant  na- 
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hire,  but  also  of  those  exhibiting  any  alterations 
which  might  indicate  a pre-cancerous  change. 
The  first  deviations  from  normal  endometrial 
cells  are  of  a reactive  nature,  such  as  may  be 
found  in  the  presence  of  inflammation.  These 
may  progress  to  dysplastic  alterations  and  pos- 
sibly ultimately  to  malignant  change.  The  criteria 
for  endometrial  cell  malignancy  are  cellular  en- 
largement, nuclear  enlargement,  hyperchromasia, 
and  prominence  of  nucleoli. 

Hyperplastic  endometrium  may  shed  cells  with 
dysplastic  changes  which  are  short  of  fulfilling 
malignant  criteria.  The  changes  vary  with  the 
severity  of  the  hyperplasia,  ie,  cystic  vs  atypical 
adenomatous.  The  next  development  may  be  ade- 
nocarcinoma in  situ  and  finally  invasive  adeno- 
carcinoma. In  addition  to  these  endometrial  ab- 
normalities, abnormalities  of  the  endocervix  or 
occasionally  abnormalities  of  an  extra-uterine  na- 
ture may  also  be  diagnosed  from  supposedly  en- 
dometrial material. 


It  has  been  reported  that  the  use  of  EA«s 
in  the  staining  technique  increases  the  possibility 
of  determining  the  origin  of  endocervix  vs  endo- 
metrial cells  in  pap  smears.  Some  feel  that  the  use 
of  pressurized  cell  fixatives  has  also  been  found 
to  distort  the  cellular  features  particularly  of  en- 
dometrial cells,  and  should  be  avoided.  The 
screening  of  endometrial  material,  ie,  that  ob- 
tained by  direct  sampling,  has  been  reported  as 
having  a 96%  sensitivity  and  74%  specificity. 
With  a screening  program  which  utilizes  im- 
proved collection  techniques  and  which  has  cyto- 
technologists  alert  to  the  presence  of  pre-malig- 
nant  changes  as  well  as  those  of  a malignant  na- 
ture, it  is  now  possible  to  detect  endometrial 
carcinoma  with  the  same  degree  of  accuracy  as 
has  over  the  years  been  developed  for  endocer- 
vical  carcinoma.  This  is  our  goal  and  therefore 
must  be  our  challenge  in  the  future. 

James  H.  Hutchins 

Mr.  Hutchins  is  a cytotechnologist  in  the  Division  of  Public 
Health,  State  of  Delaware. 
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SYMPOSIUM  ON  NEURO-OPHTHALMOLOGY: 
TRANSACTIONS  OF  THE  NEW  ORLEANS  ACADEMY 
OF  OPHTHALMOLOGY  by  Ronald  M.  Burde,  M.D., 
Joel  S.  Glaser,  M.D.,  Robert  W.  Hollenhorst,  M.D. 
et  al,  C.  V.  Mosby  Company,  St.  Louis,  1976.  378 
pp.  Illus.  Price  $39.50. 

This  is  a compilation  of  material  presented  at 
the  annual  symposium  of  the  New  Orleans  Acad- 
emy of  Ophthalmology  in  February  1975.  Most 
of  the  material  is  basic  neuro-ophthalmology 
nicely  organized  into  small  units.  This  permits 
an  overview  of  a large  number  of  selected  topics 
within  the  field.  None  of  the  material  is  treated 
at  great  depth,  but  the  book  is  not  meant  to  com- 
pete with  Walsh  and  Hoyt’s  encyclopedic  Cilnical 
Neuro-Ophthalmology. 

Each  author  presents  his  topic  succinctly.  In 
doing  so,  he  has  automatically  pre-selected  the 
material  to  fit  his  concept  of  what  is  and  what  is 
not  important.  In  this  bias  lies  some  of  the 
greatest  value  of  the  presentations.  The  round- 
table disoussion  at  the  end  of  the  book  is  a 
highlight.  Here  the  different  speakers  respond 
to  questions  giving  their  own  personal  prejudices 
regarding  equipment,  cases,  and  techniques. 

The  book  makes  for  a pleasant  review,  and  I 
believe  that  this  was  the  intent. 

Stephen  H.  Franklin,  M.D. 

S ttf  Mf 

1975  YEAR  BOOK  OF  ORTHOPEDICS  AND  TRAU- 
MATIC SURGERY  edited  by  H.  Herman  Young,  M.D., 
Year  Book  Medical  Publishers,  Chicago,  1975.  452 
pp.  Price  $19.50. 

The  1975  Year  Book  of  Orthopedics  and  Trau- 
matic Surgery  has  been  divided  into  eighteen 
topios.  Although  strong  emphasis  is  placed,  as 
in  past  Year  Books,  on  the  Journal  of  Bone  and 
Joint  Surgery,  more  extensive  use  of  general  and 
other  specialty  journals  makes  the  Year  Book 
more  useful  to  orthopedists  and  others  interested 
in  trauma  of  the  musculoskeletal  system.  Chap- 
ters on  peripheral  vascular  surgery,  paralytic 
disease,  amputations  and  prostheses,  and  fore- 
arm, wrist,  and  hand,  draw  heavily  on  these  other 


journals  and  thereby  expand  the  scope  of  the 
Year  Book.  Strangely,  no  reference  is  made  to 
clinical  orthopedics  and  related  research.  Re- 
viewing author’s  comments  remain  instructive  as 
in  recent  Year  Books.  This  is  the  last  of  sixteen 
Year  Books  edited  by  Dr.  H.  Young. 

Edward  F.  Quinn,  III,  M.D. 

* V£  * 

METHODOLOGY  FOR  ANALYTICAL  TOXICOLOGY 
edited  by  Irving  Sunshine,  Ph.D.,  CPC  Press,  Cleve- 
land, 1975.  478  pp.  Price  $29.00. 

The  1974  edition  of  the  Toxic  Substances  List, 
published  by  HEW,  lists  13,000  possible  toxic 
compounds,  and  it  has  been  suggested  that  this 
is  but  the  tip  of  the  iceberg.  It  is  immediately  ap- 
parent that  any  volume  on  analytical  toxicology 
must  be  selective.  This  book,  edited  by  one  of 
the  leading  analytical  toxicologists  in  the  country, 
and  aided  by  100  contributors,  gives  methods  for 
98  of  the  more  common  toxic  drugs  and  other 
compounds.  For  each  substance  discussed  three 
methods  are  given:  firstly,  a simple  qualitative 
test,  generally  most  useful  in  an  exclusory  sense; 
secondly,  a quantitative  procedure  using  the  in- 
strumentation found  in  the  average  laboratory; 
and  thirdly,  a more  elegant  and  precise  method, 
usually  involving  gas  chromatography.  This  is  a 
useful  approach  because  for  many  of  the  rarely 
encountered  toxic  compounds  a simple  screening 
procedure  is  adequate. 

While  most  of  the  book  is  devoted  to  method- 
ology, with  each  substance  discussed  there  is  a 
brief  section  on  interpretation,  as  well  as  a very 
useful  introduction  on  what  type  of  sample  to  use 
and  what  information  is  helpful  to  the  laboratory 
in  deciding  which  assays  to  do. 

I would  strongly  recommend  all  physicians  who 
request  toxicology  assays  to  read  the  last  part  of 
Dr.  Sunshine’s  “Guidelines  for  Submission  of 
Samples”  entitled  “Caveat  Interpreter.”  In  it  the 
author  emphasizes  the  importance  of  relating 
numbers  (the  analytical  result)  to  what  is  hap- 
pening in  or  to  the  patient.  Tolerance,  idiosyn- 
crasy, another  drug  which  has  not  been  assayed 
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for,  liver  function,  state  of  absorption,  half  life  of 
the  drug,  impaired  renal  function — all  can  in- 
fluence the  interpretation  of  that  result.  This 
book  is  a must  for  any  laboratory  performing 
analytical  toxicology. 

P.  John  Pegg,  M.D. 

ME  ME  ME 

A MANUAL  OF  ADVERSE  DRUG  INTERACTIONS  by 

J.  P.  Griffin  and  P.  F.  O’Arcy,  Year  Book  Medical 
Publishers,  Chicago,  1975.  315  pp.  Ulus.  Price 
$27.95. 

Part  I considers  the  basic  mechanism  of  drug 
interactions.  It  explains  the  complex  processes 
by  which  two  drugs  may  have  an  adverse  effect 
on  each  other  in  the  syringe,  in  the  I.V.  bottle,  in 
the  intestinal  tract,  in  the  plasma,  or  at  the  recep- 
tor sites  in  the  patient. 

In  this  book  one  can  easily  check  such  things 
as  whether  Aramine  can  be  added  to  a bottle  of 
lactated  Ringers  or  not,  or  whether  tetracycline 
may  be  added  to  an  I.V.  solution  which  already 
has  some  sodium  bicarbonate  on  board,  or  if  it  is 
safe  to  add  aminophylline  to  a bottle  of  dextrose. 
There  are  many  other  similar  problems  we  are 
faced  with,  in  our  day-to-day  clinical  practices. 
Also,  in  this  section,  the  topic  of  drug  ability  to 
induce  or  inhibit  enzymes  is  discussed  in  a very 
simple  and  yet  thorough  manner. 

Part  II,  the  major  portion  of  the  book,  is  devo- 
ted to  drug  interaction  tables.  Here  can  be  found 
in  alphabetical  order  the  drug  of  your  concern 
with  subchapters  such  as  alcohol  and  antibiotics, 
all  the  way  through  to  sympathomimetic  amines 
and  tuberculostatic  agents. 

Before  a patient  is  sent  into  the  operating  room, 
one  can  quickly  check  to  see  whether  his  anti- 
depressant tricyclic  compound  has  any  adverse 
effect  with  the  drugs  commonly  used  by  the  anes- 
thesiologists or  what  surprising  effects  might  be 
expected  when  a patient  is  receiving  an  anti- 
hypertensive drug  or  has  to  receive  his  usual  dose 
of  insulin.  There  are  hundreds  of  -drugs  men- 
tioned in  this  book  with  a few  lines  for  the  man- 
agement of  the  undesirable  effects  for  eaoh  com- 
bination. 

In  my  practice  of  anesthesiology,  I care  for 


patients  with  every  possible  type  of  medical 
problem.  Some  of  them  seem  to  have  more 
varieties  of  drugs  in  their  system  than  a neigh- 
borhood pharmacy  has  on  its  shelves.  I find  this 
book  to  be  extremely  helpful,  and  I am  certain 
every  practicing  physician  would  find  it  of  ex- 
treme value  and  assistance  in  his/her  routine 
daily  practice.  In  my  opinion  every  nurse’s  sta- 
tion in  every  hospital  should  have  this  book  avail- 
able for  a quick  reference. 

S.  Ahmed  Madani,  M.D. 

ME  * ME 

OFFICE  GYNECOLOGY,  9th  edition,  by  J.  P.  Green- 
hill,  B.S.,  M.D.,  Year  Book  Medical  Publishers, 
Chicago,  1975.  340  pp.  127  lllus.  Price  $21.50. 

This  edition,  revised  in  71,  is  the  ninth  since 
1940  and  required  reprinting  in  1974.  This  attests 
to  its  enduring  popularity.  However,  many  of  the 
therapeutic  sections  are  perforce  out  of  date — it 
is  unlikely  any  text  can  keep  up  with  the  contra- 
ceptive pill  saga.  The  staple  chapters  such  as  the 
one  discussing  the  pelvic  examination  are  still 
worth  reading,  and  the  drawings  are  excellently 
clear  and  suitable  for  early  teaching.  The  last 
chapter,  Premarital  Examination  and  Advice,  be- 
gins: “This  chapter  is  intended  for  the  assistance 
of  the  ever-decreasing  number  of  virgins.”  Virgin 
and  non-virginal  patients  would  be  fortunate  to 
have  a gynecologist  like  Dr.  Greenhill,  and  young 
doctors  should  read  him  for  a role  model  if  for  no 
other  reason. 

It  is  likely  that  this  will  be  the  last  edition  of 
this  book  since  Dr.  Greenhill  died  this  past  year,  j 
He  comes  across  as  an  eminently  kind  and  con- 
siderate person,  albeit  one  who  is  old-fashioned 
enough  to  include  love  in  his  technical  discus- 
sions of  marriage  bed  behavior. 

Bernadine  Z.  Paulshock,  M.D. 

ME  ME  ME 

DESIGN  AND  USE  OF  PROTOCOLS.  Proceedings  of 
the  Conference  Advances  in  Patient  Care,  Hono- 
lulu, 1975  edited  by  Martha  C.  Kalstrom  and 
Stephen  R.  Yarnel,  M.D.,  Medical  Computer  Service 
Association,  Seattle,  1975.  290  pp.  Price  $16.00 
paperback. 

The  participants  at  this  Conference  are  con- 
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vinced  that  “the  impending  plunge  into  some 
sort  of  National  Health  Insurance  is  bound  to 
release  an  explosive  demand  for  increased  health 
services.”  Their  meetings  are  devoted  to  multiple 
discussions  on  the  design  and  use  of  “protocols 
( specific  strategies  for  diagnosing  and  managing 
common  clinical  problems)  which  are  a ‘coming 
together  point’  for  physicians,  nurses,  pharma- 
cists, psychologists,  social  workers,  administrators 
and  patients  themselves.”  These  protocols  (writ- 
ten guidelines,  flow  sheets,  check  lists,  and  com- 
puter systems)  are  devised  to  permit  to  a large 
degree  the  handling  of  specific  health  problems 
by  paramedical  people,  and  aim  to  improve  medi- 
cal care  while  reducing  its  utilization  by  the 
routine  use  of  interdisciplinary  teams. 

We  find  in  this  290-page  text  all  the  usual 
phraseology  to  which  we  have  been  submitted 
for  several  years  and  which  results  in  the  heaviest 
structure  of  bureaucratic  organizations  mush- 
rooming, from  day  to  day,  at  a startling  rhythm, 
and  which  consumes  for  identification  all  possible 
combinations  of  the  alphabet  as  abbreviations. 
These  inexhaustible  planning  and  censoring  gov- 
ernmental and  paragovernmental  institutions  ela- 
borate ceaseless  rules,  regulations,  formularies 
and  algorithms  which,  if  applied,  would  render 
impossible  any  efficacious  professional  work  by 
physicians  who  would  be  buried  under  an  aval- 
anche of  paperwork  and  sodden  with  aggravat- 
ing, inelegant  and  confusing  administrative  jar- 
gon. Furthermore,  as  stated  by  a participant  in 
the  Hawaii  meetings  who  represented  the  “con- 
sumers”: “Everything  that  we  are  talking  about 
as  far  as  protocols,  more  technology,  and  man- 
power are  concerned,  indeed,  feeds  the  theoret- 
ical structure  of  a bureaucratic  organization  so 
that  it  is  almost  impossible  for  a consumer  to 
break  the  cycle  of  dependency  and  have  control 
over  his  own  life.”  Furthermore,  if  the  diffusion 
of  this  fanciful  administrative  gospel  permits 
heavy  subscription  fees  and  “credit  hours”  for 
multiple  symposiums  and  conferences,  this  will 
result  in  an  insane  drainage  of  Public  Health 
budgetary  resources  which  could  be  better  uti- 
lized for  patient  welfare. 

I worked  12  years  ago  in  Belgium  where  within 
a few  months  practically  all  the  population  be- 
came obligatorily  covered  by  a system  of  national 


health  insurance.  Thanks  to  this  personal  experi- 
ence, which  is  similar  to  the  reaction  of  a major 
part  of  that  country’s  physicians,  I know  that  if 
a patient  has  the  freedom  to  choose  his  physician 
or  the  hospital  he  desires,  his  selection  will  auto- 
matically assure  a “quality  of  care.”  There,  the 
patient  knew  the  cost  of  each  medical  or  surgical 
intervention,  determined  by  the  Physicians’ 
Union,  and  decided  whether  he  would  prefer  a 
physician  requesting  higher  fees  than  those  ad- 
vocated by  the  Physicians’  Union.  The  patient 
also  knew  that  in  either  case  he  would  receive 
from  his  physician  a simple  prescription  sheet 
indicating  that  he  had  paid  his  fee  for  the  medi- 
cal or  surgical  intervention  he  underwent,  and 
that  he  would  be  reimbursed  by  the  national 
insurance  at  the  level  considered  normal  by  the 
Physicians’  Union.  There  was  no  over-utilization 
of  medical  care  when  national  insurance  was  es- 
tablished. 

Here  in  the  United  States,  the  number  of  hypo- 
chondriac patients  will  not  increase  regardless  of 
the  financial  conditions;  there  are  better  ways  of 
spending  free  time  than  in  a doctor’s  waiting 
room.  We  know  from  experience  how  difficult  it  is 
to  assure  that  TB  patients,  for  example,  adhere 
to  their  treatment  in  the  state  clinics,  even 
though  their  medical  care  is  free  of  charge. 

At  the  present  time  and  at  the  existing  rhythm, 
the  fear  of  the  Hawaii  Conference  concerning 
“the  explosive  demand  for  increased  health  care” 
may  well  be  replaced  by  the  terror  of  a bursting 
generation  of  health  insurance  administrative 
parasites,  who  will  attempt  to  impose  upon  us 
their  dictatorship  in  professional  questions  of 
which  they  are  completely  ignorant  and  who  will 
drain  already  limited  budgets  which  should  be 
entirely  devoted  to  patient  care. 

Joseph  Tenret,  M.D. 

a <x  vi 

MANUAL  OF  ROUTINE  ORDERS  FOR  MEDICAL  AND 
SURGICAL  EMERGENCIES  by  Timothy  A.  Lampier, 

M.D.,  Warren  H.  Green,  Inc.,  St.  Louis,  1974.  124 
pp.  Ill  US.  Price  $9.50. 

I am  not  arbitrarily  against  outlines  of  medical 
management;  I do  not  scornfully  categorize  them 
as  cookbooks  and  suggest  that  good  doctors  never 
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use  them.  But  this  one  seems  a very  bad  book, 
particularly  since  the  foreword  suggests  that  it  is 
intended  for,  among  others,  non-physician  medi- 
cal assistants  and  nurses — persons  who  most  of 
all  must  never  be  given  unclear  directions.  Fur- 
thermore, it  is  the  worst  proofread  book  I have 
ever  seen,  apparently  having  been  prepared  by 
persons  who  knew  no  rules  for  capitalization  and 
were  sloppy  spellers  in  addition.  I may  sound 
petty,  but  if  a book  of  medical  management  is 
written  in  an  illiterate  fashion,  I feel  unable  to 
trust  that  the  medical  recommendations  are  any 
better. 

As  an  example  of  the  content,  the  directions  for 
management  of  a Hemolytic  Transfusion  Reac- 
tion has  as  the  first  suggestion  to  stop  the  trans- 
fusion (I’ll  not  argue  with  that  one).  The  second 
suggestion  is  to  “send  blood  and  urine  to  the 
laboratory,”  but  no  mention  is  made  of  what  is 
to  be  done  with  them  there.  Another  immediate 
direction  is  “Water  load,  1000  ml  intravenously”; 
I worry  that  someone  might  infuse  distilled  water 
with  those  directions;  I have  seen  it  done  once. 

Although  unconscious  is  spelled  “Unconsicous”. 
the  section  includes  a clever  “menemnoic”  ( mne- 
monic?) for  considering  the  etiology  of  coma: 
A,E,I,0,U  plus  T,I,P,S,  or  “Alcohol,  Epilep- 
sy, Insulin  (too  much  or  too  little).  Opium, 
Uremia,  Trauma,  Infection,  Poison,  and  Shock.” 
Don’t  buy  this  book,  I’m  throwing  away  my  copy 
instead  of  giving  it  to  the  library. 

Bernadine  Z.  Paulshock,  M.D. 

V£  * ME 

HANDBOOK  OF  ENDOCRINE  TESTS  IN  ADULTS  & 
CHILDREN  by  Robert  N.  Alsever,  M.D.,  Medical 
Publishers,  Chicago,  1975.  224  pp.  Illus.  Price 
$7.95. 

I distrust  “handbooks”;  interpretive  informa- 
tion is  frequently  sparse,  long  lists  make  for  in- 
digestible reading,  and  a systematic  approach  is 
often  lacking.  Drs.  Alsever  and  Gotlin  have 
worked  hard  to  restore  my  faith.  This  book  con- 
tains a wealth  of  information  the  reading  is  easy, 
and  the  approach  reasonably  systematic.  The 
first  chapter,  on  how  to  use  the  book,  is  all  im- 


portant, emphasizing  as  it  does  the  necessity  for 
stimulation  or  suppression  tests  in  making  many 
endocrine  diagnoses;  random  hormone  levels  are 
generally  useless. 

The  most  commonly  used  and  most  useful  tests 
(not  necessarily  the  same)  are  specially  identi- 
fied, and  this  helps  to  cut  through  a lot  of  the 
unnecessary  information.  Ten  different  ways  of 
stimulating  growth  hormone  secretion  are  de- 
tailed, yet  the  easiest,  namely  thirty  minutes  of 
vigorous  exercise,  is  not  mentioned.  In  the  quest 
for  completeness  some  confusion  has  resulted. 
There  are  some  errors;  for  example,  the  formula 
for  % TRP  on  p 89  is  incorrect,  and  some  state- 
ments I would  dispute.  However,  the  amount  of 
information  on  endocrine  testing.  Particularly 
would  recommend  the  book  to  anyone  who  needs 
information  on  endocrine  testing.  Particularly 
valuable  is  the  inclusion  of  pediatric  data  which 
generally  is  not  readily  available;  but  I am  still 
waiting  for  the  book  to  be  written  that  will  really 
outline  which  tests  to  do  when,  and  in  what  order. 

P.  John  Pegg,  M.D. 
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MEDICAL  NEMESIS  — THE  EXPROPRIATION  OF 
HEALTH  by  Ivan  lllich,  Pantheon  Books,  New  York, 

1976.  295  pp.  Price  $8.95. 

With  the  publication  of  Medical  Nemesis,  one 
of  the  leading  philosopher-thinkers  of  our  time 
may  be  added  to  the  long  list  of  medical  critics. 
Ivan  lllich,  in  his  new  book,  explores  the  concept 
of  iatrogenesis,  or  physician-induced  illness,  and 
its  ramifications.  lllich  especially  objects  to  spe- 
cialized treatments  which  result  in  more  deves- 
tating  illness  than  those  which  they  were  de- 
signed to  cure. 

In  the  introduction,  lllich  states  that  this  work 
is  directed  to  laymen.  While  this  may  be  true, 
his  book  is  certainly  not  light  reading  although 
many  passages  become  clearer  upon  a second  or 
third  reading.  His  arguments  are  obtuse  at 
times,  but  carefully  documented  throughout.  In- 
deed, the  reader  may  be  more  intrigued  by  the 
explanatory  footnotes  than  by  the  body  of  the 
text. 


The  book  has  four  major  divisions.  In  the  first 
part,  the  data  base  for  all  further  argument  is 
laid  out.  A careful  selection  of  eye-opening 
health  care  statistics  highlights  the  negative  as- 
pects of  sophisticated  medical  technology.  For 
example,  lllich  states  that  one  in  five  patients 
admitted  to  a research  hospital  acquires  an  iatro- 
genic disease  and  one  out  of  thirty  such  diseases 
results  in  a fatality. 

Some  of  Illich’s  examples  of  shocking  health 
care  statistics  are  suspect.  For  instance,  a one- 
in-fifty  mortality  rate  is  attributed  to  the  pro- 
cedure of  cardiac  catheterization.  This  figure  is 
more  than  a trifle  high. 

In  Parts  Two  and  Three  lllich  traces  the  evolu- 
tion of  our  health  care  system.  Continuity  is  lack- 
ing in  this  account,  but  the  message  is  easily  per- 
oeived:  Complex  social  and  cultural  development 
have  conspired  to  “medicalize”  life  and  to  en- 
slave man  to  the  machines  which  he  has  created. 

lllich  carefully  dissects  the  ooncepts  of  pain 


HOMEMAKERS*  is 
a national  organization 
of  home  and  health 
care  personnel. 


...it  Slime 
if  ii  fli 
hospital, 
whenever 
yon  need  help 


HOMEMAKERS®  provides  help  through  an  almost 
unlimited  variety  of  health  care  services  per- 
formed by  skilled,  qualified  personnel  . . . 
LICENSED  AND  PRACTICAL  NURSE,  VISITING 
HOME  MANAGER  AND  COMPANION.  HOME- 
MAKERS® professionals  are  available  when  you 
need  them  -—  a day  or  a month  — - on  a regular 
schedule  or  just  when  you  calk 

HOMEMAKERS 

066-2551 


HOMEMAKERS* 

Nm  and  HmMi  C «•  tnc. 


116 


Del  Med  Jrl,  Feb  1977 — Vol  49,  No  2 


Book  Reviews 


and  suffering.  He  contends,  and  rightly  so,  that 
much  of  what  we  think  of  as  pain  is  mere  con- 
ditioning on  the  part  of  our  industrial,  quick- 
cure  society.  His  message  is  clear:  Too  much 
time  and  energy  are  expended  on  insulating  pa- 
tients from  real  and  imagined  pain,  and  this  prac- 
tice is  detrimental  to  health  and  well-being.  To 
artificially  ward  off  pain  and  suffering  is  to  deny 
man’s  destiny. 

A significant  portion  of  health  care  is  devoted 
to  the  management  of  death  and  dying,  and  this 
subject  is  not  neglected  in  Medical  Nemesis.  II- 
lich  carefully  traces  the  development  of  our 
modern  obsession  with  death  from  its  early 
origins  and  ends  with  a new  perspective  on  ter- 
minal illness. 

The  note  sounded  by  Illich  is  not  completely 
negative  as  evidenced  in  his  final  discussion 
where  he  suggests  remedies.  The  first  step  in  the 
correction  of  the  presently  sad  state  of  medical 
affairs  is  realization,  which  means  admitting  that 
the  amount  of  curable  illness  is  finite.  Establish- 
ing boundaries  for  treatment  must  become  a 
priority;  failure  to  do  so  will  lead  to  the  sacrifice 
of  a good  deal  of  our  humanity  and  bring  about 
an  almost  certain  Medical  Nemesis. 

A short  review  can  not  hope  to  capture  all  the 
nuances  of  Illich’s  intricate  reasoning.  This  is  a 
highly  cerebral  work  and  must  be  experienced 
firsthand. 

Robert  Molino 
3rd  year  student 
Jefferson  Medical  College 

* * % 

FAD  DIETS  CAN  BE  DEADLY  by  Frank  Netter,  M.D., 
Exposition  Press,  Inc.,  Hicksville,  New  York,  1975. 
232  pp.  Illus.  Price  $8.00. 

FOOD  FOR  NOUGHT:  THE  DECLINE  IN  NUTRITION 
by  Ross  Hume  Hall,  Ph.D.,  Harper  & Row,  Hagers- 
town, Maryland,  1974.  292  pp.  Illus.  Price  $8.75. 

Volumes  upon  volumes  are  being  written  about 
diet  and  nutrition.  Some  of  these  writings  are 
excellent,  and  some  are  near  fraud  and  may  re- 
sult in  harm  to  the  individual  as  well  as  to  the 
sensibilities  of  properly  informed  and  educated 
persons.  Fortunately,  these  two  books  fall  into 
the  first  group,  although  the  approach  and  sig- 
nificance of  each  are  quite  different. 


The  first  — Fad  Diets  Can  Be  Deadly  — is 
not  nearly  as  sensational  as  the  title.  It  is  a very 
readable,  accurate  assessment  of  many  of  the  diet 
fads,  and  explains  in  simple  terms  the  way  the 
various  food  substances  are  digested  and  me- 
tabolized. It  is  well  illustrated  by  the  author, 
who  is  an  internationally  known  medical  illus- 
trator. The  diet  and  exercise  recommended  are 
accurate  and  in  keeping  with  the  most  authori- 
tative opinions,  which  happen  also  to  be  those 
personally  endorsed. 

The  book  is  written  primarily  to  debunk  the 
mass  of  misleading  data  with  which  the  public  is 
being  bombarded,  and  should  appeal  to  lay 
readers  and  also  physicians.  I agree  with  Dr. 
Netter,  who  states  in  the  epilogue  that  his  state- 
ments are  based  on  facts,  not  fantasy,  but  one 
weakness  from  the  standpoint  of  the  professional 
is  an  absence  of  references  or  bibliography.  I 
hope  the  book  is  successful,  but  perhaps  if  Dr. 
Netter’s  data  were  documented  with  support  for 
his  statements,  it  might  carry  more  weight  and 
have  a greater  influence. 

The  second  Book  — Food  for  Nought  — The 
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THERE  AREA 
LOT  OF  PEOPLE 
GETTING  BETWEEN 

YOU AND YOUR 
PATIENT. 

Medicine  today  is  in  the  spotlight,  subjected  to  all 
inds  of  scrutiny.  Your  control  over  patient  therapy  is 
fing  monitored,  judged  and  occasionally  abrogated, 
i>metimes  by  unknown  third  parties. 

The  worry  is  that  in  the  wake  of  this  focus,  the  rela- 
onship  between  you  and  your  patient  will  be  weakened, 
ithout  offsetting  benefits.  Consider  three  examples: 

Drug  Substitution  In  most  states,  pharmacy  laws, 
gulations  or  professional  custom  stipulate  that  your 
Dn-generic  prescriptions  be  filled  with  the  precise  prod- 

|:ts  you  prescribe.  But  in  the  last  five  years,  a dozen  or 
iore  State  laws  have  been  changed,  permitting  the  phar- 
lacist  in  most  cases  to  select  a product  of  the  same 
meric  drug  to  fill  any  prescription. 

Ironically,  this  dilution  of  physician  control  has 
ken  place  against  a background  of  growing  evidence 
lat  purportedly  equivalent  drug  products  may  be  in- 
juivalent,  since  neither  present  drug  standards  nor  their 
aforcement  are  optimal.  In  fact,  the  FDA  itself  says  it 
as  not  enforced  the  same  standards  for  hundreds  of 
i ollow-on”  products  that  it  had  applied  to  the  original 
DA  approvals.  Thus  physician  control  over  patient 
lerapy  is  being  eroded  with  a risk  that  patients  may  be 
cposed  to  drugs  of  uncertain  quality. 

The  major  advertised  claim  for  substitution  is  reduced 
description  prices  for  consumers.  Yet  no  documentation 
If  any  significant  savings  has  been  produced. 

MAC  Maximum  Allowable  Cost,  MAC  for  short,  is 
Federal  regulation  designed  to  cut  the  Government’s 
rug  bill  by  setting  price  ceilings  for  drugs  dispensed  to 
ledicare  and  Medicaid  patients.  Unless  the  prescriber 
jertifieson  the  prescription  that  a particular  product  is 
liedically  necessary,  the  Government  intends  to  pay  only 
)r  the  cost  of  the  lowest-priced,  purported ly-equivalent, 


generally-available  product.  The  effect  of  the  program 
may  be  that  elderly  and  indigent  patients  will  be  restricted 
to  products  which  someone  in  Washington  believes  are 
priced  right.  Practicing  doctors  will  have  little  to  say  about 
administration  of  the  program,  since  Government  will 
have  absolute  authority  to  make  its  choices  stick. 

The  drug  lag  The  future  of  drug  and  device  re- 
search depends  upon  a scientific  and  regulatory  environ- 
ment that  encourages  therapeutic  innovations.  The 
American  pharmaceutical  industry  annually  is  spending 
more  than  $ 1 billion  of  its  own  funds  and  evaluating 
more  than  1 ,200  investigational  compounds  in  clinical 
research.  Disease  targets  include  cancer,  atherosclerosis, 
viruses  and  central  nervous  system  disorders,  among 
others.  But  there  is  a major  barrier  to  the  flow  of  new 
drugs  to  your  patients : The  cost  of  the  research  is  more 
than  ten  times  what  it  was,  per  product,  in  1962;  and 
whereas  governmental  clearance  of  new  drug  applica- 
tions took  six  months  then,  it  commonly  consumes  two 
years  now. 

The  FDA  needs  adequate  time,  of  course,  to  consider 
data.  But  it  is  equally  clear  that  the  present  approval  proc- 
ess contributes  to  needless  delay  of  needed  therapy. 
That’s  why  the  increased  efficiency  of  the  drug  approval 
process  is  vital  to  all  our  futures. 

If  these  issues  concern  you,  we  suggest  that  you  make 
your  voice  heard— among  your  colleagues  and  your  repre- 
sentatives in  State  legislatures  and  in  Washington. 

It  could  make  a difference  in  your  practice  tomorrow. 


Ill 
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Decline  in  Nutrition  — presents  a mass  of  ac- 
curate data  on  various  aspects  of  food,  vitamin 
content,  distribution  of  the  various  foods,  pos- 
sibly carcinogenic  aspects  of  certain  chemicals 
and  hormones  used  in  food,  and,  especially  and 
most  emphatically,  the  technological  develop- 
ment of  processing  and  delivering  foods.  Over- 
all, the  author  feels  that  commercialism  is  more 
concerned  with  selling  foods  than  in  determin- 
ing their  safety  and  nutritive  value.  Perhaps 
there  are  only  a few  foods  or  chemicals  which 
are  definitely  carcinogenic,  but  who  knows 
whether  a little  bit  of  many  different  substances 
added  as  ingredients  may  not  also  be  harmful? 
Historically,  it  is  mentioned  that  as  Rome  learned 
to  refine  flour,  there  was  a steady  rise  in  dental 
caries.  Is  it  absurd  to  remove  naturally  occur- 
ring nutrients  and  vitamins  from  flour  and  then 
add  them  again  to  some  degree  at  great  expense? 
Do  the  preservability  and  distribution  of  the 
product  justify  this? 

The  author  suggests  research  in  agricultural 
colleges  has  more  to  do  with  technological  ad- 
vances in  commercialism  than  in  actual  nutri- 
tional progress.  Much  of  television  advertising 
concerns  special  food  products,  and  a large  per- 
centage emanates  from  children’s  programs,  re- 
sulting in  a great  demand  for  high  carbohydrate 
foods.  Most  of  this  carbohydrate  is  in  the  form 
of  sugar.  Hal]  points  out  that  the  more  refined 
sugar  consumed,  the  more  vitamins  are  needed, 
especially  Be. 

This  is  an  interesting  book  and  full  of  many 
facts;  the  title  might  be  accurately  changed  to 
Food  for  Thought. 

Lewis  B.  Flinn,  M.D. 

* * * 

A PRACTICAL  APPROACH  TO  PEDIATRIC  ENDO- 
CRINOLOGY by  George  E.  Bacon,  M.D.  et  al,  Year 
Book  Medical  Publishers,  Chicago,  1975.  236  pp. 
Price  $9.95. 

This  is  an  excellent  summary  text.  It  provides 
what  it  promises:  a practical  approach  to  endo- 
crinology. The  most  frequently  seen  problems 
such  as  problems  of  growth  (too  little  or  too 
much,  too  early  or  too  late)  are  well  reviewed. 
The  discussions  emphasize  the  most  practical 


measures  to  elucidate  etiology  and  are  rationally 
and  readably  presented.  The  references  are  re- 
cent and  selective.  Unlike  most  endocrine  texts, 
there  are  only  a few  illustrations,  and  these  are 
not  the  oft  republished  severe  Cushings’  and  tre- 
mendous exophthalmus;  the  few  patients’  pic- 
tures are  mainly  in  the  chapter  on  dwarfism. 

Despite  the  book’s  small  page  size  and  number 
(it  is  slightly  larger  than  the  popular  student  and 
house  officer  manuals,  and  this  would  fit  in  no 
white  jacket  pocket  I have  ever  seen),  the  authors 
found  room  for  a few  important  pithy  statements 
such  as  this  one:  “Treatment  of  Graves’  disease 
is  unsatisfactory  and  frustrating  and  probably 
will  remain  so  until  the  etiology  is  determined.’’ 

Chapter  9,  Obesity,  is  remarkable  in  that  it  is  a 
very  complete  review  and  in  only  11  pages.  Re- 
garding the  Prader-Willi  syndrome,  the  authors 
say:  “Diagnosis  of  this  syndrome  and  others  as- 
sociated with  obesity  is  academically  reward- 
ing but  does  not  clarify  the  etiology  or  facilitate 
effective  treatment.” 

May  this  tribe  of  academicians  increase. 

Bernadine  Z.  Paulshock,  M.D. 

* £ ME 

CONTROVERSY  IN  CARDIOLOGY  THE  PRACTICAL 
CLINICAL  APPROACH  edited  by  Edward  K.  Chung, 

M.D.,  Springer-Verlag,  New  York,  1975.  312  pp. 
Illus.  Price  $29.80. 

In  his  preface,  Dr.  Chung  iterates  the  purpose 
of  this  book:  to  provide  recent  information  on 
controversial  subjects  in  cardiology.  The  initial 
chapters.  Mobile  Coronary  Care  Units — Are  They 
Necessary?,  Arrhythmia  Prophylaxis  in  Acute 
Myocardial  Infarction,  and  Serum  Digoxin  Levels 
are  among  the  subjects  which  adhere  to  the 
editor’s  stated  aim.  Other  chapters,  although  in- 
teresting, appear  to  stray  from  that  purpose. 

Dr.  Doris  Esher’s  paper,  “Pacing  in  Acute  Myo- 
cardial Infarction,”  is  concise  and  supported  by 
numerous  studies  but  presently  offers  little  con- 
troversy. A chapter  on  operative  indications  for 
congenital  heart  disease  should  have  logically 
followed  a similar  one  on  acquired  valve  disease, 
for  example,  the  opportune  time  for  surgical  in- 
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tervention  in  aortic  insufficiency.  A chapter  on 
coronary  artery  surgery  clarifies  surgical  opinion, 
but  a nonsurgical  co-author  might  have  pro- 
vided more  spark  to  the  controversy. 

Dr.  James  Dougherty  wrote  an  excellent  chap- 
ter on  Digoxin  Levels,  Their  Practical  Value,  fol- 
lowed by  an  interesting  collection  of  yes-and-no 
opinions.  A critique  and  summary  follow  in  per- 
tinent fashion.  The  format  used  in  this  chapter 
is  an  important  teaching  device  and  could  have 
been  used  productively  in  other  chapters.  Chap- 
ters on  computerized  EKG’s,  HIS  bundle  record- 
ings, and  echocardiography  are  intended  to  in- 
crease the  internist’s  awareness  of  progress  in 
cardiology. 

The  list  of  contributors  is  impressive  and  the 
bibliography  excellent.  The  book  is  recommended 
for  the  internist  as  a consice  updating  of  the  clini- 
cal cardiologic  literature. 

Mark  G.  Cohen,  M.D. 

ue  ve  tv 

COLOR  ATLAS  OF  PEDIATRICS  by  Martha  Dynski- 
Klein,  Year  Book  Medical  Publishers,  Chicago, 
1975.  416  pp.  Price  $37.95. 

This  book  is  broken  up  into  the  following  seg- 
ments: The  newborn,  the  first  trimester,  infancy 
and  childhood,  puberty,  special  syndromes,  tu- 
mors, and  miscellaneous. 

The  book  is  well  done  and  is  an  excellent 
reference  book  in  color  to  show  the  different  as- 
pects of  pediatrics  from  the  newborn  to  the  exotic 
syndromes  and  the  child  with  unusual  facies.  It 
is  an  exceptionally  fine  book  for  those  like  myself 
who  are  visual  learners  and  who  have  a picture 
in  their  minds  of  a face  they  have  seen  before, 
or  of  an  unusual-appearing  syndrome  or  physical 
finding. 

This  book  does  have  little  vignettes  for  each 
picture  and  is  an  excellent  book  for  anyone  who 
deals  with  children,  especially  medical  students, 
and  I suggest  that  a copy  should  be  kept  in  each 
pediatrician’s  office  for  ready  reference. 

The  book  is  by  no  means  all-inclusive  but  does 
give  via  color  pictures  a wide  overview  of  many 
of  the  normal  and  abnormal  findings.  I strongly 


recommend  its  usage  for  all  persons  dealing  in 
pediatrics. 

J.  Jordan  Storlazzi,  Jr.,  M.D. 

* * tx 

WHO  SHALL  LIVE?  HEALTH,  ECONOMICS,  AND 
.SOCIAL  CHOICE  by  Victor  R.  Fuchs,  Basic  Books, 
Inc.,  New  York,  1974.  168  pp.  Price  $8.95. 

With  the  election  year  just  past,  the  varied 
proposals  for  a national  health  insurance  system 
for  our  country  again  rate  first  page  headlines. 
The  feeling  that  organized  medicine  does  not 
meet  the  needs  of  our  populace  because  of  too 
few  physicians,  maldistribution  of  facilities,  dis- 
crimination towards  the  poor,  etc.  is  pervasive. 
It  is  towards  these  feelings  that  Victor  Fuchs 
addresses  his  thesis. 

Dr.  Fuchs  offers  us  no  solution,  and  in  fact 
raises  to  the  fore  a great  many  disturbing  and 
probing  questions.  He  is  an  economist  who  has 
spent  much  of  his  time  working  in  the  health 
care  system.  His  basic  philosophy  is  based  on 
the  natural  laws  of  economics  which  observe 
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that  “1.  resources  are  scarce  in  relation  to  human 
wants  ...  2.  resources  have  alternative  uses 
. . . and  3.  people  do  . . . have  different  wants, 
and  . . . there  is  significant  variation  in  the  rela- 
tive importance  that  people  attach  to  them.”  In 
short,  we  as  a people  must  decide  on  our  priori- 
ties and  how  we  are  to  spend  our  dollar. 

There  is  no  mistaking  the  fact  that  in  order 
to  have  improved  or  expanded  medical  care  we 
must  pay  for  it.  But,  and  here  Dr.  Fuchs  seems 
to  hit  the  heart  of  the  matter,  who  is  to  decide 
what  our  dollar  should  buy,  what  we  need,  and 
what  we  should  do  without?  Should  we  take 
the  money  allocated  for  medical  use  and  spend 
the  sum  on  increasing  the  number  of  clinics 
available  to  the  poor,  or  decreasing  the  costs  of 
medicines,  increasing  the  number  of  physicians, 
expanding  medical  research,  improving  tech- 
nology or  preventing  disease  through  such  adver- 
tising as  in  a no-smoking  or  anti-hypertensive 
campaign?  On  a more  basic  issue,  we  may  even 
ask:  “Given  a family’s  poverty  situation,  should 
we  determine  that  that  family  should  have  an 


extra  dollar  of  medical  care  or  should  we  give 
that  family  an  extra  dollar  and  let  them  spend 
their  additional  resources  on  what  they  feel  are 
their  most  pressing  needs? 

Dr.  Fuchs  asserts  that  we  can  never  go  back 
to  the  laissez-faire  system  of  the  nineteenth  cen- 
tury, a time  in  which  society  refused  to  accept 
responsibility  for  their  own  distress.  He  cau- 
tions us,  however,  that  we  as  individuals  must 
be  responsible  for  the  basic  decisions  that  affect 
our  daily  fives.  We  cannot  entrust  such  decisions 
to  the  “state.”  The  question  of  who  shall  five  is, 
in  reality,  a truly  personal  one.  Our  government 
must  reflect  the  goals  of  its  people.  Remember, 
1984  is  only  eight  years  away. 

Alan  S.  Josselson,  M.D. 

* Mf  Vt 


PRACTICAL  MEDICINE:  A GUIDE  TO  OUT-PATIENT 
MANAGEMENT  by  P.  R.  Daggett,  M.B.,  B.S.,  D.  M. 
Geddes,  M.A.,  M.B.,  B.S.,  Lloyd-Luke,  Ltd.,  London 
distributed  by  Year  Book  Medical  Publishers,  Chi- 
cago, 1976.  292  pp.  Price  $13.95. 

Books  about  the  management  of  outpatients 
have  in  recent  years  largely  been  books  about 
diarrhoea,  hypokalaemia,  and  goitre  — in  other 
words,  books  from  Britain.  It  may  be  since  British 
doctors  do  not  themselves  follow  their  patients  if 
they  are  hospitalized  that  there  is  very  much 
more  outpatient  diagnosis  and  management  than 
in  the  United  States. 

Philosophical  considerations  aside,  this  is  a 
useful  book  for  a quick  review.  The  medicine  is 
common  sense  and  of  high  quality  as  well  as 
unusual  sensitivity:  “One  of  the  values  for  the 
blood  pressure  should  be  taken  at  the  end  of  the 
consultation  so  that  errors  due  to  the  patient’s 
anxiety  will  be  minimized.” 

The  fist  of  drugs  now  commonly  used  in  Eng- 
land includes  17  not  yet  available  in  the  United 
States.  Furosemide  is  called  frusemide  in  Eng- 
land. There  is  no  section  on  venereal  disease. 
(No  sex  please;  we’re  British?) 

Bernadine  Z.  Paulshock,  M.D. 
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Speakers  on  Speakers  for  March,  1977  on  the  Tuesday  radio  program  (11:05  a.m.,  WDEL) 

“Ask  the  Doctor”  produced  by  the  Medical  Society  of  Delaware  are:  March  1,  Richard  N.  Hindin, 
M.D.,  General  Anesthesia;  March  8,  Russell  J.  Labowitz,  M.D. , Gout;  March  15, 
Patrick  Hart,  M.D.,  Eye  Glasses;  March  22,  Herbert  Heym,  M.D.,  Cholesterol 
and  Diet;  March  29,  Rernadine  Z.  Paulshock,  M.D.,  Overweight  and  the  Thy- 
roid. 


In  the  News  Mrs.  Melita  A.  Phillips,  formerly  the  assistant  editor  of  the  Delaware  Medical 

Journal,  was  awarded  first  prize  in  sculpture  for  “Young  Explorer,”  a polar  bear 
in  white  marble,  at  the  78th  annual  Artist  Members  Show  of  the  National  Arts 
Club  in  New  York  City. 

James  E.  Marvil,  M.D.,  Lewes,  is  one  of  ten  Delaware  citizens  receiving  the 
Distinguished  Service  Award  for  1976  from  the  News-Journal  Papers  for  con- 
tributing most  to  the  quality  of  life  in  Delaware.  Doctor  Marvil  was  recognized 
“for  his  achievements  in  the  field  of  historic  preservation.”  Doctor  Marvil  has 
been  President  of  the  Lewes  Historical  Society  for  more  than  14  years,  working 
to  preserve  Sussex  County’s  historical  heritage.  The  Senate  of  the  129th  Gen- 
eral Assembly  passed  S.R.  22,  adding  their  commendation  and  appreciation  for 
the  unique  contribution  to  the  First  State  by  Doctor  Marvil  and  the  co-recipients. 

The  National  Endowment  for  the  Humanities  announces  four  one-month  humani- 
ties seminars  for  physicians  and  other  members  of  the  health  professions  to  be 
held  in  the  summer  and  fall  of  1977.  Members  of  the  medical  profession  will  be 
brought  together  with  distinguished  humanists  from  the  fields  of  philosophy  and 
religion  to  study  such  issues  as  ethical  conflicts,  the  rights  of  patients  and  practi- 
tioners, and  health  delivery.  Two  additional  seminars  open  to  health  profes- 
sionals will  bring  them  together  with  leaders  from  the  fields  of  law,  public  ad- 
ministration, school  administration,  business,  and  labor  to  study  value  conflict  and 
the  ethical  dimension  in  contemporary  society.  Up  to  15  participants  will  attend 
each  seminar  tuition-free  and  will  receive  a $1,200  stipend  to  cover  expenses, 
plus  reimbursement  for  travel  up  to  a $300  maximum.  Participants  may  be  ac- 
companied by  members  of  their  families,  but  the  stipend  will  not  increase.  Unless 
otherwise  noted  application  deadline  is  April  15  with  selection  of  participants 
by  April  25. 

June  26-July  22,  Williams  College,  Williamstown,  Massachusetts.  William  F. 
May,  Professor  in  the  Department  of  Religious  Studies  at  Indiana  University  in 
Rloomington,  will  conduct  the  seminar.  Participants  will  explore  ways  of  in- 
terpreting human  nature  and  obligation  as  they  affect  decision  in  medical  practice. 
For  information  contact:  Professor  William  F.  May,  c/o  Linda  Bernstein,  The 
Poynter  Center,  Indiana  University,  410  North  Park,  Bloomington,  Indiana 
47401. 

June  27-July  22,  Yale  University,  New  Haven,  Connecticut.  John  E.  Smith, 
Professor  of  Philosophy  at  Yale  University,  will  hold  an  interprofessional  seminar 
designed  to  explore  the  ethical  dimension  of  life.  Discussion  will  be  based  on 
readings  from  the  basic  works  of  Western  ethical  thought  and  on  ethical  issues 


Humanities 

Seminars 

Available 
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ACP  Postgraduate 
Courses 


NYU  Postgraduate 

Courses 


which  arise  in  professional  practice.  For  information  contact:  Professor  John  E. 
Smith,  Clark  Professor  of  Philosophy,  1562  Yale  Station,  New  Haven,  Connecti- 
cut 06520. 

July  3-29,  Mt.  Vernon  College,  Washington,  D.C.  James  F.  Childress,  Professor 
of  Christian  Ethics  at  the  Center  for  Bioethics,  Kennedy  Institute,  Georgetown 
University,  will  conduct  a seminar  examining  the  ethical  aspects  of  care,  consent, 
paternalism,  and  distribution  of  health  care.  For  information  contact:  Professor 
James  F.  Childress,  Center  for  Bioethics,  Kennedy  Institute,  Georgetown  Uni- 
versity, Washington,  D.C.  20057. 

July  11-August  5,  Vanderbilt  University,  Nashville,  Tennessee.  John  Lachs, 
Professor  of  Philosophy  at  Vanderbilt  University,  will  hold  a seminar  on  indi- 
vidual rights  and  the  public  good  in  the  treatment  of  humans.  For  informatipn 
contact:  Professor  John  Lachs,  Box  12,  Station  B,  Vanderbilt  University,  Nash- 
ville, Tennessee  37235. 

July  19-August  13,  Princeton  University,  Princeton,  New  Jersey.  Conducted  by 
Melvin  M.  Tumin,  Professor  of  Sociology  and  Anthropology  at  Princeton  Uni- 
versity, the  seminar  will  deal  with  the  value  conflict  in  contemporary  American 
society  posed  by  emergent  new  values  and  ideologies.  For  information  contact: 
Professor  Melvin  M.  Tumin,  Department  of  Sociology,  2-N-2  Green  Hall,  Prince- 
ton University,  Princeton,  New  Jersey  08540. 

September  11-October  6,  Washington,  D.C.  area.  H.  Tristram  Engelhardt,  Jr., 
M.D.,  a philosopher  and  physician  currently  at  the  Institute  for  the  Medical 
Humanities  of  the  University  of  Texas  Medical  Branch,  at  Galveston,  will  hold 
a seminar  examining  the  general  issue  of  patients’  rights  and  the  particular  issue 
of  the  right  to  health  care.  Application  deadline:  May  31.  Selection  by  June  8. 
For  information  contact:  Professor  H.  Tristram  Engelhardt,  Jr.,  M.D.,  Institute 
for  the  Medical  Humanities,  University  of  Texas  Medical  Branch,  Galveston, 
Texas  77550. 

CLINICAL  NOTICES  AND  MEETINGS 

The  following  postgraduate  courses  which  fulfill  Category  I requirements  for  the  AMA 
Physician’s  Recognition  Award,  will  be  presented  by  the  American  College  of  Physi- 
cians. For  information  contact:  Registrar,  Postgraduate  Courses,  ACP,  4200  Pine 
Street,  Philadelphia,  Pennsylvania  19104. 

CLINICAL  RECOGNITION  AND  MANAGEMENT  OF  HEART  DISEASE,  Tuscon, 
Arizona,  March  17-19. 

ENDOCRINOLOGY  AND  METABOLISM,  San  Francisco,  California,  March  21-25. 

PERIPHERAL  ARTERIAL  DISEASE  AND  VENOUS  THROMBOEMBOLISM, 
Cleveland,  Ohio,  March  23-25. 

HYPERTENSION:  UPDATE  1977,  Nashville,  Tennessee,  March  30-April  1. 
CURRENT  TOPICS  IN  NEPHROLOGY,  San  Antonio,  Texas,  April  11-13. 

SELECTED  TOPICS  IN  INTERNAL  MEDICINE,  Washington,  D.C.,  April  14-16. 

The  New  York  University  Post-Graduate  Medical  School  presents  the  following  post- 
graduate courses  which  fulfill  Category  I requirements  for  the  Physician’s  Recognition 
Award.  For  information  contact:  Office  of  the  Associate  Dean,  Registration  Depart- 
ment, LHB,  Room  4-20-0,  New  York  University  Post-Graduate  Medical  School,  550  First 
Avenue,  New  York  City,  New  York  10016;  (212)  679-3200,  Ext.  4207. 
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SYMPOSIUM  ON  FORENSIC  MEDICINE  & SCIENCE,  co-sponsored  by  the  Office 
of  the  Chief  Medical  Examiner  of  New  York  City,  March  23-25.  Tuition:  $150. 

GASTROINTESTINAL  DISEASES,  April  6-8.  Tuition:  $180. 

NEW  APPROACHES  TO  OFFICE  DIAGNOSIS  AND  MANAGEMENT  OF  COM- 
MON ENDOCRINE  DISORDERS,  April  7-8.  Tuition:  $120. 

MANAGEMENT  OF  TRAUMA  FOR  THE  PRIMARY  PHYSICIAN,  April  14-16. 
Tuition:  $150. 

MANAGEMENT  OF  OCULAR  TRAUMA,  April  19.  Tuition:  $50. 

A REVIEW  OF  REHABILITATION  MEDICINE,  April  25-May  6.  Tuition:  $350. 

INTERPRETATION  OF  CLINICAL  LABORATORY  DATA  FOR  PRIMARY  CARE 
PHYSICIANS,  April  20-22.  Tuition:  $180. 

CONCEPTION  CONTROL  AND  HUMAN  REPRODUCTION  SEMINAR  FOR  PHY- 
SICIANS, April  21-22.  Tuition:  $120. 

1977  Winter 
Symposium 

The  American  College  of  Emergency  Physicians  (ACEP)  is  sponsoring  the  1977  WIN- 
TER SYMPOSIUM,  March  14-17  in  Scottsdale,  Arizona.  The  fee  is  $170  for  ACEP 
members;  $190  for  non-members.  For  information  contact:  Fred  B.  Towns,  News 
Service  Director,  American  College  of  Emergency  Physicians,  3900  Capital  City  Blvd., 
Lansing,  Michigan  48906;  or  call  (517)  374-7913. 

American  Heart 
Association 
Scientific  Sessions 

The  American  Heart  Association,  Pennsylvania  Affiliate  with  the  Division  of  Cardiology 
of  the  Pennsylvania  State  University  College  of  Medicine  at  the  Milton  S.  Hershey 
Medical  Center  present  their  27th  Annual  Scientific  Sessions,  ELECTROPHYSI- 
OLOGY AND  ELECTROCARDIOGRAPHIC  INTERPRETATION  OF  ARRHY- 
THMIAS, March  24-25,  at  the  Hotel  Hershey,  Hershey,  Pennsylvania.  The  fee  is  $60. 
For  information  contact:  Mark  A.  Andrejeski,  Program  Director,  American  Heart 
Association,  Pennsylvania  Affiliate,  P.O.  Box  2435,  Harrisburg,  Pennsylvania  17105. 

Cancer  Symposium 

The  Baltimore  Cancer  Research  Center,  National  Cancer  Institute,  and  the  University 
of  Maryland  School  of  Medicine  will  present  a symposium  on  ADVANCES  IN  CAN- 
CER TREATMENT  AND  RESEARCH  in  Baltimore,  Maryland,  March  25-26.  The 
program  will  include  sessions  on  environmental  and  viral  oncogenesis,  regulation  of 
cell  growth,  pharmacokinetics  of  common  chemotherapeutic  agents,  reviews  of  concepts 
of  supportive  care  and  the  complications  of  cancer  treatment,  a critical  appraisal  of 
immunotherapy  as  a treatment  modality,  and  in-depth  discussions  on  the  management 
of  selected  tumors.  For  information  contact:  Program  of  Continuing  Education,  Uni- 
versity of  Maryland  School  of  Medicine,  655  W.  Baltimore  Street,  Room  14-016,  Balti- 
more, Maryland  21201. 

30th  National 
Conference  on 
Rural  Health 

The  American  Medical  Association  will  sponsor  the  30th  National  Conference  on  Rural 
Health  March  30-April  1 at  the  Washington  Plaza,  Seattle,  Washington.  Acceptable 
for  12  prescribed  hours  by  the  American  Academy  of  Family  Physicians  and  12  credit 
hours  in  Category  I of  the  Physician’s  Recognition  Award  of  the  AMA.  Registration 
by  March  18.  All  hotel  reservations  should  be  made  directly  with  the  Washington 
Plaza,  Fifth  Avenue  at  Westlake,  Seattle,  Washington  98111  or  call  (206)  624-7410. 
For  information  contact:  Bond  L.  Bible,  Ph.D.,  AMA  Department  of  Rural  and  Com- 
munity Health,  535  North  Dearborn  Street,  Chicago,  Illinois  60610.  Phone  (312) 
751-6000. 

Southeastern 
Surgical  Congress 

The  Southeastern  Surgical  Congress  will  be  held  April  3-7,  at  the  Americana  Hotel, 
Miami  Beach,  Florida.  Six  nationally-known  surgeons  will  be  major  guest  speakers. 
For  information  contact:  Jean  Routh,  public  information  (404)  873-2551  or  Anne 
Glade,  Congress  home  office  (404)  681-3733. 
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Emergency  Medicine  An  interspecialty  postgraduate  seminar,  EMERGENCY  MEDICINE:  CLINICAL- 
Radiology  Seminar  RADIOLOGICAL  CORRELATION,  will  be  presented  March  18-20  at  Pointe  West 

Resort  in  Phoenix,  Arizona.  Approved  for  14  hours  of  Category  I,  AMA  credit.  Tuition 
is  $110.  For  information  contact:  Program  Director,  Austin  R.  Sandrock,  M.D., 
Chairman,  Department  of  Radiology,  Maricopa  County  General  Hospital,  2601  East 
Roosevelt,  Phoenix,  Arizona  85008. 


State  Officers’  The  American  Academy  of  Family  Physicians  will  sponsor  the  1977  State  Officers’ 

Conference  Conference  in  the  Alameda  Plaza  Hotel,  Kansas  City,  Missouri,  April  23-24.  For  in- 

formation contact:  Anne  Shane  Bader,  DAFP  Headquarters,  1925  Lovering  Avenue, 
Wilmington,  Delaware  19806.  Phone  (302)  658-7596. 


Dying  Patient  The  Cancer  Research  Institute  and  Extended  Programs  in  Medical  Education,  Uni- 

Seminar  versity  of  California  School  of  Medicine  is  presenting  a postgraduate  course  in 

“PSYCHOSOCIAL  CARE  OF  THE  DYING  PATIENT,”  June  3-4.  The  specific  pur- 
pose of  this  seminar  is  to  suggest  for  physicians  in  clinical  practice  an  effective  model 
for  dealing  with  the  psychological  issues  surrounding  terminality.  For  information 
contact:  Charles  A.  Garfield,  Ph.D.,  Program  Chairman,  University  of  California 
School  of  Medicine,  Extended  Programs  in  Medical  Education,  San  Francisco,  Califor- 
nia 94143. 


Intrauterine 
Development  and 
Fetal  Management 
Symposium 


The  Johns  Hopkins  School  of  Medicine  will  hold  the  11th  ANNUAL  SYMPOSIUM 
ON  INTRAUTERINE  DEVELOPMENT  AND  FETAL  MANAGEMENT  May  5-7  at 
the  Cross  Keys  Inn,  Baltimore,  Maryland.  Basic  and  practical  aspects  of  maternal, 
fetal  and  neo-natal  infections  will  be  discussed  by  Johns  Hopkins  faculty  and  guests. 
Approved  for  25  cognates  by  the  American  College  of  Obstetrics  and  Gynecology  and 
for  18  credit  hours  in  Category  I towards  the  Physician’s  Recognition  Award.  Enroll- 
ment is  limited  to  150.  For  information  contact:  John  W.  C.  Johnson,  M.D.,  Department 
of  Gynecology  and  Obstetrics  of  the  Johns  Hopkins  Hospital,  Baltimore,  Maryland 
21205. 


CLASSIFIED  AD  SECTION 

Advertisements  under  the  Classified  Ad  Section  are  charged  at  the  rate  of  30  words  or  less,  set 
solid.  One  insertion  $4.00.  Call  the  Journal  office,  658-7596  for  further  information  or  placement. 
All  advertisements  are  payable  in  advance.  The  Editorial  Board  reserves  the  right  to  edit  copy. 
Closing  date  for  new  copy  is  the  first  of  the  month  for  inclusion  in  the  current  issue. 

Classified  advertisements  of  a professional  nature  are  free  to  members. 


INTERNIST:  Graduate,  Harvard  Medical  School. 
Currently  on  Renal  Fellowship.  Seeking  postion  in- 
volving acute  and/or  chronic  hemodialysis,  nephrol- 
ogy consultation,  and  internal  medicine.  Private  or 
group  practice. 

CARDIOLOGIST:  Graduate  of  University  of  Cali- 
fornia School  of  Medicine  Los  Angeles.  Primary 
interest  in  clinical  cardiology.  Training  in  all  in- 
vasive and  non-in vasive  methods.  Available  June 
1977. 

CARDIOLOGIST:  Board  certified  in  Maryland,  de- 
sires hospital-based  position.  Please  reply  to  Box 
M,  Delaware  Medical  Journal. 


OPHTHALMOLOGIST:  Graduate  Albert  Einstein 

College  of  Medicine  of  Yeshiva  University,  New 
York.  Interested  in  retinal  diseases.  Presently  on 
Retinal  Diseases  Fellowship  at  Jules  Stein  Eye  In- 
stitute. Available  summer  1977. 

PEDIATRICIAN:  Special  training  in  nephrology. 
Available  in  September,  1977. 

RADIOLOGIST:  Board  certified  in  radiology  and 
eligible  in  nuclear  medicine.  Graduate  of  State 
University  of  New  York  at  Buffalo,  School  of  Medi- 
cine. Seeking  relocation  of  practice.  Available  im- 
mediately. 

ANESTHESIOLOGIST:  Licensed  in  Delaware.  Avail- 
able now. 
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IRRADIATION-RELATED  THYROID  CANCER 


The  Division  of  Cancer  Control  and  Rehabili- 
tation of  the  National  Cancer  Institute  has  posted 
information  for  physicians  with  regard  to  irradi- 
ation-related thyroid  cancer.  A summary  state- 
ment has  been  prepared  following  a workshop  on 
late  effects  of  radiation  of  the  head  and  neck  in 
infancy  and  childhood.  The  statement  points  out 
that  exposure  of  the  thyroid  gland  to  external 
beam  irradiation  or  to  radium  placques  during 
treatment  of  various  non-malignant  conditions  of 
the  head  and  neck  or  upper  thorax  in  infancy  and 
childhood  is  now  recognized  as  a possible  cause 
for  development  of  both  benign  and  malignant 
tumors  of  the  thyroid  many  years  later.  A link- 
age of  thyroid  tumor  with  prior  irradiation  was 
not  recognized  until  these  tumors  began  to  be 
diagnosed  with  increasing  frequency  in  individ- 
uals more  than  five  years  after  the  initial  treat- 
ment. 

This  effect  apparently  continues  into  adult  life, 
and  anyone  with  a history  of  such  irradiation 
has  a significantly  increased  risk  of  developing 
thyroid  tumor  at  intervals  up  to  thirty-five  years 
after  treatment.  These  tumors  are  usually  slow- 
growing  and  often  benign.  Even  when  malig- 
nant, they  usually  remain  confined  to  the  neck 
for  a long  period  and  can  be  successfully  re- 
moved surgically.  The  greatest  problem  is  to 
identify  those  individuals  who  actually  received 
irradiation  of  the  head  or  neck  in  childhood. 
Most  individuals  have  difficulty  in  determining 
how  much  irradiation  they  received,  and  records 
of  treatment  given  often  are  not  available.  As  a 

Dr.  MeckelnhurK  is  Section  Chief,  Nuclear  Medicine,  Wilming- 
ton Medical  ( 'enter. 


Robert  L.  Meckelnburg,  M.D. 

Leslie  W.  Whitney,  M.D. 

general  rule,  any  individual  who  thinks  he  may 
have  had  such  irradiation  as  well  as  anyone  who 
feels  a lump  in  his  thyroid  gland  should  be 
encouraged  to  visit  his  physician  or  usual  source 
of  medical  care  for  an  examination. 

The  recommendations  of  the  statement  are  for 
careful  inspection  and  palpation  of  the  thyroid 
gland.  Blood  tests  are  not  useful  in  differenti- 
ating benign  from  malignant  nodules,  and  there 
is  some  disagreement  as  to  the  value  of  radio- 
isotopic scans,  but  many  physicians  consider 
them  helpful  since  cold  nodules  are  more  likely 
to  be  carcinomas.  In  some  cases  where  a nodule 
may  be  suspected  on  palpation,  it  is  often  help- 
ful to  administer  thyroid  hormone  to  possibly 
shrink  the  thyroid  gland  and  make  the  nodule 
more  prominent.  Some  authorities  consider  it 
worthwhile  to  offer  thyroid  hormone  to  asympto- 
matic patients  with  a history  of  head  or  neck  ir- 
radiation in  the  hope  of  preventing  the  develop- 
ment of  thyroid  tumors.  At  any  rate,  all  indi- 
viduals who  are  at-risk  because  of  prior  radiation 
to  the  head  or  neck  and  those  who  have  already 
been  treated  surgically  for  thyroid  malignancy 
should  be  followed  with  regular  examination 
every  one  to  two  years;  and  in  general,  surgical 
exploration  should  be  considered  for  all  palpable 
thyroid  nodules,  particularly  those  which  are 
firm  and  clearly  demarcated  and  those  which 
are  cold  on  the  thyroid  scintiscan. 

With  this  as  background  information  the  Nu- 
clear Medicine  Section  of  the  Wilmington  Medi- 
cal Center  has  established  a tumor  registry  for 
thyroid  tumors  and  to  date  has  recorded  96  pa- 


Dr.  Whitney  is  Director  of  the  Delaware  Cancer  Network. 

•An  NCI-supported  agency  located  at  1200  Jefferson  Street,  Wilmington,  Delaware  19801.  Tel.  (302)  428-2113. 
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tients  who  are  being  followed  by  a special  thy- 
roid registry.  The  registry  notifies  the  patient 
and  the  physician  yearly  to  have  the  clinical  ex- 
amination of  the  neck.  It  is  thought  that  repeat 
scintiscanning  of  the  thyroid  might  be  done  in 
three  to  five  years. 

With  regard  to  identification  of  the  patient 
at-risk,  a first  approach  is  a review  of  the  hos- 
pital department  of  radiology  which  still  has 
records  from  which  some  of  these  patients  can 
be  traced.  When  this  is  impossible,  the  public 
education  approach  is  considered  more  appropri- 
ate. With  regard  to  detection,  the  practicing 
physician  should  include  a question  about  prior 
radiation  as  a routine  part  of  any  patient’s  his- 
tory. With  regard  to  isotope  scintiscans,  the 
decision  to  perform  a thyroid  scintiscan  is  a 
matter  of  medical  judgment.  A scintiscan  is 
usually  recommended  since  it  has  been  shown 
to  pick  up  pathologic  areas  not  found  on  clinical 
palpation  and,  when  normal,  can  serve  as  a help- 
ful base  line  for  comparison  against  future 
changes.  The  preferred  scanning  agent  is  Tech- 
netium 99m  because  of  its  low  radiation  dose. 
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NATURAL  DEATH  ACT 


H.B.  2 introduced  into  the  129th  General  As- 
sembly of  the  State  of  Delaware  is  a bill  to 
amend  the  Delaware  Code  relating  to  Public 
Health  and  Welfare,  and  providing  for  cessation 
of  life  support  for  terminally  ill  patients. 

In  its  Declaration  of  Purpose,  the  bill  states  in 
part: 

“In  recognition  of  the  dignity  and  privacy 
which  patients  have  a right  to  expect,  the 
General  Assembly  hereby  declares  that  the 
laws  of  the  State  of  Delaware  shall  recognize 
the  right  of  an  adult  person  to  make  a writ- 
ten directive  instructing  his  physioian  to 
withhold  or  withdraw  life-sustaining  pro- 
cedures in  the  event  of  a terminal  condition.” 

This  bill  would  expressly  authorize  the  with- 
holding or  withdrawal  of  life-sustaining  pro- 
cedures from  a “qualified”  patient  who  has  ex- 
ecuted a “Directive”  while  of  sound  mind.  The 
bill  would  further  relieve  physicians  and  health 
facilities  from  civil  liability  or  criminal  prosecu- 
tion or  charges  of  unprofessional  conduct  for 
withholding  or  withdrawing  life-sustaining  pro- 
cedures in  accordance  with  the  Act. 

The  physician  has  a responsibility  to  determine 
that  the  Directive  complies  with  the  provision 
of  the  law  prior  to  effecting  a withholding  or 
withdrawal  of  life-sustaining  procedures  from  a 
qualified  patient. 

No  physician  shall  be  criminally  or  oivilly 
liable  for  failure  to  effectuate  the  provisions  of 
the  Directive.  A failure  to  effectuate  the  Direc- 
tive of  a qualified  patient,  however,  shall  con- 
stitute unprofessional  conduct  by  the  physician 
if  he  refuses  to  make  the  necessary  arangements 
to  transfer  the  patient  to  another  physician  who 
will  carry  out  the  Directive. 


Propelled  in  the  wake  of  the  Karen  Quinlan 
case,  several  states  have  advocated  the  adoption 
of  the  “living  will.”  Last  year  California  adopted 
a living  will  statute  that  permits  patients  to  re- 
quest in  advance  that  no  extraordinary  fife-sus- 
taining measures  be  taken.  On  the  other  hand, 
the  legislature  of  the  State  of  Maryland  recently 
failed  to  adopt  such  a bill  put  before  it. 

As  is  frequently  the  case,  this  bill  raises  as 
many  questions  and  potential  problems  as  it  at- 
tempts to  solve.  Surely  the  Quinlan  case  is  only 
one  of  thousands  which  are  dealt  with  yearly  by 
physicians  in  a manner  which  has  maintained 
the  dignity  of  the  patient,  the  respect  of  the 
family,  and  the  integrity  of  the  physician. 

A bill  such  as  this  implies  conflict  with  cur- 
rent medical  practice.  A patient  must  have  ex- 
ecuted a Directive  while  of  sound  mind,  but  no 
physioian  today  has  any  right  to  assault  any 
patient  of  sound  mind  who  refuses,  either  verb- 
ally or  in  writing,  extraordinary  life-sustaining 
measures.  In  my  experience,  I rarely  see  any 
problem  with  the  family  of  a terminally  ill  pa- 
tient of  unsound  mind. 

Even  if  the  bill  were  to  become  law,  the  vast 
majority  of  the  problems  arising  would  not  be 
covered  by  the  law.  Most  terminally  ill  patients 
would  not  have  executed  such  a Directive,  and 
traditional  methods  of  caring  for  a terminally  ill 
patient  would  prevail.  The  absence  of  a Direc- 
tive would  unnecessarily  confuse  the  situation, 
for  it  might  imply  that  the  physician  had  no 
right  to  use  less  than  all  extraordinary  measures 
to  support  fife,  or,  as  I would  prefer  to  put  it, 
to  prolong  dying.  What  a can  of  worms  this 
would  be! 

The  situation  can  arise  where  a physician  may 
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need  some  moral  support  or  help  in  coming  to  a 
decision  regarding  a proper  course  of  action.  For 
this  reason,  perhaps  we  do  need  to  develop  ap- 
propriate committees  within  our  institutions, 
formed  and  operating  within  a set  of  guidelines, 
to  review  all  pertinent  information  on  a given 
case,  and  to  render  advice  to  the  physician  and 
to  the  patient’s  family. 

Such  a program  has  been  developed  in  New 
Jersey  and  could  be  easily  developed  here.  The 
New  Jersey  program  calls  for  all  hospitals  and 
related  health  care  facilities  to  have  a prognosis 
committee  which  would  review  all  pertinent  in- 
formation and  then  arrive  at  a conclusion  as  to 
the  prognosis  of  the  patient.  Their  guidelines 
require  that  the  committee  have  representatives 
from  general  surgery,  medicine,  neurosurgery 
or  neurology,  anesthesiology,  and  pediatrics,  if 


the  patient  is  a child.  It  is  further  recommended 
that  the  committee  might  include  two  physicians 
from  outside  the  facility,  and  should  permit  the 
family  or  attending  physician  to  designate  a 
physician  other  than  the  attending  physician  to 
be  present  at  committee  deliberations. 

Within  the  next  few  weeks  I hope  to  initiate 
the  development  of  a set  of  guidelines  like  those 
developed  by  New  Jersey,  which  will  hopefully 
avoid  regulation  by  legislation.  I would  urge  you 
all  to  give  careful  thought  to  this  issue  and  to 
discuss  it  with  your  legislators.  I would  also 
invite  your  comments  and  recommendations  on 
this  matter. 
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^,etterd  to  the  'Editor 


To  the  Editor: 

With  respect  to  the  Special  Report  on  Cytology 
of  Carcinoma  of  Endometrium  in  last  month’s 
Journal  I think  that  perhaps  the  most  important 
single  point  to  be  made  in  regard  to  this  whole 
topic  relates  to  the  fact  that  endometrial  and 
cervical  cancers  are  radically  different  “beasts.” 
They  affect  different  patient  populations,  be- 
have in  different  ways,  and,  most  important  to 
this  discussion,  they  are  detected  by  different 
means.  The  “routine”  cervical  pap  smear,  as 
most  commonly  obtained,  does  an  excellent  job 
of  diagnosing  cervical  carcinoma  and  its  pre- 
cursors, but  it  is  not  an  adequate  method  of  de- 
tecting a high  percentage  of  endometrial  lesions. 
The  only  techniques  producing  an  acceptable 
degree  of  accuracy  in  this  area  are  those  which 
directly  sample  the  endometrial  cavity.  Un- 
fortunately, the  fact  that  a number  of  such  tech- 
niques have  been  developed  is  a good  indication 
that  none  is  yet  considered  entirely  satisfactory. 
Furthermore,  although  significant  progress  has 
been  made  in  defining  the  cytopathology  of  en- 
dometrial adenocarcinoma,  the  cytological  diag- 
nosis of  “premalignant”  endometrial  lesions  (hy- 
perplasias) continues  to  be  very  difficult  even 
in  the  hands  of  experienced  cytopathologists. 
Therefore,  it  remains  the  duty  of  the  clinician 
to  maintain  a high  index  of  suspicion  in  regard 
to  those  women  who  are  at  greatest  risk  of  de- 
veloping endometrial  malignancy  and  to  subject 
them  to  the  proper  and  most  thorough  diagnostic 
techniques. 

F.  Peter  Parker,  M.D. 
«£  £ * 

To  the  Editor: 

I read  an  abstract  of  the  editorial  “Tincture  of 
Time — The  Cure  for  Acupuncture”  by  Dr.  Hollo- 
way in  the  Delaware  Medical  Journal  of  August 
1976  in  the  American  Journal  of  Acupuncture. 

It  is  a pity  that  most  of  the  articles  are  written 
by  well-educated  professional  men  like  you  who 


have  not  thoroughly  investigated  acupuncture 
before  making  comments  on  it.  I have  a license 
to  practice  medicine  and  surgery  in  California. 
As  far  as  my  license  is  concerned,  I am  allowed 
to  do  neurosurgery,  but  good  thinking  will  advise 
me  not  to  do  that  as  I have  no  experience  to  do 
neurosurgery.  Many  comments  made  on  acupunc- 
ture are  from  people  who  have  never  studied  it, 
never  practiced  it,  and  are  quoting  from  sources 
of  people  who  do  the  same. 

As  far  as  I am  concerned,  it  is  the  best  mod- 
ality ever — no  drugs,  no  complications,  no  head- 
aches waiting  for  the  results. 

Let  us  take  the  subject  of  headaches.  If  a 
patient  comes  to  you  with  headaches,  the  first 
thing  a doctor  does,  is  to  take  a history,  do  a 
physical  examination,  laboratory  test,  x-rays 
EEG,  brainscan,  etc.  Suppose  the  reports  are 
negative.  What  then?  You  or  I would  give  a 
pill.  For  what?  Are  we  practicing  symptomatic 
treatment,  or  are  we  trying  to  find  out  the  cause 
of  the  headache?  This  is  what  Western  medicine 
is  doing,  and  we  call  this  scientific  medicine. 
Did  we  ever  find  out  whether  it  is  his  nutrition, 
his  environment,  etc?  Very  seldom  will  you 
find  a doctor  who  will  try  to  do  this.  Now  head- 
ache is  treated  with  acupuncture,  and  the  results 
are  great.  If  there  is  no  pathology  found  in  the 
tests,  headaches  are  almost  100%  curable  with 
acupuncture.  It  is  often  mentioned  that  we 
don’t  know  how  acupuncture  works.  That  is  not 
so  . . . there  are  a hundred  articles  and  research 
all  over  the  world — but  not  here,  in  the  USA. 

One  of  the  earliest  articles  appeared  in  the 
Boston  Medical  & Surgical  Journal  in  1836.  Dr. 
Osier’s  book  had  an  article  on  acupuncture.  The 
APF  news  comments  on  acupuncture  in  Israel. 
You  probably  have  used  many  drugs,  including 
Librium;  even  the  manufacturer  does  not  know 
how  Librium  works,  but  we  still  use  it.  If  we 
had  only  one  standard  to  judge  the  efficacy  of  a 
modality,  I am  sure  that  you  agree  with  me  that 
there  are  not  many  drugs  left  to  use. 
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Letters  to  the  Editor 


While  in  Germany,  I presented  a paper  to  the 
German  Acupuncture  Society  on  the  treatment 
of  functional  hypoglycemia.  In  that  country  it 
is  well  known  that  patients  have  hypoglycemia, 
but  heie  the  diagnosis  is  controversial. 

One  can  find  literature  on  how  acupuncture 
works  in  Chinese,  Japanese,  French,  German, 
and  Russian.  Best  wishes  with  your  journal. 

Sincerely  yours, 

Willem  H.  Khoe,  M.D. 

Serra  Medical  Group 
Sun  Valley,  California 

Editor’s  Note:  His  letterhead  shows  Dr.  Khoe  to 
be  the  acupuncturist  of  a 32-physician  group. 


A FISHERMAN’S  PRAYER 

God  grant  that  I may  live  to  fish 
until  my  dying  day. 

And  when  it  comes  to  my  last  cast, 

I then  most  humbly  pray, 

When  in  the  Lord’s  safe  landing  net 
I’m  peacefully  asleep, 

That  in  his  mercy  I be  judged 
as  big  enough  to  keep. 

Edward  B.  Collins 
Farmington,  Delaware 
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David  C.  Stephens,  M.D.,  a board-certified  orthopedic  surgeon,  is  as- 
sociated with  the  A.  I.  duPont  Institute.  He  is  a ’67  graduate  of  the 
State  University  of  New  York  at  Buffalo,  School  of  Medicine,  and 
spent  his  internship  and  residency  at  the  University  of  Michigan  Medi- 
cal Center  in  Ann  Arbor.  He,  his  wife,  and  two  children  live  in  Wil- 
mington. 


Errol  Ger,  M.D.,  a native  of  South  Africa,  is  an  orthopedic  surgeon  on 
the  staff  of  the  A.  I.  duPont  Institute.  After  graduating  in  1966  from 
the  University  of  Cape  Town,  South  Africa,  he  served  his  internship 
and  residency  at  Groote  Schuur  Hospital,  Cape  Town.  Doctor  Ger 
lives  in  Wilmington  with  his  wife  and  two  children.  He  has  a par- 
ticular interest  in  surgery  of  the  hand.  His  outside  interests  include 
geology,  hiking,  tennis,  and  woodwork. 


Norman  Taub,  M.D.,  a board-certified  psychiatrist,  is  a ’41  graduate 
of  Rush  Medical  College  of  the  University  of  Chicago.  He  served  his 
internship  and  residency  at  St.  Elizabeth’s  Hospital,  in  Washington, 
D.C.  Doctor  Taub  is  a Life  Fellow  of  the  American  Psychiatric  Asso- 
ciation. He  is  now  serving  on  the  staff  of  the  Beebe  Hospital,  Lewes. 
He  and  his  wife  have  two  children  and  reside  in  Lewes. 


Richard  N.  Hindin,  M.D.,  is  an  anesthesiologist  practicing  at  the 
Delaware  Division  of  the  Wilmington  Medical  Center.  He  is  a ’72 
graduate  of  the  University  of  Pennsylvania  School  of  Medicine  and 
served  his  internship  at  the  Pennsylvania  Hospital  and  his  residency 
at  the  Hospital  of  the  University  of  Pennsylvania.  He  and  his  wife 
live  in  Wilmington.  Doctor  Hindin  enjoys  music  and  literature. 
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Juan  C.  Asuncion,  Jr.,  M.D.,  a native  of  the  Philippines,  graduated 
from  the  University  of  Santo  Tomas  in  1958.  He  served  bis  internship 
at  St.  Luke’s  Hospital,  New  York,  and  his  residencies  at  Mercy  and 
Timken  Mercy  Hospital,  Canton,  Ohio,  and  Jewish  General  Hospital 
and  Notre  Dame  Hospital,  both  in  Montreal.  Doctor  Asuncion  is  a 
board-eligible  anesthesiologist.  Before  coming  to  Delaware,  Doctor 
Asuncion  practiced  at  Notre  Dame  Hospital,  Montreal,  and  Washing- 
ton Hospital  Center,  Washington,  D.C.  He  is  now  associated  with  the 
Kent  General  Hospital  in  Dover.  He,  his  wife,  and  eight  children 
reside  in  Dover.  Doctor  Asuncion  enjoys  swimming  and  golf. 


Harold  G.  Marks,  M.D.,  is  a ’72  graduate  of  the  University  of 
Michigan  Medical  School,  where  he  also  spent  his  internship  and 
residency  and  a one-year  pediatric  neurology  fellowship.  He  is  a 
board-eligible  pediatrician  associated  with  the  A.  I.  duPont  Institute. 
Doctor  Marks  and  his  wife  live  in  Wilmington  with  their  three-year 
old  son. 


Frank  D.  Green,  M.D.,  an  anesthesiologist,  is  a graduate  of  the  Uni- 
versity of  Pennsylvania  School  of  Medicine,  ’59.  He  spent  his  intern- 
ship at  Bryn  Mawr  Hospital,  Bryn  Mawr,  Pennsylvania,  and  his  resi- 
dency at  the  Pennsylvania  Hospital,  Philadelphia.  He  is  now  prac- 
ticing at  the  General  Division  of  the  Wilmington  Medical  Center.  He 
and  his  wife  live  in  West  Chester.  They  have  three  children.  Doctor 
Green  lists  his  interests  as  travel,  gardening,  horse  racing,  good  music, 
and  the  Jersey  shore. 

William  A.  Newcomb,  M.D.,  a board-certified  orthopedic  surgeon, 
graduated  from  Temple  University  School  of  Medicine  in  1969.  He 
served  his  internship  at  Pacific  Medical  Center  Presbyterian  Hospital 
and  a general  surgical  internship  at  Harkness  Community  Hospital, 
both  in  San  Francisco.  His  orthopedic  residency  was  spent  at  the 
University  Health  Center  of  Pittsburgh,  Pennsylvania.  He  was  pre- 
viously Chief  of  Orthopedics,  U.S.  Kirk  Army  Hospital,  Aberdeen 
Proving  Ground,  Maryland.  Doctor  Newcomb  is  associated  with  Doc- 
tor I.  Favel  Chavin  at  2100  Baynard  Boulevard,  Wilmington.  He,  his 
wife,  and  two  children  live  in  Wilmington. 
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dren live  in  Dover.  Doctor  Quiroga’s  hobby  is  photography. 
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EXERCISE  AND  WEIGHT  LOSS 

John  E.  Hocutt,  Jr.,  M.D. 


Introduction 

Obesity  is  the  most  prevalent  metabolic  dis- 
order in  our  country  today.  An  adult  is  usually 
considered  overweight  if  he  weighs  more  than 
his  ideal  weight  but  less  than  10  kg  more.  He 
is  considered  obese  if  he  weighs  more  than  10 
kg  over  his  calculated  ideal  weight.  In  this 
paper,  no  distinction  is  made  between  overweight 
and  obesity;  the  two  terms  are  used  inter- 
changeably. 

Etiology 

An  important  and  common  fallacy  is  that 
overeating  is  the  principal  cause  of  obesity.  It 
is  certainly  an  axiom  that  if  caloric  intake  is 
greater  than  output,  one’s  weight  will  increase. 
But  the  most  common  cause  of  weight  gain  is 
decreased  caloric  output  (exercise)  rather  than 
an  increased  input  (eating).1-4  As  the  Com- 
mittee on  Exercise  and  Physical  Fitness  of  the 
American  Medical  Association  states,  “Recent 
studies  comparing  the  food  intake  and  activity 

Dr.  Hocutt  is  a second-year  resident  in  Family  Practice  at  the 
Wilmington  Medical  Center. 
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of  overweight  people  with  those  of  normal 
weight  individuals  indicate  that  lack  of  exercise 
is  more  often  the  cause  of  overweight  than  is 
overeating.  In  all  age  levels  studied,  overweight 
people  did  not  consume  more  calories  than  their 
normal  weight  age  mates;  but  they  led  more 
sedentary  lives.”1 

Gwinup  suggests  that  obese  school  age  children 
may  even  eat  less  than  slender  children,  and 
their  activity  levels  are,  as  you  would  expect, 
lower  than  their  normal  weight  peers.3 

In  the  adult,  “a  lessened  degree  of  physical  ac- 
tivity with  sustained  enjoyment  of  food”4  is  com- 
monly the  cause  of  increasing  body  weight.1-4,5 
As  life  goes  on,  the  activity  level  (or  output)  is 
more  likely  to  change  than  is  the  food  intake. 
It  thus  seems  more  appropriate  to  restore  ac- 
tivity to  previous  levels  to  control  excess  weight 
gain  than  to  reduce  one’s  dietary  intake  for  two 
primary  reasons: 

1.  Decreased  activity  is  the  most  common 
cause  of  obesity.1-3-5 

2.  Increasing  activity  (ideally  exercise)  is 
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usually  extremely  beneficial  to  one’s  cardio- 
vascular system.4,6-9 

What  about  “metabolism”  differences  in  people 
as  a cause  for  weight  gain?  Extensive  studies 
have  not  shown  that  some  people  are  more  ef- 
ficient digesters  or  absorbers  of  food.  At  equiva- 
lent levels  of  physioial  activity  and  basal  me- 
tabolism there  seems  to  be  little  variation  in  the 
required  calorie  intake.1,4 

Can  obesity  be  caused  by  excess  fluid?  Obese 
patients  can  sequester  substantial  quantities  of 
fluids  without  exhibiting  edema,  but  this  fluid 
retention  is  a result  of  their  excess  adipose  tissue, 
not  a reason  for  its  accumulation.4  Poor  under- 
standing of  this  by  conscientious  obese  patients 
on  a weight  reduction  program  who  reach  a 
plateau  in  their  progress  may  lead  to  their  dis- 
couragement and  abandonment  of  their  diet. 
Weight  loss  of  more  than  one  kg  (2.2  lb)  per 
day  usually  represents  fluid  loss.  The  evening 
weight  is  rarely  greater  than  the  morning  weight 
by  one  kilogram  unless  the  patient  is  retaining 
fluid. 

Dieting 

Diets  should  incorporate  adequate  nutrients 
including  vitamins  with  calorie  restriction  for  the 
person  utilizing  dieting  as  an  adjuvant  to  losing 
weight.  For  people  choosing  this  approach,  in- 
tensive motivation  and  a strict  team  approach 
(physician-dietitian-nurse-patient)  are  extremely 
important.10 

Diet  prescriptions  should  be  individualized 
and  closely  monitored  by  a member  of  the  thera- 
peutic team  in  addition  to  the  patient.  There  is 
undoubtedly  no  universal  weight  reduction  diet; 
if  it  existed,  it  would  make  national  headlines 
within  days.  However,  the  medical  and  lay  litera- 
ture is  itself  obese  with  diet  plans,  and  success 
may  be  achieved  with  almost  any  low  calorie  diet 
with  proper  motivation  and  institution  of  a thera- 
peutic plan.  Some  of  the  better  plans  have  been 
presented  by  Mark  I.  Hewitt,  M.D.,  John  K. 
Davidson,  M.D.,  Ph.D.,  and  Dr.  D.  Burkitt  from 
England.2'10  “Dr.  Burkitt  recommends  a high 
fiber  (high  roughage)  diet  for  weight  reduction 
and  as  an  aid  for  many  bowel  diseases.  The 
high  fiber  foods  tend  to  fill  you  up  and  decrease 
the  percentage  of  absorption  of  some  foods,  so 


that  one  tends  to  eat  less  and  have  less  ab- 
sorbed.”2 

Other  important  factors  related  to  the  success 
of  dieting  include  short-term  fasts,  keeping  a 
diet  diary,  limiting  food  intake  to  eating  in  one 
room,  and  measuring  portions  properly. 

Exercise 

There  are  two  common  fallacies  regarding  ex- 
ercise for  weight  control.  Probably  the  most 
common  is  the  belief  that  exercise  always  leads 
to  an  increase  in  appetite.  Persons  of  normal 
weight  may  eat  more  following  increased  activity, 
although  usually  not  right  away,  but  exercise  in 
overweight  persons  does  not  stimulate  the  ap- 
petite.1,3 Laboratory  studies  have  even  shown 
that  animals  exercised  one  hour  a day  ate  a 
smaller  amount  of  food  than  those  exercised  less 
than  an  hour  a day  or  not  at  all.1  Gwinup  in  an 
important  recent  study  demonstrated  significant 
sustained  weight  loss  in  obese  females  without 
any  diet  control  merely  by  increasing  activity.3 
His  study  clearly  showed  that  exercise  does  not 
increase  the  appetite  in  the  overweight.  Paolone 
et  al  demonstrated  a similar  decrease  in  body 
weight  in  males  after  a year  of  training  with  no 
dietary  manipulation.9  In  athletes,  especially 
thin  ones,  exercise  will  eventually  increase  ap- 
petite proportionate  to  needs  and  strenuous  ex- 
ercise in  an  obese  person  would  probably  in- 
crease his  appetite  over  baseline,  but  not  as  much 
as  if  he  were  trim.1 

A second  major  fallacy  is  the  notion  that  exer- 
cise needs  to  be  exhausting  or  strenuous  or  time- 
consuming  to  effect  weight  loss.  Gwinup  demon- 
strated steady  weight  loss  by  exercise  alone  with 
only  30  minutes  of  walking  per  day.3  One  will 
burn  the  same  amount  of  calories  by  jogging  for 
an  hour  straight  or  by  jogging  for  ten  minutes, 
six  times,  but  although  weight  loss  may  be  the 
same,  cardiovascular  benefits  are  not.1 

Calories  expended  per  activity  are  affected  by 
one’s  weight  so  an  obese  person  will  use  more 
calories  per  activity  than  a less  obese  person, 
other  factors  being  equal.1 

Exercise  Charts 

Charts  that  compare  exercises  and  sports  for 
calories  expended  per  unit  of  time  are  inaccurate 
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and  misleading.  Calories  expended  in  any  ac- 
tivity vary  with  the  weight,  attitude,  and  per- 
sonality of  the  participant,  the  ambient  tempera- 
ture, and  the  method  of  measurement  chosen  for 
computation.  Also,  few  such  charts  account  for 
calories  used  in  cooling  the  body  after  the  ex- 
ercise has  stopped. 

It  is  easy  to  see  how  tennis  for  Bobby  Riggs 
(vs  Billie  Jean  King)  can  be  much  more  strenu- 
ous than  jogging  is  for  Aunt  Tillie  for  the  same 
period  of  time;  yet  Resident  and  Staff  Physician 
rates  jogging  the  best  and  tennis  number  nine 
in  promoting  physical  fitness.6  By  the  same 
token,  one  who  jogs  briskly  as  opposed  to  one 
who  walks  around  the  tennis  court,  is  burning 
more  calories  per  equivalent  period  of  time. 
Probably  the  most  important  concept  in  choosing 
an  exercise  for  weight  reduction  is  to  pick  one 
of  lasting  interest;  people  are  more  apt  to  exert 
themselves  in  enjoyable  activities;  one  is  cer- 
tainly more  likely  to  continue  losing  weight  if 
he  continues  the  exercise  program. 

Thou  and  Cahill  minimize  the  value  of  exercise 
as  a weight  reducing  method  by  saying  its  over- 
all caloric  effect  is  minimal  compared  to  diet 
control.  (Table  1) 

Their  argument  is  based  on  an  arbitrary  chart 
which  by  its  very  nature  is  imprecise;  the  in- 
dividual variation  for  such  exercise  is  tremen- 
dous. Thou  and  Cahill  quote  no  references  to 
studies  relating  exercise  to  weight  reduction. 
They  do  admit,  however,  that  exercise  provides 
an  excellent  effect  for  the  circulation  and 
psyche.4 

Gwinup  has  now  shown  that  exercise  alone 
can  not  only  produce  significant  weight  loss,  but 
also  can  produce  sustained  weight  loss  even  in 
some  individuals  whose  obesity  started  in  child- 
hood, the  most  difficult  group  to  reduce.3  Paolone 
et  al  have  demonstrated  similar  results  in  men.9 

Pharmacologic  Agents 

Thyroid  hormone  is  occasionally  but  inap- 
propriately prescribed  as  an  adjuvant  to  weight 
reduction.  “Treating  an  euthyroid  obese  patient 
with  thyroid  hormone  merely  suppresses,  par- 
tially or  totally,  his  (her)  thyroid  gland.  Treat- 
ing with  greater  than  physiologic  doses  makes 


| TABLE  1 

Exercise  Required  to 

"Burn”  200  Kcal.*  1 

Snacks 

Exercise  Equivalents 

(200  Kcal ) 

(200  Kcal) 

2 apples 

Running  1 2 minutes 

2 tablespoons  butter 

Swimming  30  minutes 

2 slices  bread 

Walking  one  hour 

53  peanuts 

Singing  three  hours 

(non-partisan) 

18  marshmallows 

Dishwashing  four 
hours 

24  oz.  beer 

Sitting  in  front  of  a 

1 martini 

TV  for  1 4 hours 

3 eggs 

*Harrison’s  Principles  of  Internal  Medicine,  McGraw 

Hill,  Inc.,  1974. 

the  patient  hyperthyroid,  may  lead  to  weight 
reduction,  but  is  dangerous  to  the  patient’s 
health.”11 

Amphetamines  and  related  agents  are  be- 
coming less  frequently  prescribed  because  of  in- 
creasing regulations.  Recent  discussion  before 
a Senate  investigation  committee  regarding  am- 
phetamine (and  related  compounds)  usage  sug- 
gested they  be  prohibited  entirely.  However, 
these  drugs  under  controlled  conditions  in  ade- 
quate doses  do  exert  an  anorexigenic  effect  that 
is  clearly  beyond  that  of  placebo;11  for  a limited 
period  of  time  ( six  to  eight  weeks,  for  example ) 
anorexigenic  therapy  may  have  a minor  adjuvant 
role  in  the  clinician’s  weight  reduction  plan.2  The 
patient’s  physician  should  make  the  decision 
whether  to  prescribe  them  since  in  so  doing  he 
also  accepts  the  responsibility  for  avoiding  side 
effects  like  habituation,  or  illicit  disbursement  of 
his  prescription.  In  my  own  opinion,  the  cases 
of  indiscriminate  use  of  amphetamines  presented 
to  the  Senate  as  evidence  for  banning  ampheta- 
mines entirely,  should  rather  be  considered  as 
individual  cases,  possibly  involving  mispractice 
by  the  patient  or  malpractice,  and  not  as  evi- 
dence for  banning  amphetamines  entirely. 

A Few  Simple  Calculations 

To  quickly  determine  an  appropriate  calorie 
level  for  weight  reduction  for  your  patient,  use 
the  following: 
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AVOID  MALPRACTICE 


As  a free  service,  jEtna  Life  & Casualty  offers  a series  of  videotapes  demonstrating 
potential  sources  and  causes  of  medical  malpractice.  Each  tape  shows  how  it  can  be  prevented 
with  proper  professional  techniques.  It  will  help  you  guard  against  vulnerable  areas  you  and 
your  staff  encounter  daily.  We  think  you'll  agree  it's  time  well  spent. 

Check  the  list  below  and  order  the  ones  you  want.  There's  no  charge,  and  you  can  even 
earn  credit  hours  for  viewing  them!  (Available  in  color  where  indicated). 


"THE  RIGHT  WAY"  For  nurses  and  hospitals.  Shows  medication  errors  and  reviews  the 
proper  technique  for  administering  medication.  (Color) 

"DO  NO  HARM"  For  physicians  and  hospitals.  Involves  the  four  most  vulnerable  areas  in  the 
hospital  for  malpractice  claims.  (Color) 

"NURSES,  RELATED  PROFESSIONS,  MALPRACTICE"  Primarily  pertains  to  nurses'  respon- 
sibilities and  the  problems  nurses  encounter  in  their  practice. 

"CAUSES  AND  PREVENTION  OF  MEDICAL  MALPRACTICE"  Comprehensive  analyses  of 
studies  made  in  various  specialty  fields.  Goes  into  many  causes  of  malpractice  and  some 
suggestions  on  how  malpractice  may  be  avoided. 

"ELECTRICAL  HAZARDS  IN  HOSPITALS"  Gives  physicians,  nurses  and  technical  person- 
nel basic  knowledge  of  electrical  equipment  in  the  hospital  and  the  injuries  that  electricity 
can  cause. 

"COULD  THIS  BE  YOU?"  Shows  a physician  violating  many  principles  in  the  handling  of  a 
patient... and  flashbacks  to  proper  technique.  (Color) 

If  any  of  these  tapes  are  of  interest  to  you  or  your  associations,  please  contact: 


Kenneth  Pierce 
iEtna  Life  & Casualty 
921  Orange  Street 
Wilmington,  Delaware  19801 


LIFE  & CASUALTY 


Exercise  and  Weight  Loss—Hocutt 


Basal  calories  (10  cal/lb  ideal  body  weight) 
plus  activity  calories  (sedentary,  add  30%  of 
basal  calories;  moderate,  add  50%;  strenuous, 
add  100% ) equal  total  daily  calories  to  maintain 
ideal  body  weight.  Substract  500  calories  per 
day  to  achieve  weight  loss  (or  add  500  calories 
per  day  for  weight  gain.)10 

To  obtain  a quick  estimate  of  ideal  body 
weight,  use  the  simple  scheme  in  Table  2. 

Pregnancy 

Pregnant  females  at  ideal  body  weight  require 
about  2000  calories  per  day.  For  those  who  are 
15%  or  more  above  ideal  body  weight,  about 
1800  calories  per  day  should  be  prescribed,  and 
for  those  below  ideal  body  weight,  about  2,200 
calories  per  day.10 

Children  require  basal  plus  activity  plus 
growth  calories.  The  National  Research  Coun- 
cil’s Food  and  Nutrition  Board  has  determined 
the  approximate  number  of  calories  required  by 
normal  children  of  ideal  body  weight.10  (Table 

3) 

Conclusion 

Losing  weight  is  achieved  either  by  decreasing 
caloric  (food)  intake  or  by  increasing  energy 
expenditure.  After  desirable  weight  has  been 
achieved,  continuing  a healthy  daily  activity  level 
( exercise ) will  allow  a richer  and  more  satisfying 
diet.1'3-9 

The  most  common  cause  of  obesity  is  a de- 


TABLE 2 

Ideal  Body  Weight* 

Women  — -1 00  lb  for  first  5 feet,  plus 

( medium  frame)  5 lb  for  each  additional 
inch 

Men 

{ medium  frame)  — 1 06  lb  for  first  5 feet,  plus 
6 lb  for  each  additional 
inch. 

For  small  frames,  subtract  10% 

For  large  frames,  add  10% 

’Davidson  JK:  Diet  therapy.  Postgraduate  Medicine  59:114, 
1976. 


TABLE  3 


Caloric  Requirements  for  Normal  Children 
of  Ideal  Body  Weight* 


Age  (year) 

Boys 

Girls 

1 - 2 

1,100 

1,100 

2 - 3 

1,300 

1,300 

3-4 

1,400 

1,400 

4-6 

1,600 

1,600 

6-8 

2,000 

2,000 

8 - 10 

2,200 

2,200 

10  - 12 

2,500 

2,300 

12-14 

2,700 

2,300 

14  - 18 

3,000 

2,300 

18  - 22 

2,800 

2,000 

’Established  by  Food  and  Nutrition  Board,  National  Research 
Council. 


creased  activity  level,  not  an  increased  food  in- 
take. Exercise  does  not  increase  the  appetite 
of  an  obese  person  and  may  be  the  most  ap- 
propriate behavior  to  change  to  effect  weight 
reduction. 


The  vast  importance  of  normal  weight  in  treat- 
ing disease  states  like  diabetes  mellitus  and 
hypertension  is  well  known  to  every  physician. 
And  in  response  to  the  National  Association  of 
Fat  Americans’  claim  that  physicians  should 
leave  fat  people  alone,  it  is  helpful  to  remember 
that  life  insurance  tables  do  show  a clear  asso- 
ciation between  increased  body  weight  during 
adult  life  and  increased  mortality  rate.4 
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Lower  Costs 

Through  Group  Health  Testing 
With  MEDISCREEN* 

Medical  Screening  On  Wheels 


m 1 eriiscree 


Eliminates  the  need  for  in-plant  testing  facility 
Reduces  off  the  job  time  to  less  than  1 hour 
Reduces  your  cost  by  50%  or  more 
Screening  is  tailored  to  your  specific  needs 


The  Mediscreen  on-site  medical  screening  method  is  convenient,  fast,  and  economical. 
Five  minutes  after  a radio  controlled,  fully  staffed,  self-sustaining  Mediscreen  unit 
rolls  into  your  parking  area  it  is  ready  to  start  examinations. 
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UNSTABLE  DIABETES  MELLITUS  - 
UNRECOGNIZED  IATROGENESIS 


Arlan  L.  Rosenbloom,  M.D. 
Beverly  Giordano,  R.N. 


Introduction 

As  the  actor  or  playwright  revisits  his  Shake- 
speare, the  musician  or  composer  his  Beethoven, 
and  the  painter  his  Rembrandt,  the  physician 
contemplating  his  management  of  persons  with 
insulin-dependent  diabetes  mellitus  must  redis- 
cover his  own  seminal  classic  source,  Somogyi. 
The  artistic  analogy  is  perhaps  best  drawn  to 
architecture;  Mies  van  der  Rohe  exposed  the 
functional  and  structural  anatomy  unadorned 
and  told  us  that  less  (architectural  affectation) 
was  more  ( beauty ) . Somogyi  explored  the  physi- 
ology of  diabetes  metabolism  and  informed  us 
that  more — insulin — could  be  less — stability:1-3 

. . unstable  diabetes  is  not  an  idiopathic 
entity,  but  a direct  consequence  of  excess 
insulin  action.” 

. . patients  treated  with  such  doses  of  in- 
sulin that  can  cause  hypoglycemic  episodes 
show  a consistent  pattern  of  periodic  ebb 
and  tide  in  the  extent  of  glycosuria,  the  high- 
est glycosuric  tides  always  occurring  in  the 
wake  of  frank  hypoglycemic  reactions;  but 
it  must  be  noted  that  substantial  flare-ups 
of  glycosuria  take  place  even  after  symp- 
tomless, mild  degrees  of  hypoglycemia.” 

“.  . . who  can  draw  a sharp  line  of  demarca- 
tion between  the  group  of  explicitly  unstable 
patients  and  many  others  who  suffer  hypo- 
glycemic reactions  of  variable  frequency 
and  severity?” 
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College  of  Medicine,  and  Director  of  the  North  Florida  Regional 
Diabetes  Program,  Gainesville,  Florida. 

Ms.  Giordano  is  a Diabetes  Nurse  Specialist,  North  Florida 
Regional  Diabetes  Program,  Gainesville. 

This  study  was  supported  by  the  Division  of  Children’s  Medical 
Services  Program  of  the  Florida  Department  of  Health  and  Re- 
habilitative Services. 


. . anyone  who  is  unaware  of  the  para- 
doxical fact  that  hypoglycemia  begets  hy- 
perglycemia (and  also  ketosis) — ie,  that  ex- 
cess insulin  action  exacerbates  the  diabetic 
syndrome — will  be  prompted  to  combat  the 
hypoglycemia-induced  glycosuric  tide  by 
stepping  up  the  insulin  dosage.  A vicious 
cycle  leading  to  higher  and  higher  insulin 
dosages  ensues  . . .” 

“.  . . hypoglycemia  constitutes  a stressor 
agent,  fraught  with  the  danger  of  alarm  and 
adaptation  diseases.” 

. . it  is  evident  that  hypoglycemic  epi- 
sodes, the  state  of  unstable  diabetes,  and 
stress  and  alarm  reactions  do  not  represent 
separate  problems  in  the  insulin  therapy  of 
diabetes;  the  agent  provocateur  that  ushers 
in  all  of  these  phenomena  is  one  and  the 
same  factor:  the  iatrogenic  hyperinsulin- 
ism” 

It  is  difficult  to  improve  upon  either  the  quality 
of  the  classical  insights  or  the  passion  of  their 
authors’  advocacy,  and  yet  overtreatment  remains 
the  major  error  in  the  management  of  insulin- 
dependent  diabetes  mellitus.  Its  frequency  un- 
derscores the  dangers  of  a rigid  control  men- 
tality4 and  the  difficulty  monitoring  diabetic  con- 
trol in  practice.6-6 

Clinical  Study 

We  have  recently  completed  a review  of  over 
100  patients  followed  for  over  one  year  at  suffi- 
ciently frequent  intervals  to  document  clinical 
criteria  for  insulin  overdosage.7  In  considering 
only  those  patients  with  established  diabetes,  ie, 
beyond  the  first  year  of  varying  insulin  require- 
ment, we  have  been  able  to  determine  the  fre- 
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Diagrammatic  representation  of  the  rebound  phenomenon  from  overtreatment  with  insulin 


quency  of  overtreatment,  the  clues  to  its  presence, 
circumstances  leading  to  its  development,  and 
problems  in  reduction  of  insulin  dose.  We  have 
considered  only  chronic  overtreatment,  defined 
by  us  as  that  which  lasts  longer  than  a month 
and  is  associated  with  two  or  more  clinical  clues 
which  clear  with  insulin  dose  reduction  of  10% 
or  greater. 

Ninety  percent  of  the  youngsters  referred  to 
us  for  diabetic  instability  are  unstable  because 
they  are  receiving  excessive  amounts  of  insulin. 
Sixty  percent  of  those  referred  for  education  or 
evaluation  of  psychological,  growth,  or  other 
problems,  are  also  overtreated,  and  nearly  half 
of  those  who  were  followed  in  our  program 
from  the  start  of  therapy  became  overtreated 
more  or  less  under  our  surveillance. 

Why  is  it  so  easy  to  overtreat  a youngster  with 
diabetes?  Simply  put,  few  physicians  recognize 
the  paradoxical  fact  that  “.  . . hypoglycemia  be- 
gets hyperglycemia”  and  consider  the  Somogyi 
effect  to  be  a rare  and  dramatic  occurrence  rather 
than  a common  phenomenon  in  day-to-day  prac- 
tice. They  seek  chemical  confirmation  of  the 
rebound  phenomenon,  confirmation  which  is 


rarely  attainable.  Our  thesis  is  that  overinsulini- 
zation  is  a clinical  diagnosis  dependent  for  its 
detection  on  patient  and  systematic  history  tak- 
ing. The  clinical  clues  derived  in  this  endeavor, 
by  their  multiplicity  and  paradoxical  nature,  sel- 
dom brook  an  explanatory  alternative  to  over- 
insulinization. 

The  mechanism  of  the  insulin-induced  insta- 
bility syndrome  (Figure  1)  can  now  be  con- 
structed from  a number  of  studies  to  conform  to 
the  hypothesis  set  down  by  Somogyi.2  The  fall- 
ing blood  sugar  level  resulting  from  insulin  action 
stimulates  catecholamines,  growth  hormone, 
ACTH,  cortisol,  and  glucagon  responses  which, 
in  turn,  stimulate  lipolysis,  gluconeogenesis,  and 
glycogenolysis  to  correct  the  hypoglycemia. 
These  hormones  result  in  a rise  in  blood  glucose 
and  in  an  increased  supply  of  free  fatty  acids 
with  the  stimulation  of  hepatic  ketogenesis.  In 
the  normal  individual  the  rise  in  blood  glucose 
would  cause  compensatory  insulin  release,  medi- 
ating these  effects,  but  in  the  absence  of  this 
counter-regulation  in  diabetes  there  are  gluco- 
suria  and  ketonuria.  The  period  of  hypogly- 
cemia that  produces  this  response  may  be  very 
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brief,  and  is  usually  asymptomatic.  Thus  all  one 
usually  finds  are  the  features  of  the  rebound  hy- 
perglycemic (and/or  ketonuric)  tide.  If  this  is 
seen  as  an  indication  for  more  insulin,  a vicious 
cycle  is  established  which  can  lead  to  greater  in- 
stability. 

In  our  study  we  have  identified  the  following 
indicators  of  overtreatment,  presented  in  their 
approximate  order  of  frequency: 

1.  Obvious  hypoglycemic  episodes,  most  likely 
to  occur  in  mid-afternoon  and  early  morning 
(2-4  a. m.)  Severe  hypoglycemia  usually 
results  in  either  collapse  or  convulsions. 
Milder  hypoglycemia  results  in  hunger  and 
catecholamine  surge,  which  produce  a num- 
ber of  characteristic  features. 

2.  Polyuria,  nocturia,  or  enuresis  which  ap- 
pear to  be  paradoxic,  ie,  they  occur  on  an 
acceptable  dose  of  insulin  and/or  after 
dosage  increases. 

3.  Excessive  appetite  and  constant  hunger, 
usually  associated  with  weight  gain.  This 
problem  leads  to  a spectacular  bind  for  the 
youngster,  a bind  which  is  enhanced  by  the 
general  lack  of  appreciation  for  the  chain 
of  events.  For  years  youngsters  have  been 
telling  us  that  when  they  have  a high  blood 
glucose  from  eating  too  much  they  have 
symptoms  of  headache,  dizziness,  weakness, 
etc.,  symptoms  that  sound  suspiciously  like 
hypoglycemia,  and  tend  to  occur  with  ex- 
ercise or  at  times  of  peak  insulin  effect. 
What  we  now  recognize  to  be  happening  is 
that  the  symptoms  really  are  due  to  hypo- 
glycemia with  an  attendant  driving  hunger. 
This  hunger  is  far  more  powerful  than  or- 
dinary hunger  and  leads  to  eating  beyond 
the  requirement  to  correct  the  hypogly- 
cemia. Together  with  the  rebound  effect, 
this  overeating  results  in  a post-hypogly- 
cemic glucosuric  and  often  ketonuric  tide. 
Because  the  hypoglycemic  phase  is  a state 
of  autonomic  shock,  urine  is  only  obtained 
in  the  rebound  phase,  and  thus  the  symp- 
toms are  erroneously  attributed  to  “high 
sugar”  and  blamed  on  the  luckless  and  often 
guilt-ridden  youngster  who  is  left  to  figure 
out  how  he  can  develop  enough  willpower 


to  resist  the  fife-saving  impulse  to  “cheat” 
on  his  diet. 

4.  Headaches.  The  timing  is  likely  to  be  at 
peak  insulin  effect  or  before  meals.  They 
are  likely  to  be  relieved  by  eating,  and  they 
are  usually  of  a bursting  nature  from  the 
inside,  rather  than  the  tension-type  head- 
aches pressing  from  the  outside. 

5.  Hepatomegaly.  This  is  a previously  un- 
recognized sign  of  insulin  overtreatment 
which  we  have  found  in  one-third  of  our 
overtreated  patients. 

6.  Wide  fluctuation  in  urine  glucose  concentra- 
tions, especially  overnight.  Typical  rebound 
pattern  involves  going  to  bed  with  gluco- 
suria  of  1 % or  less  and  waking  up  with 
large  glucosuria  and/or  ketonuria. 

7.  High  fasting  blood  sugar  level  resulting 
from  overnight  rebound. 

8.  Frequent  bouts  of  ketosis  or  ketoacidosis, 
often  with  near  normal  CO2  concentration, 
and  easily  treated.  However,  severe  epi- 
sodes of  ketoacidosis  can  develop  if  vomit- 
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ing  is  prominent.  Sudden  onset  of  the  keto- 
acidosis is  typical. 

9.  Mood  swings,  irritability. 

10.  Exercise  intolerance  leading  to  chronic  non- 
participation. 

11.  Absence  of  rationale  for  prior  dosage  in- 
creases. 

12.  Ketonuria  without  glucosuria.  It  must  be 
remembered  that  little  insulin  is  required 
to  prevent  ketosis  and  that  the  appearance 
of  ketosis  in  a youngster  receiving  adequate 
doses  of  insulin  is  either  due  to  illness,  emo- 
tional upset,  omitting  insulin,  or  rebound. 
Ketosis  without  glucosuria  is  always  re- 
bound. 

13.  Worsening  of  the  youngster’s  symptoms 
with  increasing  dose,  multiple  dose,  or  other 
maneuvers  to  achieve  control. 

14.  Weakness  and  dizzy  spells. 

15.  Decreasing  school  performance,  especially 
at  those  times  of  day  when  insulin  is  most 
likely  to  have  a hypoglycemic  effect,  such 
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as  the  class  before  lunch  or  the  last  class 
of  the  day  in  early  mid-afternoon. 

16.  Nightmares,  night  terrors,  or  night  sweats 
due  to  catecholamine  surge.  The  infant 
may  wake  up  screaming  or  irritable. 

17.  Growth  failure  and  maturational  delay. 
When  associated  with  hepatomegaly  and 
weight  gain,  this  is  called  the  Mauriac  syn- 
drome.8 

18.  Abdominal  pain,  constipation. 

19.  Weight  loss  if  the  youngster  is  spending 
most  of  his  time  in  rebound  ketosis. 

20.  Visual  problems.  We  have  seen  refraction 
change  frequently,  blurring  of  vision,  and, 
in  one  youngster  receiving  over  2 units  per 
kilogram  body  weight  per  day,  cataract  de- 
velopment. 

21.  Edema  of  the  extremities. 

22.  Paradoxical  improvement  of  the  diabetes 
symptoms,  eg,  polyuria,  glucosuria,  keto- 
nuria, with  febrile  illness.  Since  illness 
should  increase  the  insulin  requirement,  it 
could  be  presumed  that  the  youngster’s 
overdose  is  now  an  appropriate  dose  during 
this  time  of  increased  need. 

The  situations  and  attitudes  likely  to  lead  to 
overtreatment  include: 

1.  Fixation  on  a single  mode  of  insulin  ad- 
ministration for  all  patients,  either  once  a 
day  or  twice  a day,  or  fixed  proportions  of 
intermediate  and  short-acting.  There  are 
no  data  to  support  the  notion  that  all  young- 
sters require  twice-a-day  insulin  or,  equally, 
that  no  youngster  requires  twice-a-day  in- 
sulin. It  is  likely,  however,  that  most  of 
the  examples  of  requirement  for  twice-a-day 
insulin  represent  unrecognized  overnight  re- 
bound hyperglycemia. 

2.  Reliance  on  urine  tests  to  make  daily  in- 
sulin dose  adjustments. 

3.  Failure  to  appreciate  the  role  of  emotional 
factors  in  precipitating  instability.  This 
leads  to  the  interpretation  of  acute  increased 
requirement  as  a guide  to  chronic  increases. 

4.  Developing  the  attitude  that  control  of  the 
diabetes  means  absence  of  glucose  in  the 
urine,  and  that  this  is  possible  in  everyone, 
and  that  this  will  prevent  vascular  manifes- 
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tations.  This  causes  compulsive  attempts 
which  turn  out  to  be  counter-productive, 
leading  to  worse,  not  better,  diabetic  con- 
trol because  of  the  rebound  phenomenon. 

5.  Checking  blood  glucose  concentrations  peri- 
odically and  using  these  to  change  the  in- 
sulin dosage  There  are  many  factors  that 
influence  the  blood  sugar  level,  and  it  is 
seldom  possible  to  utilize  these  data  out  of 
context  with  the  far  more  important  his- 
torical information. 

6.  As  with  emotional  turmoil,  it  is  not  uncom- 
mon to  have  a period  of  recurrent  infections 
with  increased  insulin  requirement  resulting 
in  chronic  overdosage. 

7.  Hospitalization  of  a youngster  to  achieve 
control  of  the  diabetes  is  indicated  only  in 
the  most  intolerable  situations  where  domes- 
tic variables  need  to  be  sorted  out. 

We  reduce  the  insulin  dose  to  the  pre-over- 
treatment dose  or  to  the  usual  dose  of  0.6-0.7 
units  per  kilogram  body  weight  per  day.  If  an 
insulin  mix  has  been  used  for  uncertain  reasons, 
we  use  all  NPH  or  all  Lente.  In  about  one-fifth 
of  the  youngsters  with  chronic  overinsulinization 
there  may  be  a several  weeks’  period  of  increased 
glucosuria  and  ketonuria  following  insulin  dose 
reduction,  and  hypoglycemic  symptoms  may  ac- 
tually increase  or  emerge  for  the  first  time,  indi- 
cating a need  for  prompt  and  further  reduction 
in  decrements  of  10-20%  at  four  to  ten-day  in- 
tervals. Reduction  of  the  insulin  dose  may  be 
extremely  difficult  in  some  individuals  who  are 
resistant  to  change  and  may  have  become  over- 
treated through  their  own  rigid  concepts  of  con- 
trol or  who  are  receiving  secondary  gain  from 
the  instability.  Typical  of  such  a patient  was  a 
young  man  who  was  using  his  diabetes  instability 
as  a means  of  avoiding  an  unpleasant  school 
situation.  When  his  insulin  dose  was  reduced 
from  68  to  66  units,  a physiologically  insignificant 
change,  he  developed  mild  ketoacidosis  with 
vomiting,  although  this  was  not  one  of  his  prior 
clues.  Slow  insulin  reduction  was  punctuated 
by  many  such  episodes  and  a marked  increase 
in  glucosuria  and  ketonuria.  Ultimately,  how- 
ever, on  36  units  of  NPH  daily  he  had  slight  glu- 
cosuria and  better  exercise  tolerance  than  at  any 
time  during  his  five  years  of  diabetes.  In  con- 
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trast,  a teenage  girl  who  had  been  receiving  80 
units  of  PZI  was  reduced  immediately  to  50  units 
and  a week  later  to  40  units  Lente  without  diffi- 
culty. 

Discussion 


The  phenomenon  of  post-hypoglycemic  hyper- 
glycemia had  been  recognized  from  the  start  of 
insulin  therapy9  and  its  mechanism  via  the  adren- 
alin response  implicated  by  animal  studies  soon 
thereafter.10  Somogyi  conjectured  that  pituitary 
and  adrenal  cortical  hormones  were  also  involved 
in  the  insulin  resistant  state  that  follows  induced 
hypoglycemia.2  Bloom  et  al  substantiated  insu- 
lin resistance  during  the  rebound  hyperglycemic 

ii 

The  first  studies  in  children  and  adolescents 
emphasized  the  vast  range  of  manifestations  of 
insulin  overtreatment.12  In  addition  to  stupefy- 
ing brain-damaging  hypoglycemia,  dizziness, 
temper  tantrums,  school  concentration  difficulties, 
weakness,  headache,  ravenous  appetite,  and 
rapid  fluctuation  in  glucosuria  and  ketonuria 
were  described.  Bruck  and  MacGillivray  empha- 
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sized  the  difficulty  in  identifying  the  problem  by 
routine  measures.  They  documented  that  the 
hypoglycemic  phase  could  be  so  brief  as  to  be 
missed  by  hourly  glucose  determinations,  or  that 
it  could  last  as  long  as  a day,  and  that  the  in- 
sulin-resistant hyperglycemic  phase  could  last  as 
long  as  a week.  Thus,  the  inability  to  document 
the  rebound  phenomenon  by  urine  testing  or 
intermittent  blood  glucose  testing  cannot  be  con- 
sidered a potent  argument  against  its  presence. 

Bruck  and  MacGillivray  present  an  in- 
teresting youngster  who  entered  their  clinical 
research  study  of  unstable  diabetes  involving 
hourly  blood  sampling  for  glucose  and  hor- 
monal levels,  together  with  urinary  catecho- 
lamine and  acetone  determinations.13  This 
ten-year-old  boy,  with  a five-year  history  of 
diabetes,  was  receiving  1.4  units  of  insulin 
per  kilogram  body  weight  per  day.  In  the 
first  couple  of  hours  of  hospitalization  his 
blood  glucose  level  dropped  to  50,  and  dur- 
ing the  subsequent  days  varied  between  300 
and  700.  He  had  very  high  growth  hormone 
and  cortisol  peaks,  and  the  catecholamines 


in  the  urine  were  markedly  elevated  during 
this  rebound  period.  Acetonuria  was  also 
prominent.  The  only  symptom  of  hypogly- 
cemia this  youngster  had  had  in  the  previous 
year  was  dizziness  with  perspiration  before 
lunch  on  a couple  of  occasions.  Despite  this 
remarkable  metabolic  perturbation  demon- 
strated in  the  clinical  ' research  center,  this 
youngster  did  not  spill  glucose  at  home  or 
when  seen  in  the  clinic  several  times  a year, 
and  he  had  never  shown  acetone.  He  was, 
in  fact,  admitted  to  the  study  as  a control 
because  he  was  considered  one  of  the  best 
regulated  and  most  cooperative  and  dis- 
ciplined patients  in  the  diabetes  clinic. 

The  unstable  patients  in  these  authors’  reports 
show  no  more  dramatic  demonstration  of  the 
rebound  phenomenon.  Seven  of  the  eight  pa- 
tients studied  were  receiving  greater  than  1 unit 
insulin  per  kilogram  body  weight  per  day — a 
dose  we  now  consider  a further  clue  to  over- 
treatment. 

Baker  and  colleagues14  have  demonstrated  the 
effect  of  anxiety  on  increasing  the  blood  glucose 
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and  ketogenic  free  fatty  acids;  the  ability  to 
block  this  effect  with  beta  adrenergic  blocking 
agents  indicates  that  it  is  a function  of  catecho- 
lamine release.  One-fourth  of  our  overtreated 
patients  developed  the  problem  because  of  re- 
peated, emotionally-induced  hyperglycemia  and 
ketosis  thought  to  indicate  a need  for  chronically 
increased  insulin  treatment. 

The  frequent  inability  to  demonstrate  the  hy- 
poglycemic phase  by  episodic  urinary  glucose 
concentration  tests  deserves  repeated  emphasis. 
Blood  glucose-urinary  glucose  concentration  com- 
parisons we  have  made  at  our  camp  for  children 
and  youth  with  diabetes6’15  further  devastate  any 
rationale  for  depending  exclusively  on  urine 
glucose  determinations  to  adjust  insulin  dose  or 
to  assess  control.16  Taken  one  step  further,  not 
only  does  glucosuria  fail  to  accurately  reflect 
blood  glucose  levels,  but  the  episodic  determina- 
tion of  blood  glucose  concentration  itself  can  be 
quite  misleading  in  the  rise  and  fall  of  the  re- 
bound state. 

Liver  enlargement  resulting  from  excess  insulin 
has  rarely  been  noted  and  has  been  thought  to 
be  an  unusual  manifestation  when  the  associa- 
tion has  been  recognized.17’19  When  hepato- 
megaly is  associated  with  growth  failure  and 
maturational  delay,  cushingoid  obesity,  and  un- 
stable diabetes,  the  condition  is  termed  Mauriac 
syndrome,8  but  the  etiopathogenesis  from  insulin 
excess  has  not  been  directly  stated.  Nonetheless, 
in  reports  from  the  literature  there  is  impressive 
evidence  for  overtreatment.  Several  of  our  over- 
treated patients  who  have  shown  this  syndrome 
have  had  marked  improvement  when  insulin 
dose  was  reduced.  Marble  and  White  described 
60  youngsters  with  severe  uncontrollable  diabetes 
who  had  hepatomegaly;  four-fifths  of  them  had 
frequent  bouts  of  ketosis  alternating  with  severe 
hypoglycemia,  and  an  equal  percent  had  severe 
short  stature  with  maturational  delay.20  The 
mortality  rate  in  this  population  was  10%. 

The  patient  described  by  LaSalle  and  Chicoine 
had  extremes  of  blood  glucose  concentration  from 
19-522  mg/dl,  hypertension,  edema,  hepato- 
megaly, marked  growth  failure,  sexual  imma- 
turity at  age  13^4  years,  cushingoid  facies  with 
mild  obesity,  retarded  bone  age,  and  osteo- 
porosis.21 When  here  insulin  dose  was  reduced 
from  65  units  (40  NPH/25  regular)  to  20  units 
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NPH,  there  was  complete  clearing  of  the  abnor- 
malities, sexual  maturation,  and  two  years’ 
height-age  gain  over  the  subsequent  year.  Guest 
recognized  the  association  of  the  Mauriac  syn- 
drome with  alternating  ketosis  and  hypoglycemic 
reactions  and  recommended  a less  rigorous  at- 
tempt at  diabetic  control  as  curative.8’22  He  cited 
a report  that  he  felt  provided  an  explanation  for 
growth  failure  and  cushingoid  obesity  in  such 
patients;  marked  increase  in  corticosteroid  ex- 
cretion had  been  demonstrated  during  a period 
of  “tight”  control  in  the  reported  case,  but  there 
was  no  increase  when  just  enough  insulin  was 
provided  to  prevent  ketosis.23 

Hypercholesterolemia  in  these  individuals20’21 
and  the  serious  mortality  in  those  cases  reported 
from  the  early  days  of  insulin  therapy20  empha- 
size the  gravity  of  what  Guest22  called  the  “alarm 
and  adaptation”  responses  in  a disorder  that 
causes  its  undue  mortality  principally  via  coro- 
nary artery  disease. 

Nor  must  the  potential  harm  of  subtle  hypo- 
glycemia to  the  brain  be  ignored.  Flender  and 
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Health  care  doesn't 
need  more  red  tape 


THERE AREA 
LOT  OF  PEOPLE 
GETTING  BETWEEN 
YOU  AND  MIR 
PATIENT. 

Medicine  today  is  in  the  spotlight,  subjected  to  all 
inds  of  scrutiny.  Your  control  over  patient  therapy  is 
dng  monitored,  judged  and  occasionally  abrogated, 

: >metimes  by  unknown  third  parties. 

The  worry  is  that  in  the  wake  of  this  focus,  the  rela- 
onship  between  you  and  your  patient  will  be  weakened, 

Ii'ithout  offsetting  benefits.  Consider  three  examples: 

Drug  Substitution  In  most  states,  pharmacy  laws, 

!‘gulations  or  professional  custom  stipulate  that  your 
on-generic  prescriptions  be  filled  with  the  precise  prod- 
cts  you  prescribe.  But  in  the  last  five  years,  a dozen  or 
lore  State  laws  have  been  changed,  permitting  the  phar- 
lacist  in  most  cases  to  select  a product  of  the  same 
eneric  drug  to  fill  any  prescription. 

Ironically,  this  dilution  of  physician  control  has 
iken  place  against  a background  of  growing  evidence 
lat  purportedly  equivalent  drug  products  may  be  in- 
quivalent,  since  neither  present  drug  standards  nor  their 
nforcement  are  optimal.  In  fact,  the  FDA  itself  says  it 
' as  not  enforced  the  same  standards  for  hundreds  of 
follow-on”  products  that  it  had  applied  to  the  original 
4DA  approvals.  Thus  physician  control  over  patient 
herapy  is  being  eroded  with  a risk  that  patients  may  be 
xposed  to  drugs  of  uncertain  quality. 

The  major  advertised  claim  for  substitution  is  reduced 
description  prices  for  consumers.  Yet  no  documentation 
)f  any  significant  savings  has  been  produced. 

MAC  Maximum  Allowable  Cost,  MAC  for  short,  is 
i Federal  regulation  designed  to  cut  the  Government’s 
Irug  bill  by  setting  price  ceilings  for  drugs  dispensed  to 
Medicare  and  Medicaid  patients.  Unless  theprescriber 
certifies  on  the  prescription  that  a particular  product  is 
medically  necessary,  the  Government  intends  to  pay  only 
for  the  cost  of  the  lowest-priced,  purported ly-equivalent, 


generally-available  product.  The  effect  of  the  program 
may  be  that  elderly  and  indigent  patients  will  be  restricted 
to  products  which  someone  in  Washington  believes  are 
priced  right.  Practicing  doctors  will  have  little  to  say  about 
administration  of  the  program,  since  Government  will 
have  absolute  authority  to  make  its  choices  stick. 

The  drug  lag  The  future  of  drug  and  device  re- 
search depends  upon  a scientific  and  regulatory  environ- 
ment that  encourages  therapeutic  innovations.  The 
American  pharmaceutical  industry  annually  is  spending 
more  than  $ 1 billion  of  its  own  funds  and  evaluating 
more  than  1 ,200  investigational  compounds  in  clinical 
research.  Disease  targets  include  cancer,  atherosclerosis, 
viruses  and  central  nervous  system  disorders,  among 
others.  But  there  is  a major  barrier  to  the  flow  of  new 
drugs  to  your  patients:  The  cost  of  the  research  is  more 
than  ten  times  what  it  was,  per  product,  in  1962;  and 
whereas  governmental  clearance  of  new  drug  applica- 
tions took  six  months  then,  it  commonly  consumes  two 
years  now. 

The  FDA  needs  adequate  time,  of  course,  to  consider 
data.  But  it  is  equally  clear  that  the  present  approval  proc- 
ess contributes  to  needless  delay  of  needed  therapy. 
That’s  why  the  increased  efficiency  of  the  drug  approval 
process  is  vital  to  all  our  futures. 

If  these  issues  concern  you,  we  suggest  that  you  make 
your  voice  heard— among  your  colleagues  and  your  repre- 
sentatives in  State  legislatures  and  in  Washington. 

It  could  make  a difference  in  your  practice  tomorrow. 


Ill 
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Lifshitz  have  recently  reported  that  the  intel- 
lectual performance  of  youngsters  with  diabetes 
is  better  at  hyperglycemic  blood  glucose  levels 
(150-300  mg/dl)  than  at  ostensibly  normal 
levels.24 

Our  studies  have  emphasized  the  dangers  in- 
herent in  the  philosophy  that  “tight”  diabetic 
control  will  prevent  or  delay  the  progession  of 
the  renal  and  retinal  microvascular  disease 
characteristic  of  the  majority  of  patients  with 
insulin-dependent  diabetes  mellitus.4’16  The  mea- 
ger evidence  on  either  side  of  this  issue  reflects 
the  impossibility  of  grading  control  over  short 
periods,  let  alone  as  a chronic  effort.5,6,15’25 
Whether  the  microvascular  changes  are  predomi- 
nantly an  inherent  feature  of  the  diabetes26,27  or 
principally  a result  of  the  metabolic  derange- 
ment,28,29 all  would  agree  on  the  objective  of  the 
best  glycemic  control  possible.  However,  this 
desire,  when  coupled  with  failure  to  recognize 
that  “hypoglycemia  begets  hyperglycemia,”  can 
result  in  harmful  iatrogenesis. 

A seven-year-old  youngster  was  admitted 
to  a university  center  for  regulation  of  her 
diabetes.  She  had  had  diabetes  for  five 
years.  Started  on  twice-a-day  insulin  for  a 
total  of  14  units  per  day  (0.6  units/kg), 
she  was  subsequently  increased  to  21  units 
per  day  (0.9  units/kg)  because  of  continued 
glucosuria.  After  one  week  she  developed 
transient  hemiparesis  with  Dextrostix  glu- 
cose measurements  under  60  mg%;  four  days 
later  she  again  had  hemiparesis  with  pro- 
longed lethargy  for  over  a day.  During  that 
episode  her  Dextrostix  measurement  was  45 
mg%.  Because  of  persistent  glucosuria  she 
was  discharged  on  30-35  units  insulin  per 
day  (1.3- 1.5  units/kg),  an  incredible  and 
unjustifiable  management. 

Conclusion 

We  have  found  that  overzealous  control  efforts 
which  are  blind  to  the  pervasive  presence  of  the 
Somogyi  effect  can  be  counter-productive.  This 
may  be  in  more  ways  than  simply  the  greater 
diabetic  instability  induced,1'3  or  even  the  di- 
minished intellectual  performance.24  Insurance 
and  industrial  data  indicate  a greater  mortality 
among  both  controlled  and  poorly  controlled  pa- 
tients receiving  larger  doses  of  insulin.30,31 


Guest’s  warning  remains  pertinent:  “Thus  there 
is  reason  to  believe  that  wide  and  abrupt  fluctu- 
ation between  hyper-  and  hypoglycemia  and 
periodic  development  of  ketosis,  constitute  situ- 
ations of  stress  with  attendant  mutually  aggra- 
vating metabolic  derangements  that  have  far 
reaching  deleterious  consequences.”22 
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CAN  HEALTH  CARE  REGULATORS  BENEFIT  FROM 
THE  REGULATORY  PRINCIPLES  OF  THE 
PUBLIC  UTILITY  INDUSTRY? 


Regulatory  influences  have  virtually  converted 
today’s  health  care  delivery  system  into  a com- 
plex network  which  is  similar  in  many  respects  to 
the  public  utility  industry.  It  is  important  for  health 
care  regulators  to  recognize  these  similarities  and 
consider  adaptation  of  the  regulatory  concepts 
which  have  served  the  public  utility  industry  fairly 
for  decades.  Especially  worthy  of  consideration 
is  the  basic  responsibility  of  public  utility  regula- 
tory agencies  for  the  financial  stability  of  each 
member  of  the  system. 


Today,  overwhelming  and  inexorable  forces 
are  being  brought  to  bear  upon  hospitals  to  im- 
prove the  quality  of  care  while  holding  costs 
down.  Throughout  the  nation,  hospitals  are 
subjected  to  influences  originating  with  groups 
who  often  work  at  cross-purposes.  Each  group 
is  oriented  towards  a small  segment  of  hospital 
operations,  and  it  is  this  restricted  orientation 
which  now  undermines  the  financial  viability  of 
the  health  care  system. 

On  the  one  hand,  there  are  rate  setting  com- 
missions, third  party  payers,  and  other  organiza- 
tions which  scrutinize  patient  care  costs  with 
increasingly  critical  eyes,  confronting  any  hos- 
pital that  violates  pre-set  fiscal  limitations.  On 
the  other  hand  are  the  peer  review  groups,  ac- 
creditation and  licensing  bodies  in  boundless 
number,  plus  a plethora  of  medical  specialty  or- 
ganizations, all  insisting  on  a maximum  of  that 
intangible  commodity,  “quality  health  care,” 
without  respect  for  the  cost  implications  of  their 
demands. 

Through  extensive  experience  in  both  areas, 
we  view  these  developments  as  particularly  sig- 
nificant— a glaring  signal  that,  more  and  more, 
the  health  service  delivery  system  is  becoming 
functionally  and  administratively  similar  to  the 
public  utility  industry.  Specifically,  public  utili- 

Mr.  Hickey  is  the  manager  of  Alexander  Grant  & Company,  a 
Chicago-based  accounting  firm. 
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ties  and  health  services  today  share  four  major 
similarities: 

1.  Both  provide  essential  public  services. 

2.  Both  have  controlled  access  to  an  operating 
franchise. 

3.  Both  are  subject  to  external  control  by  regu- 
latory agencies. 

4.  Both  are  subject  to  significant  fiscal  controls 
by  external  organizations. 

With  these  basic  similarities  in  mind,  it  is 
somewhat  enigmatic  that  utilities,  by  and  large, 
are  today  not  only  viable,  but  thriving,  whereas 
many  hospitals  are  staggering  under  the  weight 
of  external  regulatory  pressures.  This  “mystery” 
rapidly  dissolves,  however,  with  an  inspection  of 
the  three  essential  contrasts  that  differentiate 
utilities  from  health  care  services.  These  differ- 
ences can  be  seen  most  readily  in  Table  1. 

Given  the  strong  similarities  shared  by  these 
two  industries,  it  is  interesting  to  speculate  as  to 
why  their  respective  regulatory  authorities  have 
produced  such  divergent  philosophies  concern- 
ing their  role  in  assuring  the  present  and  future 
financial  viability  of  the  industries.  The  first  two 
contrasts  contained  in  the  table  bear  no  relevance 
to  the  financial  needs  of  either  industry;  they 
merely  represent  differing  characteristics  of  each 
industry  and  the  nature  of  services  provided. 
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TABLE  1 

ESSENTIAL  CONTRASTS  BETWEEN  HEALTH  CARE  AND  PUBLIC  UTILITY  SYSTEMS 


HOSPITALS 

1.  Provide  multiple  services,  making  the  delivery 
system  relatively  complex. 

2.  As  a consequence  of  the  complex  delivery  sys- 
tem, hospitals  do  not  have  specific  geographic 
franchise  areas.  Rather,  by  operation  of  licens- 
ing authorities  and  other  mechanisms  (certifi- 
cate of  need  process,  for  example)  the  ten- 
dency is  to  give  franchise  to  the  services  of- 
fered, as  opposed  to  rendering  service  to  a 
particular  geographic  area. 

3.  Regulatory  agencies  have  no  mandate  or  re- 
sponsibility to  assure  the  financial  health  of 
the  individual  constituents  of  the  health  care 
delivery  system. 


PUBLIC  UTILITIES 

1.  Provide  a simple  service,  ie,  electricity  or  gas. 

2.  Granted  specific  geographic  franchise  areas. 


3.  By  legal  precedent,  public  utility  regulators  are 
required  to  balance  service  needs  of  utility 
customers  with  the  financial  needs  of  the  utilities 
themselves. 


However,  the  third  contrasting  element  in  this 
table  cannot  be  attributed  to  industry  charac- 
teristics or  the  services  provided. 


DICTOGRAPH 
SECURITY  itl 
SYSTEMS  I S 


BURGLAR/SMOKE/FIRE 
ALARM  PROTECTION 

RESIDENTIAL  & COMMERCIAL 
PROTECTION  SPECIALISTS 

• One  of  the  largest  Security  Systems 

Specialists  in  the  World 

• Highly  unique  surveillance  programs 

incorporating  Closed  Circuit  TV 

• Central  Station  Service 

• Financing  Available 

• Installation  by  Trained  Technicians 

125  OFFICES  WORLD-WIDE 

Call  Collect  tor  Local  Service  7 days  a Week  — 24  hours  a day 

ACCURATE  ALARM  SYSTEMS,  INC. 

2502  Silverside  Road 
Wilmington,  Delaware  19810 

(302)  478-9520 


The  responsibility  of  public  utility  regulators 
is,  simply  stated,  to  assure  the  quality  of  service 
to  rate-payers  and  to  approve  rates  which  will 
maintain  an  adequate  return  to  utility  capital. 
In  stark  disparity,  regulators  of  the  health  care 
delivery  system  place  an  unbalanced  emphasis 
upon  quality,  and  generally  disregard  the  effects 
of  costs  occasioned  by  improved  quality  or  avail- 
ability of  service.  Even  more  severe  is  the  ab- 
sence of  responsibility  on  the  part  of  any  health 
care  regulator,  or  group  of  regulators,  to  oversee 
the  financial  health  of  hospitals  and  approve  cor- 
rective measures  where  warranted.  Irrespective 
of  a hospital’s  status  as  proprietary  or  not-for- 
profit,  the  need  for  adequate  capital  replenish- 
ment exists;  blithe  disregard  of  the  problem  can 
only  result  in  a future  crisis  which  individual 
hospitals  will  be  unable  to  resolve. 

Conclusion 

It  is  clear  that,  either  inadvertently  or  by  de- 
sign, regulators  are  transforming  the  health  care 
delivery  system  into  an  intricate  public  utility 
network.  Perhaps  now  is  the  time  for  health 
care  regulators  to  look  to  the  principles  of  public 
utility  regulation  as  a model  and  adopt  the  con- 
cept that  those  who  mandate  the  structure  of  the 
delivery  system  must  also  stand  accountable  for 
its  continuing  financial  vitality. 
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BONE  SCANNING 

Presented  at  a Wilmington  Medical  Center  confer- 
ence October  12,  1976 

Radionuclide  bone  scanning  is  one  of  the  most 
rapidly  increasing  scanning  procedures,  and  in 
many  institutions  is  the  most  frequently  ordered 
nuclear  medicine  procedure  at  this  time.  The 
main  reason  for  its  preferential  use  over  bone 
x-rays  is  the  fact  that  roentgenographic  changes 
in  trabecular  bone  are  slow  to  develop,  and 


FIGURE  1 

Normal  bone  scan  made  with  99mTc-Pyrophos- 
phate,  anterior  view. 


lesions  must  be  about  1.5  cm  in  diameter  before 
they  can  be  appreciated  roentgenographically. 
This  amounts  to  a decrease  in  bone  mass  of  about 
50-75%  in  the  path  of  the  x-ray  beam.  Areas  of 
abnormally  increased  tracer  uptake,  however, 
can  be  detected  early  in  their  course  of  develop- 
ment, so  that  abnormal  bone  scans  are  frequently 
found  in  patients  with  metastatic  cancer,  osteo- 
myelitis, and  bone  infarction  even  though  roent- 
genograms may  be  normal.  (Figure  1,  2) 

In  these  disorders,  new  bone  is  produced  in 
response  to  the  insult,  and  its  evolution  is  readily 
detected  and  depicted  by  bone  scanning.  Com- 


FIGURE  2 

Multiple  focal  metastases,  some  confluent  in  pa- 
tient with  carcinoma  of  prostate,  posterior  view. 
99mTc  polyphosphate 
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parison  of  companion  scans  and  roentgenograms 
has  been  found  to  accurately  predict  the  meta- 
bolic state  of  the  bone  in  such  lesions. 

Currently,  virtually  all  bone  scans  are  made 
with  a phosphate  analog  labeled  with  techne- 
tium-99m.  Modern  bone  scanning  techniques 
give  excellent  resolution  of  individual  bones 
when  compared  with  scans  made  only  a few 
years  ago.  Minimal  abnormalities  in  bone  are 
now  readily  detectable.  Because  most  disorders 
for  which  bone  scans  are  ordered  are  associated 
with  reactive  bone  formation,  the  scan  itself  can- 
not give  an  exact  diagnosis;  however,  pattern 
reading  is  helpful  in  giving  a clue  to  the  nature 
of  the  underlying  abnormality.  Metastatic  dis- 
ease appears  as  multiple  scattered  foci  of  in- 
creased tracer  uptake,  whereas  Paget’s  disease  of 
bone  involves  the  entire  width  of  a bone,  and  in 
the  extremities  always  begins  at  the  end  of  the 
bone  and  proceeds  down  the  shaft.  (Figure  3) 
The  linear  arrangement  of  fractures  is  easily 
identified.  Other  disorders  also  produce  charac- 
teristic patterns  which  are  readily  identified  by 
an  experienced  observer. 

Bone  scans  have  been  of  extreme  value  in 
early  diagnosis  of  metastatic  cancer;  lesions  can 
be  identified  in  asymptomatic  patients.  In  breast 
cancer,  for  example,  approximately  2%  of  pa- 
tients will  have  abnormal  scans  if  no  axillary 
lymph  nodes  are  involved.  With  disease  con- 
fined to  axillary  nodes  16%  will  have  positive 
bone  scans,  as  will  40%  of  those  with  extensive 
localized  disease,  and  70%  with  advanced  dis- 
ease. Similar  figures  have  been  obtained  for 
patients  with  prostatic  cancer.  Interestingly, 
patients  with  lymphomas,  including  Hodgkin’s 
disease,  behave  in  a similar  manner.  About  half 
the  patients  with  lung  cancer,  when  first  seen, 
however,  have  metastatic  disease  detectable  by 
bone  scanning. 

Bone  scans  can  also  be  abnormal  in  unusual 
situations  for  reasons  other  than  reactive  bone 
formation.  For  example,  malignant  new  bone 
will  also  concentrate  tracer,  so  that  patients  with 
osteogenic  sarcoma  have  abnormal  scans,  and 
their  metastatic  disease  as  well  can  frequently 
be  recognized  by  this  method.  Dystrophic  calci- 
fication involving  lungs,  stomach,  and  kidneys  in 
uremic  patients  is  being  identified  more  fre- 
quently by  means  of  bone  scanning.  Other  dis- 


FIGURE  3 

Paget's  disease,  posterior  view.  Note  "flying  bat" 
appearance  of  thoracic  vertebrae  and  L5,  and 
unilateral  confluent  involvement  of  pelvis.  99mTc 
polyphosphate. 

orders  can  also  be  identified  by  the  experienced 
observer.  Interestingly,  increased  bone  blood 
flow  does  not  seem  to  play  a major  role  as  a 
mechanism  for  abnormal  tracer  uptake. 

The  role  of  bone  scanning  in  both  diagnosis 
and  management  has  recently  achieved  a new 
high  point  by  a happy  combination  of  improved 
instrumentation  and  appropriate  radionuclide. 
There  is  reason  to  believe  that  this  study  has  not 
reached  a plateau  but  will  continue  to  evolve  as 
one  of  the  most  useful  nuclear  medicine  pro- 
cedures. 

N.  David  Charkes,  M.D. 

Dr.  Charkes  is  Professor  of  Radiology  (Nuclear  Medicine), 
and  Professor  of  Medicine;  Director,  Section  of  Nuclear  Medicine, 
Temple  University  Health  Sciences  Center. 
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THE  VA:  SEVEN  MILLION  DOLLARS  WORTH 
OF  PROSTHESES  PER  YEAR 

Dr.  Herbert  Baganz,  formerly  a Wilmington, 
Delaware  internist,  President  of  the  Medical  So- 
ciety of  Delaware  in  1971-1972  and  Secretary  of 
Health  and  Social  Services  for  Governor  Russell 
Peterson,  is  now  Assistant  Chief  Medical  Director 
for  Policy  and  Planning  of  the  Veterans  Ad- 
ministration. He  has  recently  sent  the  Medical 
Society  of  Delaware  a document  prepared  in 
his  present  office  entitled:  Department  of  Medi- 
cine and  Surgery  (of  the  Veterans  Administra- 
tion), Administrative  Briefing,  Transition  of  the 
Presidency.  It  makes  fascinating  reading. 

How  many  physicians  ( or  citizens ) realize  that 
the  Veterans  Administration  medical  care  system 
takes  care  of  more  than  180,000  patients  every 
day  in  171  hospitals  and  88  nursing  homes?  In 
the  last  fiscal  year  1.3  million  veterans  were 
treated  during  which  14,200,000  visits  were  made 
to  VA  outpatient  departments.  In  one  studied 
week  only  35%  of  the  admitted  patients  had  any 
health  insurance,  and  only  20%  were  under  age 
65. 

The  United  States  is  divided  into  28  VA  medi- 
cal districts.  The  VA’s  total  budget  for  1976  was 
$3,974,849,000,  ie,  almost  four  billon  dollars.  Of 
this  sum,  $335,000,000  was  for  personnel,  $27,- 
000,000  went  for  the  purchase  of  drugs  and 
medicines,  and  $7,000,000  for  prosthetic  appli- 
ances. 

The  most  common  service-connected  condi- 
tions treated  were  psychosis  and  other  psychi- 
atric diagnoses,  which  together  accounted  for  a 
total  of  41,000  of  the  97,000,  or  more  than  half  of 
patients  discharged.  Orthopedic  and  neurologic 
conditions  were  the  next  most  common  condi- 
tions, followed  by  heart  disease.  The  average 
cost  per  patient  treated  was  $2,135  with  a per 
diem  cost  of  $88 — a low  figure  it  seems  to  me. 

The  VA  hospitals  including  their  psychiatric 
hospitals  total  approximately  93,000  beds.  Medi- 
cal care  is  given  by  5,306  full-time  physicians  and 
2,979  part-time  physicians.  One  hundred  forty- 


four  physicians  work  on  spinal  cord  injuries 
alone.  There  are  1200  full  time  and  another  100 
part-time  VA  psychologists  and  378  full-time 
chaplains  as  well  as  another  300  part-time  and 
another  226  intermittent  chaplains  (whatever 
that  means).  Almost  1000  dietitians  are  em- 
ployed full-time,  and  11,000  full-time  food  serv- 
ice employees.  Twenty-four  thousand  nurses 
work  full-time,  as  do  1300  pharmacists,  and  2600 
social  workers. 

One  hundred  two  of  the  119  US  medical 
schools  have  affiliations  with  130  different  VA 
facilities;  358  schools  of  nursing,  72  schools  of 
pharmacy,  and  200  schools  of  social  work  and 
241  departments  of  psychology  are  similarly  af- 
filiated. During  fiscal  year  1976,  815,000  patients 
received  care  in  these  130  VA  hospitals  of  which 
97,000  were  psychiatric  patients.  These  affilia- 
tions allow  Dr  Baganz’s  report  (prepared  I 
assume  for  Mr.  Carter  and  Mr.  Califano)  to  state 
that  the  VA  is  the  nation’s  largest  trainer  of 
health  manpower. 

The  complete  report  is  available  to  anyone 
who  wishes  to  see  it. 

B.Z.P. 


and 


Great  fun  in  our  “Miss  Jo”  fashions 

COME  VISIT  US 
In  Our  Unique  Country  Setting 
ROCKLAND  ROAD 
MONTCHANIN,  DEL.  19710 
9:00  to  5:00  Saturday  1 0:00  to  4:00 
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Hs  i professional 
you  need  carefully  planned 
insurance  protection  for 

□ yourself 

□ your  business 

□ your  employees 

□ your  property 

□ your  future! 


If  you'd  like  to  know  exactly  how  much  protection  you  need, 
call  today.  Your  Montgomery  Man  will  arrange  for  your  business 
to  have  a complete  insurance  survey . 

Dependable  Service  Since  1865 


In  Wilmington 

PERSONAL  INSURANCE DUPONT  BUILDING 

BUSINESS  INSURANCE DELAWARE  TRUST  PL4ZA 

CONTRACTORS  INSURANCE DELAWARE  TRUST  PLAZA 


.571-5600 

.571-5625 

.571-5706 


J.  A.  MONTGOMERY  J A.  MONTGOMERY 

FINANCIAL  SERVICES,  INC.  SECURITIES  CORPORATION 

571-5639  571-5631 


In  Middletown 

COMMERCIAL  INSURANCE  AGENCY 13  West  Main  Street 834-8900 


In  Seaford 

VAN  LEER  STEPHANY  ASSOCIATES 201  Pine  Street 


629-5585 


FIGURE  1 


Flowers  of  Orthography  culled  in  the  Garden  of  the  Medical  School  Examina- 
tions of  Trinity  College,  Dublin,  during  the  gear  1892-93,  hg  an  old  and 
faithful  friend  who  wishes  to  see  these  Weeds  thrown  over  the  Garden  Wall. 


ridentem  dieorc  verum 

Quid  vetat. 

Segnius  irritant  animos  demissa  per  aureni. 
Quam  qua;  sunt  oculis  subjecta  lidelibus. 


“3°.  Answers  must  be  legibly  written,  and  attention  paid  to  spelling  and 
correct  expression.  Candidates  whose  answering  is  otherwise  satisfactory  are 
liable  to  be  rejected  on  account  of  bad  spelling.” — Directions  to  Candidates. 


sc  p crate. 

gellatinous. 

the  vertebrae  column. 

clliminated. 

docending. 

irrideseencc. 

cervicle. 

spliting. 

treads  = threads. 

exoreatory  system. 

renovation. 

eartillage. 

dilatible. 

suppensory  ligament. 

Mr.  Cathgart. 

subajaeent. 

aurieal. 

oposite. 

ventrical. 

* lairs  of  muscles. 

ventracal. 

twiggs. 

swollowed  by  a pig. 

fishers  = fissures.  • 

distroyed. 

anular. 

posess. 

foramen  ovalis. 

annulus  ovale. 

enibrio. 

carna;  collumnae. 

venus  blood. 

posterior  ptibial. 

a mammalia. 

nephretic  system. 

it  is  a protozoa. 

cloatha. 

zigosis. 

two  corpus  eavernosum. 

cuniform. 

hyperthrophied. 

facia  illiaca. 

ovoided. 

vas  efferans. 

jesopli  agetis. 

zona  proligerus. 

ncuclilous. 

vittelum. 

ochinococcous. 

vena  cavie. 

two  vena  cava. 

luilucis. 

psoudepodia. 

fossa  ovale. 

nuclcrus. 

sulcus  tcrminale. 

enchysts. 

This  is  excelled  by  the  Engineering  School — 

“ Gnice  occurs  in  lairs.” 

N.D. — 1°.  The  foregoing  monstrosities  cannot  be  explained  by  burry  of 
Examination  or  accidental  causes,  as  no  flower  lias  been  allowed  a place  in  the 
wreath  which  does  not  occur  repeatedly  in  the  same  set  of  papers. 


FLOWERS  OF  ORTHOGRAPHY 

Recently  while  visiting  the 
Trinity  College  Library  in  Dub- 
lin I was  amused  to  find  that  in 
the  same  room  where  the  glori- 
ous book  of  Kells  is  displayed 
was  a display  of  “Flowers  of 
Orthography  Culled  in  the  Gar- 
den of  the  Medical  School  Ex- 
aminations” of  Trinity  College. 
The  cullings  were  made  in  1892. 
(Figure  1) 

I can  personally  attest  that 
the  spelling  of  most  present-day 
medical  students  has  deterio- 
rated rather  than  improved.  In 
fact,  I doubt  that  we  would  have 
many  medical  graduates  if  they 
were  liable  to  be  rejected  on  ac- 
count of  bad  spelling:  muscles 
still  occur  in  lairs,  and  second 
sounds  are  still  subject  to  split- 
ing. 

B.Z.P. 


2°.  The  flowers  of  orthography  exhibited  show — 

(a)  Disgracefully  bad  teaching  of  English  and  Latin  in  the  Schools  where 
the  Candidates  receive  the  rudiments  of  their  education  ; 

(//)  A want  of  reading  of  the  ordinary  text-books  on  the  part  of  the 
Candidates. 


ooh  i^eviewd 


ESSENTIALS  OF  CLINICAL  NEURO-OPHTHALM- 
OLOGY by  Arthur  H.  Wolintz,  M.D.,  Little,  Brown, 
and  Company,  Boston,  1976.  198  pp.  Price  $12.50. 

This  is  an  excellent  introductory  survey  of 
clinical  neuro-ophthalmology.  It  is  directed  to 
the  medical  student  or  resident  starting  training 
in  neurology,  ophthalmology,  or  neurosurgery. 
It  will  also  serve  as  a satisfactory  overview  of 
neuro-ophthalmology  for  interested  individuals 
in  other  disciplines. 

I think  that  it  is  an  excellent  introduction  to  an 
extensive  and  difficult  area.  Its  greatest  value 
will  be  for  those  with  little  background  in  neuro- 
ophthalmology, whose  need  is  for  a brief  but 
very  well  organized  approach  to  the  neuro-oph- 
thalmic  examination  and  related  neuro-anatomy 
and  clinical  pathology. 

The  book  touohes  briefly  on  all  significant 
areas  in  the  field.  More  common  disease  entities 
such  as  papilledema,  optic  neuritis,  and  temporal 
artiritis  are  given  slightly  more  coverage  than 
less  frequently  seen  entities.  The  volume  rep- 
resents a fine  springboard  from  which  the  more 
interested  reader  will  be  able  to  move  on  to  more 
extensive  materials. 

There  is  a large  and  excellent  list  of  references, 
and  a more  ambitious  index  than  is  usually  seen 
in  this  type  of  book.  The  price  of  the  book  will 
permit  its  easy  aquistion  by  those  for  whom  its 
value  will  be  the  greatest. 

Stephen  H.  Franklin,  M.D. 

VS  « * 

PRACTICAL  PAEDIATRIC  PROBLEMS  by  James  H. 

Hutchison,  Year  Book  Medical  Publishers,  Chicago, 
1975.  649  pp.  Illus.  Price  $22.00. 

This  book,  written  by  a professor  of  pediatrics 
from  Glasgow,  Scotland,  gives  an  overview  of 
many  of  the  common  and  unoommon  problems 
seen  in  pediatric  practice.  The  book  reads  easily. 
The  chapters  are  well  organized.  A wide  range 
of  topics  is  covered,  much  as  what  might  be  seen 
in  a larger  textbook  of  pediatrics;  however,  the 
discussions  are  generally  rather  brief. 


This  book  is  recommended  for  the  family  prac- 
titioner or  the  pediatrician  who  needs  a quick 
concise  reference  on  a particular  problem.  I do 
not  recommend  it  as  a primary  reference  book  in 
pediatrics. 

Edward  Kelly,  Jr.,  M.D. 

VS  VS  vs 

THE  BRAIN  AND  THE  EYE  by  Ernest  H.  Wood,  M.D., 
Juan  M.  Taveras,  M.D.,  Michael  S.  Tenner,  M.D. 

Vol.  12,  Year  Book  Medical  Publishers,  Chicago, 
1975.  525  pp.  Illus.  Price  $45.00. 

This  represents  the  fifteenth  volume  in  the 
series  titled  “Atlas  of  Tumor  Radiology,”  spon- 
sored by  the  American  College  of  Radiology  and 
edited  by  Philip  J.  Hodes,  M.D. 

The  great  majority  of  this  text  is  devoted  to 
tumors  of  the  brain,  and  the  authors  succeed  in 
presenting  succinct  and  precise  text  and  descrip- 
tions of  excellent  well-labeled  radiographs. 

Because  the  material  for  this  volume  had 
reached  an  advanced  stage  of  readiness  when 
computerized  tomography  became  readily  avail- 
able, only  a few  examples  of  “CAT”  scans  are 
included.  This  technique  represents  a major 
advancement  in  the  non-operative  radiologic 
diagnosis  of  brain  and  orbital  lesions,  and  more 
examples  of  this  technique  are  sorely  missed  in 
this  volume.  In  addition,  the  bibliography  is 
extremely  short. 

There  are  fifty  pages  of  interesting  and  well- 
labeled  radiographs  illustrating  different  orbital 
tumors.  However,  the  discussion  on  orbital 
tumors  is  limited  to  three  pages  of  text;  there  is 
no  discussion  about  thyroid  exophthalmos  or 
orbital  pseudotumor,  the  two  most  common  or- 
bital diseases. 

There  is  no  mention  of  principles  of  diagnosis 
nor  description  of  patho-physiology,  and  the  au- 
thors fail  to  discuss  orbital  ultrasonography,  a 
most  descriptive  modality  for  evaluating  orbital 
diseases. 

The  portion  of  this  book  devoted  to  tumors 
of  the  brain  would  serve  as  a very  adequate 
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primer  for  neurologists,  neurosurgeons,  and  radi- 
ologists. The  section  on  eye  tumors  fails  to  pro- 
vide sufficient  information  to  serve  as  a basic 
reference  book  for  ophthalmologists  or  radi- 
ologists. 

Robert  Abel,  Jr.,  M.D. 

Barry  Diznoff,  M.D. 

MS  £ ME 

IMMACULATE  DECEPTION:  A NEW  LOOK  AT 
WOMEN  AND  CHILDBIRTH  IN  AMERICA  by  Suz- 
anne Arms,  Houghton  Mifflin  Company,  Boston, 
1975.  318  pp.  Price  $1 1.95. 

Well!  This  book  pleasantly  surprised  me  as  it 
possibly  will  you.  It  is  well  written,  easy  to 
read,  and  is  an  authentic  historical  and  medical 
volume 

It  is  more  like  a textbook  and  can’t  be  read  in 
a hurry.  The  title  was  somewhat  confusing.  One 


has  to  conclude  that  it  means  “pure,  undefiled 
misconception.”  The  back  cover  fists  the  several 
deceptions  that  have  been  thoroughly  researched 
and,  in  the  book,  discussed,  letting  the  chips  fall 
where  they  may.  It  will  be  an  eye  opener  to  not 
a few  and  should  not  be  taken  lightly. 

The  author  covers  every  aspect  of  child  bear- 
ing, giving  all  the  details,  including  the  horrible, 
and  becomes  quite  critical  where  perhaps  we 
should  be  critioized.  It  contains  a lot  of  down- 
to-earth  common  sense  and  logic  as  well  as  some 
far-out  hopes. 

Surely  you  will  agree  that  it  is  a positive  vol- 
ume and  a blueprint  for  humane  changes.  If  it 
had  been  written  50  years  ago  by  any  reputable 
M.D.,  it  would  have  cost  him  his  hospital  privi- 
leges and  possibly  his  license. 

It  is  futuristic  and  idealistic.  Some  sections 
with  endless  detail  will  get  boring  but  will  still 
hold  your  interest.  There  are  300  pages,  good 
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pictures,  a bibliography,  and  an  index.  Most  of 
it  is  old-hat,  facts  that  we  already  know,  but 
it  makes  one  think  of  the  past,  the  present,  and 
the  future.  If  I were  actively  involved,  I would 
resent  many  of  the  accusations  and  disagree 
with  some  of  the  author’s  ideas  and  suggestions. 

Every  resident  physician  should  read  it.  Other 
obstetrical  personnel  should  ponder  it.  They  will 
then  probably  just  continue  to  do  as  they  have 
been  trained. 

C.  L.  Hudibubg,  M.D. 

as  vs  vs 

FREUD:  LIVING  AND  DYING  by  Max  Schur,  M.D., 

International  Universities  Press,  Inc.,  New  York, 
1972.  587  pp.  Price  $20.00. 

The  popularity  of  the  recent  movie.  The  Seven 
Percent  Solution,  in  which  Sherlock  Holmes  was 
treated  for  cocaine  addiction  by  Sigmund  Freud 
may  revive  interest  in  how  it  really  was  with 
Freud  and  cocaine.  Included  in  this  book  is  the 
story  of  how  Freud’s  close  friend  and  research 
associate,  who  was  suffering  from  post-ampu- 
tation neuroma  following  the  loss  of  fingers  in  a 
laboratory  accident,  became  a cocaine  addict  at 
Freud’s  suggestion.  Freud’s  studies  on  cocaine 
had  led  him  to  believe  that  it  could  be  substi- 
tuted for  morphine,  thus  curing  morphine  addic- 
tion without  itself  perpetuating  addiction.  Freud 
was  distraught  when,  instead  of  being  cured  of 
his  morphine  addiction,  Fleischl  became  even 
more  devastatingly  addicted  to  cocaine,  and 
this  addiction  was  associated  with  “progressive 
physical  and  mental  deterioration”  until  Fleischl’s 
death. 

It  is  interesting  that  Freud,  who,  despite  tak- 
ing cocaine  himself  on  many  occasions,  escaped 
addiction  to  it,  was  himself  addicted  to  tobacco 
from  age  24.  Indeed,  his  lingering  death  from 
cancer  of  the  mouth  may  be  attributed  to  his 
heavy  use  of  cigars.  Schur,  an  internist  who 
later  became  a psychoanalyst,  attended  Freud 
through  his  long  illness. 

A day  or  two  before  his  death,  Freud  said  to 
Schur,  “My  dear  Schur,  you  certainly  remember 
our  first  talk.  You  promised  me  then  not  to 
forsake  me  when  my  times  comes.  Now  it’s 
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nothing  but  torture  and  makes  no  sense  any 
more.” 

Says  Schur,  “When  he  was  again  in  agony, 
I gave  him  a hypodermic  of  2 centigrams  of  mor- 
phine. He  soon  felt  relief  and  fell  into  a peace- 
ful sleep  ...  I repeated  this  dose  after  about  12 
hours  ...  He  lapsed  into  a coma  and  did  not 
wake  up  again.” 

Schur’s  fascinating  book  ends  with  this  quota- 
tion from  Freud’s  essay,  Thoughts  for  the  Times 
on  War  and  Death:  “Towards  the  actual  person 
who  has  died  we  adopt  a special  attitude:  some- 
thing like  admiration  for  someone  who  has  ac- 
complished a very  difficult  task.” 

Respective  of  the  fact  that  Freud’s  psycho- 
analytic theory  is  no  longer  the  unassailable 
dogma  it  once  was  considered,  this  intimate 
review  of  Freud’s  life  and  work  make  fascinating 
and  valuable  reading. 

Bernadine  Z.  Paulshock,  M.D. 


RECENT  ADVANCES  IN  DIAGNOSTIC  NEURO- 
RADIOLOGY edited  by  Kafsutoshi  Kitamura,  M.D. 
and  Thomas  H.  Newton,  M.D.,  Igaku  Shoin  Ltd. 
Publication  distributed  by  Year  Book  Medical  Pub- 
lishers, Chicago,  1975.  231  pp.  Illus.  Price  $47.50. 

This  book  is  a product  of  papers  presented  at 
a “Symposium  on  Recent  Advances  on  Diagnostic 
Neuroradiology”  as  one  of  the  meetings  affiliated 
with  the  Fifth  International  Congress  of  Neuro- 
logical Surgery,  Tokyo,  October  1973. 

Approximately  one  half  of  the  Symposium  is 
devoted  to  angiography  of  posterior  fossa  lesions. 
Most  of  the  papers  deal  with  fine  points  of  the 
normal  and  abnormal  presentations  of  posterior 
fossa  angiography.  One  of  the  most  outstanding 
works,  with  impressive  diagrams,  was  on  anat- 
omy and  circulation  time  of  veins  of  the  posterior 
fossa  presented  by  Y.  P.  Huang  and  his  col- 
leagues. 

Extremely  interesting  is  the  chapter  Intraop- 
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erative  Angiography  in  Surgery  of  Aneurysms 
and  Angiomas.  The  author  emphasizes  the  im- 
portance of  assessment  of  the  clipped  aneurysm 
and  the  estimation  of  the  spasm  before  and  after 
clipping  and  patency  of  the  parent  vessel. 

Radiological  Investigation  of  the  Cervical 
Spinal  Cord  is  a well-written  and  good  review 
on  this  particular  subject. 

This  book  is  primarily  written  for  physicians 
who  have  a basic  knowledge  in  neuroradiology; 
it  covers  a wide  range  of  advances  and  could  be 
useful  as  a reference  text.  However,  one  major 
criticism  of  this  edition  was  the  lack  of  a presen- 
tation on  CAT  scanning.  Computerized  Axial 
Tomography  is  by  far  the  most  recent  important 
advance  in  neuroradiology  and  should  have  been 
discussed. 

Zeltmtr  Kozic,  M.D. 


1976  YEAR  BOOK  OF  ENDOCRINOLOGY  edited 
by  Theodore  B.  Schwartz,  M.D.,  Year  Book  Medical 
Publishers,  Chicago,  1976.  394  pp.  Illus.  Price 
$21.75. 

This  surprising  little  volume  presumes  to  re- 
view all  the  significant  advances  in  endocrinology 
and  metabolism  reported  in  1975.  It  is  broken 
down  into  25  subject  areas,  and  the  relevant 
papers  are  presented  in  a detailed  abstract,  each 
taking  about  one  to  two  pages  to  present.  Al- 
though there  is  no  formal  critique  of  the  papers, 
the  editors  add  brief  comments  that  tend  to  be 
more  personal  and  humorous  than  didactic.  Some 
of  the  relevant  illustrations  are  included  and  are 
of  surprisingly  good  quality.  The  index  is  brief 
but  usable.  Because  of  the  format  there  is  no 
structure  within  individual  sections,  but  the  edi- 
tors have  thoughtfully  included  references  to 
review  articles  for  each  section- 

Because  of  the  non-integrated  and  investiga- 
tional nature  of  the  material  presented,  this  book 
is  virtually  worthless  to  the  general  internist. 
However,  to  the  internist  with  endocrinologic 
interests,  the  book  is  an  invaluable  tool  in  helping 
to  survey  the  unbelievable  volume  of  literature 
being  generated  both  here  and  abroad,  and  be- 
comes almost  a necessity.  The  editors  are  to  be 
congratulated  for  this  effort. 

William  L.  Jaffee,  M.D. 

* « 

THE  PLAGUE  OF  THE  SPANISH  LADY  by  Richard 

Collier,  Atheneum  Publishers,  New  York,  1974.  376 
pp.  Price  $10.00. 

How  timely  and  interesting  it  will  be  to  read 
a book  on  the  flu  pandemic  of  1918,  thought  this 
reviewer  before  beginning  this  book,  but  after 
struggling  to  finish  it  I decided  it  was  not  worth 
the  effort. 

Collier  seems  to  have  been  unable  to  decide 
whether  to  write  a book  for  the  general  public 
or  for  the  serious  student  of  history,  so  he  tried 
to  do  both  and  failed.  As  a readable  novel,  the 
book  lacks  focus.  It  is  an  interminable  mosaic 
of  individual  tales  which  run  together  and  often 
seem  disjointed  and  contrived.  Characters  and 
vignettes  are  left  hanging,  as  is  the  reader  as 
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Collier  jumps  from  topic  to  topic,  from  personal 
narrative  to  medical  description,  without  giving 
sufficient  detail  to  gain  the  depth  necessary  to 
make  them  interesting 

For  someone  with  an  interest  in  the  medical 
aspects,  this  book  will  be  a disappointment.  The 
medical  descriptions  are  often  inaccurate,  some- 
times amazingly  so.  As  an  example,  early  in  the 
book  he  describes  the  influenza  virus  as  a bac- 
teria, later  speaks  of  subcutaneous  emphysema  as 
“an  enlargement  of  the  air  sacs  of  the  lungs,” 
and  in  one  tale  states,  . . students  worked  in 
relays  for  thirty-six  hours  to  stimulate  the  vagus 
nerve,  which  accelerates  the  heart  action.” 

The  nicest  thing  to  be  said  about  this  book 
is  that  it  had  a happy  ending,  but  then  that  was 
not  the  author’s  doing.  He  would  have  served 
history  better  by  merely  stating  the  facts,  which 
are  interesting  in  themselves.  Perhaps  the  mag- 
nitude of  the  story  was  too  much  for  Collier. 

Robert  F.  Olivere 
Fourth  year  medical  student 
Jefferson  Medical  College 


1976  YEAR  BOOK  OF  PATHOLOGY  & CLINICAL 
PATHOLOGY  edited  by  Frank  A.  Carone,  M.D.  and 
Rex  B.  Conn,  M.D.,  Year  Book  Medical  Publishers, 
Chicago,  1976.  450  pp.  Illus.  Price  $25.00. 

There  is  a tendency  to  think  of  pathology  as 
surgical  pathology  and  autopsies,  and  clinical 
pathology  as  chemical  and  hematologic  tests  per- 
formed on  large  automated  instruments.  The 
latest  Year  Book  of  Pathology  and  Clinical  Path - 
ology  demonstrates  that  there  is  much  more  to 
it  than  that.  Scanning  over  the  abstracts  shows 
that  the  pathologist  is  involved  in  virtually  every 
aspect  of  the  pathophysiology  of  disease,  the 
emphasis  this  year  being  on  immunologic  mecha- 
nisms. However,  lest  the  autopsy  be  forgotten, 
one  paper  from  Scandinavia  strongly  reasserts 
the  value  of  the  autopsy  as  a teaching  tool  in 
clinical  diagnosis. 

I would  criticize  the  limited  selection  of  ar- 
ticles in  clinical  pathology,  which  again  is  less 
than  50%  of  the  total  and  includes  but  three 
papers  in  the  very  important  area  of  laboratory 
data  processing.  The  time  has  long  passed  when 
separate  volumes  on  clinical  pathology  and  path- 
ology should  have  been  published. 

For  an  overview,  which  is  obviously  somewhat 
biased  by  editorial  preference,  this  book  remains 
a useful  source  of  information.  While;  it  is  usual 
to  applaud  the  reduction  in  size  of  a book,  the 
1976  Year  Book  is  100  pages  shorter  than  the 
1975;  I suspect  that  the  price  has  not  been  cor- 
respondingly reduced,  and  we  have  lost  thereby 
a more  complete  review  of  pathology. 

P.  John  Peog,  M.D. 

« « 

HYPNOSIS  IN  THE  RELIEF  OF  PAIN  by  Ernest  R. 
Hilgard  and  Josephine  Hilgard,  William  Kaufmann, 
Inc.,  Los  Altos,  California,  1975.  223  pp.  Illus. 
Price  $12.50. 

The  authors  present  a good  brief  review  of  the 
history  and  development  of  hypnosis.  The  book 
is  written  in  such  a style  that  both  those  familiar 
with  and  those  inquisitive  about  hypnosis  can 
benefit  from  its  contents.  Good  detail  is  given 
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concerning  the  theory  and  mechanisms  of  pain 
relief  as  perceived  by  the  authors. 

Two  fields  that  are  well  covered  are  the  relief 
of  pain  in  the  cancer  patient  ( a much  overlooked 
modality  in  our  total  approach  to  management 
of  cancer  patients ) and  the  relief  of  pain  in  den- 
tistry. Case  histories  are  given  as  illustrations, 
and  profile  notes  are  given  at  the  end  of  each 
chapter  as  supporting  evidence.  The  authors 
even  enter  into  the  discussion  of  the  relationship 
of  hypnosis  to  acupuncture  (Read  the  book  for 
the  answer). 

This  book  is  recommended  for  all  practitioners 
interested  in  knowing  the  value  of  the  medical 
procedure  of  hypnosis  in  all  phases  of  practice. 
It  is  not  a “cookbook”  or  home  handyman’s  guide 
book  to  hypnosis  but  is  of  value  to  challenge  the 
profession  to  learn  and  use  this  modality.  Rated: 
3 Stars***. 

Thomas  C.  Scott,  D.O. 


1976  YEAR  BOOK  OF  DIAGNOSTIC  RADIOLOGY 
edited  by  Walter  M.  Whitehouse,  M.D.,  associate 
editors:  J.  J.  Bookstein,  M.D.,  T.  O.  Gabrielson, 
M.D.,  J.  F.  Holt,  M.D.,  W.  Martel,  M.D.,  J.  R. 
Thornbury,  M.D.,  and  A.  H.  Wolson,  M.D.,  Year 
Book  Medical  Publishers.  Price  $24.50. 

The  1976  Year  Book  of  Diagnostic  Radiology 
reviews  literature  up  to  May,  1975.  The  articles 
are  apparently  chosen  by  the  editors,  depending 
on  the  value  and  interesting  materials  published 
in  each.  After  a short  introduction  the  book  is  di- 
vided in  the  usual  chapters:  Technical  Develop- 
ments, Angiography,  Neuro radiology,  Spine  and 
Extremities,  Chest,  Gastrointestinal  Tract,  Geni- 
tourinary Tract,  Pediatric  Radiology,  and  Ultra- 
sound. Dr.  Whitehouse  edited  two  chapters, 
namely  Technical  Developments  and  Chest.  The 
chapters  on  Spine  and  Extremities  as  well  as  the 
Gastrointestinal  Tract  are  edited  by  Dr.  Martel, 
while  the  remainder  of  the  chapters  is  assigned 
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to  the  rest  of  the  editors. 

As  in  the  past,  the  material  presented  in  each 
chapter  is  well  chosen,  but  computer-assisted 
tomography  is  still  very  much  in  the  foreground 
and  will  probably  remain  so  in  the  years  to  come. 
Other  radiographic  accepted  methods  are  also 
represented  in  each  chapter. 

The  most  important  fact,  which  is  both  en- 
couraging and  reassuring,  is  that  many  articles 
evaluate  in  a critical  manner  statements  made  by 
other  authors.  This  book  is  an  excellent  review, 
not  only  of  the  most  important  contributions  to 
radiological  literature  in  the  past  year,  but  also 
of  valuable  comments  of  experienced  people  in 
the  specialty. 

Alexander  Kovac,  M.D. 

« V£  Hf 

MEDSCAL  CARE  OF  THE  ADOLESCENT,  3rd  ed.,  by 
J.  Roswell!  Gallagher,  Felix  P.  Heald,  and  Dale  C. 
Garell,  Appleton-Century-Crofts,  New  York,  1976. 
774  pp.  Price  $36.50. 

This  is  the  third  edition  of  a book  designed  to 


aid  the  physician  in  understanding  and  treating 
the  complex  structure  called  an  adolescent.  Ado- 
lescents present  an  unusual  problem  for  the  prac- 
ticing physician  as  they  are  no  longer  children 
and  not  quite  adults,  and  the  psychological  com- 
plexities and  physical  changes  greatly  aifect  their 
care. 

As  noted  in  the  preface,  there  are  advantages 
in  considering  the  patient  in  terms  of  his  age 
group.  Yet,  it  is  just  as  important  to  think  of  the 
emotional  nature  and  the  physiologic  changes 
occurring,  forming  an  entity  which  is  greater 
than  the  sum  of  the  individual  parts.  Ado- 
lescence is  a period  of  change,  and  what  hap- 
pened before  and  what  happens  in  the  future 
can  have  a direct  bearing  on  current  manage- 
ment. 

This  edition  of  the  book  is  made  up  of  con- 
tributions from  a large  number  of  authors  and  is 
about  the  many  illnesses,  injuries,  and  personal 
problems  experienced  by  the  adolescent.  There 
are  many  conditions  which  may,  at  one  time  or 
another,  affect  the  adolescent.  Many  are  dis- 
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cussed,  some  omitted  or  mentioned  only  briefly. 
Emphasis  is  placed  on  the  areas  of  care  pertinent 
to  this  age  group,  with  indications  for  evaluation, 
treatment,  and  preventive  measures.  Of  par- 
ticular note  is  the  section  devoted  to  the  psycho- 
logical and  psychiatric  components  of  which  the 
adolescent  is  in  large  part  made. 

While  much  of  the  material  is  to  be  found 
elsewhere,  this  book  should  be  considered  seri- 
ously by  those  dealing  to  any  extent  with  ado- 
lescents. 

Ethan  G.  Flaks,  M.D. 

VS  VS  VS 

I MANUAL  OF  CONTACT  DERMATITIS  by  Sigfried 
Freigert,  Year  Book  Medical  Publishers,  Chicago, 
1976.  99  pp.  Price  $12.50. 

This  short  compendium  may  be  taken  lightly 
by  the  practicing  dermatologist  or  allergist.  It 
probably  accurately  reflects  the  authors  intention 
of  providing  an  almost  pocket-size  summary  of 
his  subject.  The  first  four  chapters  which  at- 
tempt to  explain  the  mechanisms  in  the  develop- 
ment of  contact  dermatitis  occupy  an  extremely 
superficial  ten  pages  of  definitions  and  generali- 
zations. 

The  substance  of  the  text  consists  of  a fist  of 
common  allergens  and  descriptions  and  interpre- 
tations of  patch  test  reactions.  Very  little  of 
what  is  stated  is  new  and  even  less  is  significant. 
This  short  attempt  at  relevance  suffers  by  com- 
parison with  other  more  useful  efforts  to  over- 
view the  subject  such  as  Fischers  Contact  Der- 
matitis and  Industrial  Contact  Dermatitis.  Most 
|||  practicing  physicians  are  familiar  with  these  and 

I need  not  waste  their  time  or  money  on  this  book. 

Richard  H.  Bonder,  M.D. 

& £ VS 

PEDRO  DE  LA  TORRE:  DOCTOR  TO  CONQUERORS 
by  John  Tate  Lanning,  Louisiana  State  University 
Press,  Baton  Rouge,  Louisiana.  145  pp.  Ulus.  Price 
$7.50. 

The  early  history  of  the  administration  of  new 
Spain  following  the  conquest  of  Mexico  by  Cor- 
tes has  been  poorly  understood  in  the  English- 
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speaking  world.  The  subject  of  this  book  led 
a very  adventurous  life.  Coming  to  Mexico  from 
Spain  in  1535,  Dr.  Torre  practiced  medicine  in 
Vera  Cruz  and  after  being  accused  of  practicing 
with  a forged  license,  appeared  before  the  In- 
quisition. This  bold  adventurer  overcame  his 
trials  and  eventually  became  promedico,  the 
highest  medical  authority  in  Mexico. 

Dr.  Lanning’s  narrative  of  Dr.  Torre’s  life  fills 
a definite  void  that  has  existed  in  our  knowledge 
of  the  early  medical  treatment  from  1540  to  1560 
in  the  New  World.  This  book  is  highly  recom- 
mended for  the  student  of  medical  and  Latin 
American  history. 

Allen  C.  Wooden,  M.D. 
rtf  * K 

1975  YEAR  BOOK  OF  MEDICINE  edited  by  Devid 
E.  Rogers,  Roger  M.  Des  Pres,  M.D.,  Paul  Heller, 
M.D.,  et  al,  Year  Book  Medical  Publishers,  Chicago, 
1975.  740  pp.  Price  $21.50. 

This  Year  Book  is  the  75th  annual  edition  of 
a series  that  was  begun  in  1901.  The  excellence 
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of  previous  volumes  continues  with  this  edition. 
The  goal  of  the  editors  is  to  present  to  the  busy 
internist  the  major  contributions  to  the  literature 
that  have  occurred  during  the  past  year.  Each 
medical  subspecialty  is  represented  by  a dis- 
tinguished physician  (for  example,  Eugene 
Braunwald  edited  the  section  on  the  Heart  and 
Blood  Vessels,  and  Philip  K.  Bondy  edited  the 
section  on  Metabolism),  who  presents  a synop- 
sis of  a major  journal  article  with  full  reference 
and  at  the  conclusion  of  that  article  or  series  of 
related  articles  replies  with  an  editorial  comment. 

The  success  of  this  volume,  as  with  former 
volumes,  relates  to  the  enormous  scope  that  is 
covered  with  clarity  and  organization.  It  serves 
the  physician  who  cannot  possibly  read  all  the 
major  journals;  and,  more  than  this,  it  allows  us 
an  expert’s  opinion  as  to  what  are  felt  to  be  the 
major  trends  in  the  medical  subspecialties  and 
which  papers  have  contributed  to  this  trend. 
Conversely,  the  results  of  some  papers  are  ques- 
tioned, and  the  reader  is  again  warned  to  criti- 
cally evaluate  all  that  he  does  read. 

In  short,  the  Year  Book,  though  a bit  expensive 
at  $21.50,  presents  by  a distinguished  group  of 
physicians  a close  look  at  the  major  papers  that 
have  been  written  in  the  various  medical  sub- 
specialties  over  the  past  year.  It  is  an  excellent 
review  and,  in  fact,  a preview  of  what  to  expect 
in  the  literature  in  the  year  to  come. 

Alan  S.  Josselson,  M.D. 
rtf  rtf  rt? 

THE  PHARMACOLOGICAL  BASIS  OF  THERAPEUTICS 
by  Louis  S.  Goodman  and  Alfred  Gilman  5th  edi- 
tion, MacMillan  Publishing  Company,  Inc.,  River- 
side, New  Jersey,  1975.  1618  pp.  Price  $30.00. 

Goodman  and  Gilman  remains  a classic  text 
in  pharmacology.  It  was  originally  designed  to 
be  an  encyclopedic  resource  book  in  pharma- 
cology and  continues  to  be  so  using  the  same 
format  as  previously,  namely,  discussing  the 
drugs  in  general,  the  history,  chemistry,  absorp- 
tion, mechanism  of  action,  toxic  reactions,  and 
suggested  dosage.  As  in  previous  editions,  it 
does  not  cover  every  single  drug  but  rather  dis- 
cusses the  drugs  in  classes  by  function,  that  is, 
drugs  affecting  the  central  nervous  system,  car- 
diovascular drugs,  renal  function,  etc.  It,  of 
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course,  is  well  indexed.  The  bibliographies  are 
at  the  end  of  each  chapter  and  are  adequate. 
This  book  remains  an  authority  in  medicine,  and 
certainly  no  one  who  currently  is  practicing  medi- 
cine should  be  without  access  to  it.  In  addition, 
despite  the  length  of  the  book,  approximately 
1700  pages,  the  discussions  are  succinct  and  very 
easy  to  read. 

R.  Walter  Powell,  M.D. 

* « Uf 

COMPLETE  HANDBOOK  OF  NUTRITION  by  Gary 

and  Steve  Null,  Dell  Publishing  Co.,  New  York, 
1974.  413  pp.  Price  $1.50  paperback. 

These  four  hundred  pages  are  a platform  for 
two  spokesmen  for  “organic  living”  and  certainly 
should  not  be  considered  a handbook  of  nutri- 
tion. Although  the  authors  include  a very 
lengthy  bibliography  which  they  recommend 
as  useful  in  the  areas  of  health  and  nutrition, 
very  few  entries  contain  sound  nutrition  infor- 
mation. The  book  is  inappropriately  titled  and 
should  more  accurately  read  Nutrition  in  the 
Organic  Food  World. 

A.  M.  Corrozi,  R.D.,  M.S. 

* V£  VS 

DRUG  TREATMENT:  PRINCIPLES  AND  PRACTICE  OF 
CLINICAL  PHARMACOLOGY  AND  THERAPEUTICS 
edited  by  Graeme  S.  Avery,  Publishing  Sciences 
Group,  Inc.,  Acton,  Massachusetts,  1975.  1056  pp. 
Price  $25.00. 

The  dedication  of  Dr.  Avery  has  resulted  in  a 
masterful  book  which  describes  clinical  pharma- 
cology in  terms  of  medical  subspecialties.  This 
book  on  drug  therapy  has  been  carefully  edited 


KAUFMAN 

GLASS 

COMPANY 

1303-15  Northeast  Blvd. 
Wilmington,  Delaware 
19899  U.S.A. 

(302)  654-9937 


GLASS  □ PLASTICS 
SPECIALTIES  O MATERIALS 


several  times,  and  each  chapter  adheres  to  an 
outline  form  for  convenient  reference.  There 
are  abundant  charts  which  are  quite  convenient 
for  immediate  reference.  The  only  weakness  in 
this  1056-page  volume  is  the  fact  that  because 
of  a lack  of  referencing,  the  bibliography  of  each 
chapter  cannot  be  more  meaningfully  used. 

Drug  Treatment  has  made  a significant  contri- 
bution to  every  practitioner  s library  . . . even  to 
an  ophthalmologist’s. 

Robert  Abel,  Jr.,  M D. 


* * «S 

OSLER  ON  ACUPUNCTURE 

It  is  best  to  use  cocaine  at  first,  in  doses  of  from  an  eighth  to  a quarter  of 
a grain.  If  the  pain  is  unbearable  morphia  may  be  used,  but  it  is  a dangerous 
remedy  in  sciatica  and  should  be  withheld  as  long  as  possible.  The  disease  is 
so  protracted,  so  liable  to  relapse,  and  the  patient’s  morale  so  undermined  by 
the  constant  worry  and  the  sleepless  nights,  that  the  danger  of  contracting 
the  morphia  habit  is  very  great.  On  no  consideration  should  the  patient  be 
permitted  to  use  the  hypodermic  needle  himself.  It  is  remarkable  how  promptly, 
in  some  cases,  the  injection  of  distilled  water  into  the  nerve  will  relieve  the  pain. 
Acupuncture  may  also  be  tried;  the  needles  should  be  thrust  deeply  into  the  most 
painful  spot  for  a distance  of  about  2 inches,  and  left  for  from  fifteen  to  twenty 
minutes.  The  injection  of  chloroform  into  the  nerve  has  also  been  recommended. 
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Speakers  on  Speakers  for  April,  1976,  on  the  Tuesday  radio  program  (11:05  a.m.,  WDEL) 

“Ask  the  Doctor”  produced  by  the  Medical  Society  of  Delaware  are:  April  5,  William  H.  Duncan, 
M.D.,  Assessment  of  Quality  of  Care  in  Hospitals;  April  12,  Alfred  E.  Bacon,  Jr., 
M.D.,  Diagnostic  Tests  for  Coronary  Artery  Diseases;  April  19,  Robert  T.  Beattie, 
M.D.,  Drug  Abuse  in  Delaware — Update;  April  26,  Timothy  F.  Wozniak,  M.D., 
Cancer  Chemotherapy. 

Sn  the  News  Henry  R.  Cowell,  M.D.,  Wilmington,  has  been  elected  President-Elect  of  the 

American  Orthopaedic  Foot  Society.  He  is  Associate  Surgeon-in-Chief  and  Di- 
rector of  Clinical  Research,  Alfred  I.  duPont  Institute,  and  Associate  Chief  for 
Research,  VA  Center,  Wilmington. 

Joseph  A.  Arminio,  M.D.,  has  become  an  Associate  Member  of  the  American 
Society  for  Surgery  of  the  Hand. 
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coverage  is  furnished  under  the  Federal  Torts  Claims  Act  for  service  on  Indian 
reservations.  At  NHSC  sites,  the  physician  must  provide  his/her  own  malprac- 
tice insurance.  For  information  contact:  Mr.  John  Naughton,  AMA,  535  North 
Dearborn  Street,  Chicago,  Illinois  60610.  Telephone:  (312  ) 751-6388. 

The  Delaware  Academy  of  Family  Physicians  held  its  25th  Annual  Scientific 
Assembly  March  1,  1977.  New  officers  were:  President,  William  H.  Duncan, 
M.D.;  President-Elect,  James  R.  Dearworth,  M.D. ; 1st  Vice  President,  Louis  J. 
Centrella,  M.D.;  Secretary,  Charles  W.  Wagner  M.D.;  Assistant  Secretary,  Jason 
L.  Campbell,  M.D. ; Treasurer,  Peter  P.  Potocki,  M.D.;  Delegate  to  AAFP,  Jack 
Gelb,  M.D. ; and  Board  of  Directors,  Henri  F.  Wendel  M.D. 
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CLINICAL  NOTICES  AND  MEETINGS 

NYU  Postgraduate  The  New  York  University  Post-Graduate  Medical  School  presents  the  following  post- 
Courses  graduate  courses  which  fulfill  Category  I requirements  for  the  Physician’s  Recognition 

Award.  For  information  contact:  Office  of  the  Associate  Dean,  Registration  Depart- 
ment, LHB,  Room  4-20-0,  New  York  University  Post-Graduate  Medical  School,  550 
First  Avenue,  New  York  City,  New  York  10016.  Telephone:  (212)  679-3200,  Ext.  4207. 

INTERPRETATION  OF  CLINICAL  LABORATORY  DATA  FOR  PRIMARY  CARE 
PHYSICIANS,  April  20-22. 

SYMPOSIUM:  CURRENT  USES  OF  TOPICAL  5 FLUOROURACIL  IN  DERMA- 
TOLOGY, April  23. 

A REVIEW  OF  REHABILITATION  MEDICINE,  April  25-May  6.  Co-sponsored  by 
The  American  Academy  of  Physical  Medicine  and  Rehabilitation. 

ANTIBIOTICS  IN  CLINICAL  MEDICINE:  CASE  STUDIES,  Wednesday  evenings, 
May  4-June  8. 

AN  IMMUNOLOGICAL  AND  HOST-ORIENTED  APPROACH  TO  INFECTIOUS 
DISEASES,  May  9-12. 

ELECTROCARDIOGRAPHY,  May  11-13. 

CONSULTATION  WITH  THE  SPECIALIST,  May  16-20. 

PREVENTION,  DIAGNOSIS  AND  TREATMENT  OF  CLINICAL  DISORDERS  OF 
HEMORRHAGE  AND  THROMBOSIS,  May  19-21. 

NUCLEAR  RADIOLOGY,  May  29-30. 
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PRESCRIPTION  OPTICIANS 
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PRESCRIPTIONS  FILLED  Wilmington,  Delaware 

Phone  656-4862 


INDIVIDUAL  ATTENTION 


ACCURACY  AND  SERVICE 


Suite  11  Professional  Bldg. 
Augustine  Cut-off 
Wilmington,  Delaware 
Phone  652-3583 


4561  Kirkwood  Highway 

STYLES  TO  FIT  YOUR  PERSONALITY  Millcreek  Shopping  Center 

Wilmington,  Delaware 
Phone  999-0551 


Del  Med  Jrl,  Mar  1977 — Vol  49,  No  3 


191 


In  Brief 


ACP  Postgraduate 
Courses 


Head  and  Neck 
Cancer  Symposium 


Ultrasonography 

Course 


Vaginitis  in 
Perspective 


& 


GENERAL  DIAGNOSTIC  RADIOLOGY,  May  30-June  3. 
SURGERY  OF  THE  HAND,  June  6-9. 


The  following  postgraduate  course,  which  fulfills  Category  I requirements  for  the  AMA 
Physician’s  Recognition  Award,  will  be  presented  by  the  American  College  of  Physi- 
cians. For  information  contact:  Registrar,  Postgraduate  Courses,  ACP,  4200  Pine 
Street,  Philadelphia,  Pennsylvania  19104. 

INTENSIVE  CARE  MEDICINE,  New  York,  New  York,  May  16-20. 

Milton  H.  Donaldson,  M.D.,  Vice  President  for  Cancer  Control,  Training  and  Educa- 
tion at  the  Fox  Chase  Cancer  Center  has  announced  a symposium  on  cancer  of 
the  head  and  neck  for  area  physicians  and  dentists,  April  14,  in  the  auditorium  of  the 
new  Center  building.  Application  has  been  made  for  AMA  and  ADA  continuing  edu- 
cation credit.  For  information,  write:  Joseph  G.  Strawitz,  M.D.,  The  American  On- 
cologic Hospital,  Central  and  Shelmire  Avenues,  Philadelphia,  Pennsylvania  19111. 
Telephone:  Ms.  Shirley  Dowburd,  (215)  342-1000,  Ext.  345. 

The  Johns  Hopkins  Medical  Institutions  Department  of  Radiology  and  Radiological 
Science,  with  participation  of  staff  from  the  University  of  Maryland,  is  presenting  a 
five-day  course  for  the  practicing  ultrasonographer,  April  18-22,  at  the  Johns  Hopkins 
University,  Baltimore,  Maryland.  Category  I credit  has  been  applied  for.  Enrollment 
is  limited  to  15  students.  For  further  information  contact:  Roger  C.  Sanders,  M.D., 
Department  of  Radiology,  The  Johns  Hopkins  Hospital,  Baltimore,  Maryland  21205. 
Telephone:  (301)  955-6461. 


The  University  of  Massachusetts  Medical  Center  will  present  VAGINITIS  IN  PER- 
SPECTIVE, April  28-29  at  the  University  of  Massachusetts  Medical  Center,  Worcester. 
Approved  for  15  cognate  credits  by  the  American  College  of  Obstetrics  and  Gynecology, 
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and  for  8%  prescribed  hours  by  the  American  Academy  of  Family  Physicians.  In- 
formation and  registration  forms  are  available  from  the  Office  of  Continuing  Medical 
Education,  University  of  Massachusetts  Medical  Center,  Worcester,  Massachusetts 
01605. 

The  Medical  Communications  and  Services  Association  announces  a two-day  educa- 
tional meeting,  the  3rd  ANNUAL  CONFERENCE  ON  AMBULATORY  MONITOR- 
ING, May  19-21,  at  the  Fairmont  Hotel  and  Tower,  San  Francisco,  California.  Ap- 
proved for  14  hours  of  Category  I AMA  credits  and  14  hours  AAFP  credits.  For  in- 
formation contact:  Ms.  Nancy  Jacobsen,  Conference  Coordinator,  1107  N.E.  45  Street, 
Room  315,  Seattle,  Washington  98105.  Telephone:  (206)  633-0505. 

The  Medical  Society  of  New  Jersey  invites  members  of  the  Medical  Society  of  Delaware 
to  its  211th  Annual  Meeting  May  14-17,  at  the  Chalfonte-Haddon  Hall,  Atlantic  City, 
New  Jersey.  Approved  for  Category  I credits  towards  the  AMA  Physician’s  Recogni- 
tion Award.  For  information  contact:  Medical  Society  of  New  Jersey,  315  West  State 
Street,  Trenton,  New  Jersey  08610. 

The  Genetic  Counseling  Program  of  the  Albert  Einstein  College  of  Medicine  will  pre- 
sent a symposium  PREVENTION  OF  BIRTH  DEFECTS  AND  GENETIC  DISEASE: 
RECOGNITION  OF  ENVIRONMENTAL  HAZARDS  AND  NEW  DIAGNOSTIC  AP- 
PROACHES, May  22,  at  the  Albert  Einstein  College  of  Medicine  of  Yeshiva  University, 
Bronx,  New  York.  Approved  for  6 hours  of  Category  I credit  toward  the  AMA 
Physician’s  Recognition  Award.  For  information  contact:  Harold  M.  Nitowsky,  M.D., 
Albert  Einstein  College  of  Medicine,  1410  Pelham  Parkway  South,  Bronx,  New  York 
10461. 

The  American  College  of  Emergency  Physicians  (ACEP)  and  the  Emergency  Depart- 
ment Nurses  Association  in  cooperation  with  state  and  local  ambulance  and  emergency 
medical  technician  organizations  present  the  First  Mid-Atlantic  Regional  Congress 
of  Emergency  Medicine,  May  22-25,  at  the  Philadelphia  Marriott  Motel,  City  Line 
Avenue  at  Monument  Road,  Philadelphia,  Pennsylvania.  For  information  contact: 
Ms.  Rita  Celmer,  R.N.,  2513  Brown  Street,  Philadelphia,  Pennsylvania  19130.  Tele- 
phone: (215)  978-6569. 

The  American  Academy  of  Medical  Directors  presents  the  2nd  NATIONAL  CONFER- 
ENCE OF  MEDICAL  DIRECTORS  AND  CHIEF  MEDICAL  EXECUTIVES,  May 
25-28,  at  Camelback  Inn,  Scottsdale,  Arizona.  Approval  for  12  credit  hours  of  Cate- 
gory I of  the  AMA  Physician’s  Recognition  Award.  Reservations  by  April  20.  For 
information  contact:  The  American  Academy  of  Medical  Directors,  Second  National 
Conference,  20  South  Quaker  Lane,  Alexandria,  Virginia  22314.  Telephone:  (703)  751- 
1000. 

The  Annual  Spring  Meeting  of  the  Pennsylvania  Allergy  Association  will  be  held  June 
9-12  at  the  Hotel  Hershey,  Hershey,  Pennsylvania.  For  information  contact:  P.  J. 


“UNWANTED  HAIR  PERMANENTLY  REMOVED” 

Frances  B.  Aerenson,  R.N. 

ELECTROLOGIST 


PROFESSIONAL  BUILDING,  SUITE  26 
AUGUSTINE  CUTOFF  654-0670 

WILMINGTON,  DELAWARE 
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Dowdell,  M.D.,  Publicity  Chairman,  Pennsylvania  Allergy  Association,  Medical  Center 
Clinic,  90  Shenango  Street,  Greenville,  Pennsylvania  16125.  Telephone:  (412)  588- 
4240. 

Common  Pediatric  Children’s  Hospital  National  Medical  Center  and  George  Washington  University  are 
Problems  Symposium  sponsoring  a three-day  SYMPOSIUM  ON  COMMON  PEDIATRIC  PROBLEMS,  June 
8-10,  at  George  Washington  University.  It  features  a Symposium  on  Hematology, 
Oncology  and  Immunology;  a Symposium  on  Adolescence;  and  a day  of  workshops. 
Approved  for  credit  by  the  AMA  and  the  American  Academy  of  Family  Physicians. 
For  information  contact:  Mrs.  Susan  Weiss,  13407  Brackely  Terrace,  Silver  Springs, 
Maryland  20904. 


CLASSIFIED  AD  SECTION 

Advertisements  under  the  Classified  Ad  Section  are  charged  at  the  rate  of  30  words  or  less,  set 
solid.  One  insertion  $4.00.  Call  the  Journal  office,  658-7596  for  further  information  or  placement. 
All  advertisements  are  payable  in  advance.  The  Editorial  Board  reserves  the  right  to  edit  copy. 
Closing  date  for  new  copy  is  the  first  of  the  month  for  inclusion  in  the  current  issue. 

Classified  advertisements  of  a professional  nature  are  free  to  members. 


CARDIOLOGIST:  Board  certified  in  Maryland,  de- 
sires hospital-based  position.  Please  reply  to  Box 
M,  Delaware  Medical  Journal. 

OBSTETRICIAN-GYNECOLOGIST:  Board  eligible 

in  1977.  Fourth  year  resident. 

INSURANCE  CONSULTANT:  Ten  years’  experience 
Hospital  and  Physician  Workmen’s  Compensation, 
automobile  insurance,  and  commercial  carriers. 
Available  to  work  on  a daily  or  hourly  basis.  475- 
6493— After  6 P.M. 


FOR  SALE.  Practice  and  office  equipment  of  center 
city  Wilmington  General  Practitioner.  Call  652- 
4705. 

OTOLARYNGOLOGIST:  Board  certified.  Currently 
instructor  in  Otolaryngology.  Licensed  in  Delaware. 

CARDIOLOGIST:  Currently  on  cardiac  fellowship. 
Seeking  university  hospital  or  university-associated 
hospital  practice.  Board  certified  in  internal  medi- 
cine. Board  eligible  in  cardiology. 


Telephone  798-2520 
If  No  Answer, 
Call  738-9180 

E.  H.  Eaton,  Director  ! 

CLAYMONT  MEDICAL  LABORATORY 

Office  Hours 
Daily  9 A.M.  to  3 P.M. 
Eves.  Tues.,  Wed.,  Thurs. 
6 to  9 P.M. 

Sat.  8 A.M.  to  12  Noon 

1320  PHILADELPHIA  PIKE 
WILMINGTON,  DEL  19809 
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FROM  THE  DELAWARE  CANCER  NETWORK* 


IRRADIATION-RELATED  THYROID  CANCER  (Continued) 


The  United  States  Department  of  Health,  Edu- 
cation and  Welfare  has  published  guidelines  for 
the  diagnosis  and  treatment  of  irradiation-related 
thyroid  cancer.  The  recommendations  for  fol- 
low-up and  treatment  are  based  on  categories 
which  are  developed  by  physical  examination. 
The  patients  who  have  been  exposed  to  irradi- 
ation as  children  can  be  divided  into  three  cate- 
gories: One,  those  with  no  visible  or  palpable 
abnormalities,  two,  those  with  a discrete  nodule 
or  nodules  on  palpation,  and  three,  those  with 
diffuse  enlargement  of  the  gland  but  without  a 
palpable  nodule. 

Category  One — Patients  Normal  to  Palpation 

It  is  not  mandatory  to  obtain  a thyroid  scan  if 
palpation  of  the  gland  by  an  experienced  ex- 
aminer reveals  no  abnormalities;  however,  care- 
ful examination  is  recommended  at  least  every 
two  years.  Many  physicians  prefer  a thyroid  scan 
on  every  patient  with  a history  of  irradiation,  and 
some  patients  request  it  and  many  demand  it. 
Repeat  scans  are  not  recommended  unless  a 
change  in  the  gland  is  detected  on  physical  ex- 
amination. Any  scan  involves  a small  but  sig- 
nificant radiation  exposure,  and  the  risk  to  bene- 
fit ratio  of  repeated  scans  is  not  known  at  this 
time.  If  scans  are  performed  and  normal,  the 
patient  should  have  his  thyroid  examined  by 
palpation  every  two  years.  If  the  scan  is  equiv- 
ocal or  hot,  it  is  felt  that  no  treatment  is  indicated 
but  the  patient  should  be  re-examined  by  pal- 
pation in  one  year.  If  the  scan  reveals  a cold  or 
non-functioning  area  in  a gland  which  has  no 
palpable  abnormality,  the  first  step  should  be 
re-examination.  If  no  node  is  felt,  the  patient 
may  be  followed  by  careful  palpation  at  yearly 
intervals  or  placed  on  suppressive  doses  of  thy- 


Robert  L.  Meckelnburg,  M.D. 

Leslie  W.  Whitney,  M.D. 

roid  hormone;  or,  with  some  justification,  sur- 
gical exploration  can  be  carried  out. 

Category  Two — Discrete  Nodules  on  Palpation 

One  or  more  firm  discrete  nodules  should  be 
removed  regardless  of  the  findings  on  the  scan. 
If  the  scan  shows  a cold  area,  the  patient  should 
be  considered  for  prompt  surgical  exploration. 
If  the  scan  is  hot,  surgical  removal  is  still  usually 
recommended  although  these  nodules  are  usually 
not  malignant. 

Category  Three — Those  with  Diffuse  Enlargement 
of  the  Gland  Without  Nodules 

In  these  patients,  appropriate  studies  include 
determination  of  levels  of  TSH,  thyroid  hor- 
mones, anti-thyroid  antibodies,  and  possibly  a 
needle  biopsy  to  differentiate  between  benign 
hypertrophic  lymphocytic  thyroiditis  and  other 
diseases.  These  patients  should  also  have  a thy- 
roid scan.  If  the  scan  shows  no  areas  of  ab- 
normal uptake,  the  patient  may  be  placed  on 
suppressive  therapy  to  shrink  the  hypertrophic 
tissue  and  then  be  re-examined  in  six  months. 
A palpable  nodule  at  that  time  would  call  for 
surgical  exploration.  If  not,  the  thyroid  therapy 
should  be  continued  indefinitely  with  annual  re- 
examination. If  the  scan  of  these  patients  shows 
a definitely  cold  area  but  no  palpable  nodule, 
the  patient  should  be  placed  on  thyroid  hormone 
administration  and  be  re-examined  in  six  months. 
Surgical  exploration  is  not  indicated  in  these 
patients  until  or  unless  a nodule  becomes  pal- 
pable. 

Further  information  is  contained  in  the  pam- 
phlet entitled  “Irradiation-Related  Thyroid  Can- 
cer,” which  is  available  on  request  from  the  US 
Department  of  Health,  Education  and  Welfare 
— DHEW  Publication  No  (NIH)  77-1120. 


Dr.  Meckelnburg  is  Section  Chief,  Nuclear  Medicine,  Wilming- 
ton Medical  Center. 

Dr.  Whitney  is  Director  of  the  Delaware  Cancer  Network. 


*An  NCI-supported  agency  located  at  1200  Jefferson  Street,  Wilmington,  Delaware  19801.  Tel.  (302)  428-2113. 
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1708  Lovering  Avenue 
Professional  Center 


Limited  number  of  Choice  Suites  for  Lease  or  Purchase. 

1708  Lovering  Avenue  is  a new,  modern  medical  office  complex  ideally  suited  for 
the  medical  or  dental  professions.  This  fine  2-story  building  is  located  in  one  of  the 
most  beautiful,  older  residential  sections  of  Wilmington,  yet  you’re  only  minutes 
from  the  Wilmington  Medical  Center  and  Interstate  95,  with  quick  connections  to 
Newark,  and  Brandywine  Hundred.  A limited  number  of  suites  remain  for  im- 
mediate occupancy.  Suites  can  be  arranged  from  800  to  2000  sq.  ft.  They  offer 
complete  privacy,  with  private  lavatory  and  storage  facilities,  and  heating  and 
air-conditioning  controls  on  separate  meters.  Other  amenities  include  heavy 
industrial  wiring,  on-premise  parking  and  close  proximity  to  dental  and  medical 
laboratories.  For  a private  discussion  on  leasing  or  purchasing  and  a visit  to  this 
handsome  building  already  occupied  by  an  Orthodontist  and  Dentist,  contact 
P.  Gerald  White,  Managing  Partner,  Lovering  Associates.  Phone:  (302)  571-5696 


‘^Predident’d  <~Pacje 


A PRESAGE  OF  SPRING 


It’s  spring  again,  and  most  of  all  the  old  prob- 
lems persist.  Like  the  weather,  everybody  is  still 
talking  about  the  high  cost  of  medical  care  and 
little  is  being  done  about  it.  The  leaves  are  out 
now  and  the  dogwoods  are  in  blossom;  maybe 
it’s  time  to  take  five  and  have  a look  at  some- 
thing else. 

On  mv  wav  recentlv  to  get  the  Sunday  paper 
and  some  milk  from  the  country  store,  I took  a 
good  look  at  the  trees  in  the  woods  that  em- 
braced my  half  mile  earlv  morning  walk.  I 
realized  that  we  frequently  don’t  see  the  trees 
for  the  forest,  contrary  to  the  usual  saying. 

I looked  at  the  individual  trees  and  saw  that 
the  larger  ones  had  crowded  out  many  in  their 
successful  race  to  the  sunlight.  Many  of  the 
smaller  trees  were  surviving  with  still  enough 
light  and  territory  for  their  own  nourishment. 

Scattered  throughout  the  woods  were  the  dead 
trunks  of  trees  that  had  succumbed  to  the  lack 
of  nourishment  or  to  the  ravages  of  nature.  Their 
tops  frequently  were  snapped  off,  or  the  whole 
tree  leaning  over  against  some  holly  or  dogwood 
tree  which  was  bending  to  the  ground  from  the 
dead  weight.  Throughout  the  woods  I could  see 
the  decaying  hulks  of  trees  that  had  fallen  in 
the  past,  half  covered  with  fallen  leaves  and  the 
pine  needles  of  several  years  past.  Decay  would 
return  them  to  the  ground  to  supply  the  nourish- 
ment for  the  remaining  survivors. 

I noticed  one  large  oak  tree  which  had  not  put 


out  its  leaves  this  spring.  The  tree  stood  taller 
than  anything  immediately  close  to  it,  and  I 
wondered  whv  it  was  not  in  foliage.  Upon  ex- 
amining the  tree,  it  appeared  to  have  been  struck 
bv  lightning,  its  bark  having  been  torn  away, 
producing  a fatal  injury.  The  ground  at  its  base 
was  torn  up  where  the  fatal  electrical  charge  had 
left  the  tree  to  enter  the  earth.  The  disrupted 
earth  appeared  fairlv  fresh,  so  I guessed  the  tree 
had  been  mortally  wounded  in  one  of  those 
freakish  late  winter  thunderstorms  we  had  in 
early  March. 

I paused  for  reflection,  and  what  I saw  seemed 
to  resemble  what  is  happening  in  the  course  of 
our  own  lives,  and  notably,  in  our  profession. 
It  will  be  a long  time  before  that  large  oak  will 
be  replaced,  but  in  time  its  space  will  yield  to 
another.  That’s  life. 

The  price  of  milk  had  gone  up  due  to  govern- 
ment price  support,  while  the  government  is  try- 
ing to  hold  down  the  cost  of  everything  else  but 
its  own  salaries.  I can’t  figure  that.  The  price 
of  the  newspaper  had  not  changed  in  recent 
months,  but  I did  detect  a change  in  its  thickness; 
and  more  of  the  remaining  pages  seemed  devoted 
to  advertising.  I wonder  if  this  is  a presage  to 
what  will  happen  to  medical  care. 
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'ijetterd  to  the  'Qclitor 


To  the  Editor: 

In  her  review  of  “Manual  of  Routine  Orders 
for  Medical  and  Surgical  Emergencies”  in  the 
February  1977  issue  of  the  Delaware  Medical 
Journal,  Dr.  Paulshock  deplores  the  quality  of 
proofreading  encountered  in  reading  the  book. 
The  very  next  review,  mine,  on  “Handbook  of 
Endocrine  Tests  in  Adults  and  Children”  reveals 
poor  proofreading  on  the  part  of  the  Delaware 
Medical  Journal,  for  one  sentence  in  the  second 
paragraph  has  become  garbled  into  two.  Start- 
ing with  However  . . .,  the  text  should  read: 

“However,  the  amount  of  information  far  out- 
weighs any  criticism  and  I would  recommend 
the  book  to  anyone  who  needs  information  on 
endocrine  testing.  Particularly  valuable  is  the 
inclusion”.  . . etc. 

P.  John  Pegg,  M.D. 

* WS  Mf 

To  the  Editor: 

The  editorial,  “Thoughts  on  the  Role  of  the 
Doctor  in  Society,”  (February  1977)  by  Norman 
L.  Cannon,  M.D.,  came  to  my  attention  while 
researching  recently.  It  is  perhaps  presumptuous 
for  me  to  be  writing  to  the  editor  of  a medical 
journal,  but  so  be  it.  I feel  I must  comment. 

Dr.  Cannon  asks  the  question  “.  . . what  can 
physicians,  consistent  with  the  best  medical  tra- 
ditions, do  to  participate  in  the  process  of 
change?”  He  answers  this  question  with  “.  . . 
the  physician  should  concentrate  on  doing  best 
what  he  knows  best  how  to  do”  ( namely,  practice 
medicine).  Dr.  Cannon  acknowledges  that  this 
will  not  alter  many  of  the  problems  in  medicine 
today. 

I have  spent  the  last  twelve  years  assisting 
physicians  with  the  research  and  writing  of  their 
papers  and  books.  During  that  time  I have  heard 


many  justifiable  complaints  from  physicians 
about  the  way  things  are  going.  Yet  when  I 
suggest  a letter  to  the  editor  or  some  other  form 
of  expressing  the  physician’s  views  the  idea  is 
usually  rejected.  What  is  the  end  result?  Much 
of  what  is  published  in  the  media  today  comes 
from  doctors  on  the  fringes  of  medicine  who  are 
seeking  self-aggrandizement  by  making  headline- 
grabbing statements.  The  hard-working,  con- 
scientious doctor,  who  does  his  job  well,  does  not 
exist  as  far  as  the  press  is  concerned  because 
they  never  hear  from  him. 

It  is  difficult  to  draw  the  line  between  proper 
professional  conduct  and  actions  that  improperly 
bring  the  doctor  to  the  public’s  attention.  But 
drawing  this  line  at  the  edge  of  one’s  practice 
leaves  the  field  wide  open  for  publicity  seekers. 
This  hurts  not  only  the  profession,  but  the  pa- 
tient as  well. 

In  my  opinion,  saying,  “Our  house  is  in  order, 
change  what  you  will  but  the  fault  rests  not  with 
us”  is  an  abdication  of  professional  responsibility. 
Who  is  in  a better  position  than  the  doctor  to 
give  valuable  assistance  to  all  concerned  in  mak- 
ing decisions  that  affect  the  medical  care  of  the 
patient  whether  these  decisions  are  made  in  the 
local  hospital  or  in  the  halls  of  Congress?  The 
medical  profession  desperately  needs  a grass- 
roots endeavor  that  calls  all  the  conscientious 
doctors  to  the  public’s  attention  on  the  local 
level.  Then  the  vocal  minority,  with  their  hold 
on  the  press,  could  not  perpetuate  the  myth  that 
labels  doctors  as  a whole  as  incompetent,  uncar- 
ing, greedy,  or  criminal. 

Get  out  your  pen  and  write  a reasonable  letter 
to  the  newspaper  editor  whose  story  upset  you 
so  much.  Let  the  public,  and  the  editor,  know 
that  doctors  do  care. 

Lorraine  Steffen0 

*Editor’s  Note:  Mrs.  Steffen  is  a freelance  writer  and  specialist 
in  assisting  physicians  with  professional  writing.  She  is  located 
in  Margate,  Florida. 
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Neosporin 

Ointment 


(Polymyxin  B-Bacitracin-Neomycin) 


Jeomycin 

taphylococcus 

aemophilus 

lebsiella 

erobacter 


This  potent  broad-spectrum  antibacterial 
provides  overlapping  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens 
(including  staph  and  strep).  The  petrolatum  base 
is  gently  occlusive,  protective  and 
enhances  spreading. 


scherichia 

roteus 

oryne  bacterium 

treptococcus 

'neumococcus 


Staphylococcus 
Cory  ne  bacterium 
Streptococcus 
Pneumococcus 


Pseudomonas 

Haemophilus 

Klebsiella 

Aerobader 

Escherichia 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


; vitro  overlapping  antibacterial  action  of 

aosporin*  Ointment  (polymyxin  B-badtracin-neomydn). 


Meosporiri 

Ointment 

\>lymyxin  B-Bacitracin-Neomycin) 

ich  gram  contains:  AerospQtiB^'brand  Polymyxin  B 
ilfate  5,000  units;  zinc  bacitracin  400  units;  neomycin 
ilfate  5 mg  (equivalent  to  3.5  mg  neomycin  base); 

)ecial  white  petrolatum  qs;  in  tubes  of  1 oz  and  1/2  oz 
id  1/32  oz  (approx.)  foil  packets. 

■ARNING:  Because  of  the  potential  hazard  of  nephro- 
■xicity  and  ototoxicity  due  to  neomycin,  care  should  be 
(ercised  when  using  this  product  in  treating  extensive 
jrns,  trophic  ulceration  and  other  extensive  conditions 
here  absorption  of  neomycin  is  possible.  In  burns 
here  more  than  20  percent  of  the  body  surface  is 


affected,  especially  if  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti- 
biotics concurrently,  not  more  than  one  application  a 
day  is  recommended. 

When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses, 
it  should  be  borne  in  mind  that  the  skin  is 
more  liable  to  become  sensitized  to  many  substances, 
including  neomycin.  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling, 
dry  scaling  and  itching;  it  may  be  manifest  simply  as 
failure  to  heal.  During  long-term  use  of  neomycin- 
containing  products,  periodic  examination  for  such 
signs  is  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica- 
tion. Neomycin-containing  applications  should  be 
avoided  for  that  patient  thereafter. 


PRECAUTIONS:  As  with  other  antibacterial  preparations, 
prolonged  use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms,  including  fungi.  Appropriate  measures 
should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon 
cutaneous  sensitizer.  Articles  in  the  current  literature 
indicate  an  increase  in  the  prevalence  of  persons 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity 
have  been  reported  (see  Warning  section). 

Complete  literature  available  on  request  from  Profes- 
sional Services  Dept.  PML. 
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MARGARET  I.  HANDY,  M.D. 

At  the  age  of  87  Margaret  Irving  Handy  left 
us  on  February  6,  1977.  A painting  by  Andrew 
Wyeth,  “The  Children’s  Doctor,”  is  symbolic  of 
her. 

She  suffered  greatly,  restricted  to  her  bed,  the 
result  of  an  automobile  accident.  She  was  pain- 
fully injured  July  17,  1976,  by  a head-on  auto 
collision  not  far  from  her  home  at  Chadds  Ford. 
This  accident  left  her  unable  to  walk. 

Born  May  27,  1889  in  Smyrna,  the  daughter 
of  former  US  Representative  and  Mrs.  Irving 
L.  Handy,  she  attended  Newark  public  schools 
and  Girls  Latin  School  in  Baltimore  and  gradu- 
ated from  Goucher  College,  Baltimore,  in  1911. 
She  attended  Johns  Hopkins  University  Medical 
School,  receiving  her  degree  in  1916,  and  served 
internships  in  several  hospitals.  She  began  prac- 
tice in  Wilmington  in  1918. 

Interested  in  the  care  of  all  children,  she 
created  a small  Children’s  Ward  in  the  Peoples’ 
Settlement,  E.  8th  Street,  Wilmington.  She 
worked  with  Joseph  P.  Wales,  M.D.,  for  the 
establishment  of  a Pediatric  Clinic  at  the  Dela- 
ware Hospital.  From  1921  to  1946  she  was  Chief 
of  Pediatrics  at  the  Delaware  Hospital.  She  also 
served  18  years  as  a member  of  the  State  Board 
of  Health. 

In  the  1950’s  she  received  numerous  academic 
honors,  including  an  Honorary  Degree  of  Doctor 
of  Science  from  the  University  of  Delaware  as 
well  as  her  Alma  Mater,  Goucher  College.  The 
New  York  Infirmary  gave  her  the  Elizabeth 
Blackwell  citation,  an  honor  bestowed  upon 
women  physicians  of  outstanding  merit.  Wesley 
College  in  Dover  awarded  her  the  Annie  Jump 
Cannon  medal.  In  1972,  the  Philadelphia  Col- 
lege of  Physicians  granted  her  an  Honorary  Fel- 
lowship; she  was  the  first  woman  so  honored  by 
the  organization  in  nearly  two  hundred  years. 
The  Delaware  State  Chamber  of  Commerce 
awarded  her  the  1953  Josiah  Marvel  Cup,  pre- 
sented to  the  most  distinguished  Delaware  citizen 
of  the  year. 

She  was  a woman  with  a vision — a woman 
not  readily  turned  aside  by  fatigue,  disappoint- 
ment, failure,  nor  anxieties. 


She  seemed,  in  her  way,  regal.  Her  expression 
and  her  attitude  were  always  confident  and 
commanding. 

Each  one  of  us  remembers  a person  for  one 
particular  trait  because  the  remembered  trait  is 
what  we  would  like  to  have.  Margaret  Handy 
had  a gift  that  was  the  trademark  of  a medical 
career:  she  could  and  would  talk  with  mothers. 
No  matter  what  the  level  of  the  mother  on  the 
educational  or  socio-economic  scale,  Margaret 
Handy  would  talk  the  mother’s  language  and  use 
words  the  mother  readily  understood.  Margaret 
Handy  personified  the  lost  art  of  relating  closely 
to  the  patient’s  family,  of  having  intimate  and 
personal  communication,  of  telling  the  family, 
and  sometimes  the  patient,  what  is  the  problem, 
what  the  physician  expects  to  do  in  coping  with 
the  problem,  and  what  the  outcome  might  be. 
And  she  told  it  like  it  was,  what  the  mother  or 
patient  should  and  could  do,  to  make  the  situ- 
ation better.  It  was  expected  her  instructions 
would  be  carried  out  to  the  letter.  In  return, 
from  the  mother  she  received  unhesitating,  un- 
questioning devotion,  love,  and  faith. 

An  editorial  in  the  evening  newspaper  of  Feb- 
ruary 8th  mentioned  that  Margaret  Handy  was 
fortunate  to  have  received  honors  in  her  lifetime. 
What  a pity  she  never  knew  her  favorable  im- 
pact upon  many  of  us,  upon  our  children,  and 
upon  our  children’s  children — or  the  impact  she 
had  upon  the  developing  new  physician,  the 
resident.  Her  innumerable  pearls  of  wisdom 
are  applicable  today  and  for  days  to  come.  Who 
can  ever  forget  her  insistence  that  in  working 
with  the  ailing  child,  one  must  have  full  knowl- 
edge of  the  family  life,  of  the  parents,  of  the 
home  environment,  of  the  schoolroom.  “How 
can  you  treat  a sick  patient  if  you  do  not  know 
how  he  lives?”  she  would  ask. 

Today  she  is  lovingly  recalled  and  revered  by 
many  mothers  and  former  patients.  Physicians 
of  her  era  appreciate  her  pointing  the  way.  But 
with  the  passing  of  time,  voices  who  praised  will 
become  silent.  We  realize  that  only  her  dreams 
and  her  deeds  will  not  become  dust. 

For  she  was  a woman,  a pediatrician,  a pio- 
neer, a teacher,  and  a mother  to  mothers. 

Gifted  with  the  rare  understanding  of  her  past 
medical  heritage,  she  displayed  for  us  all  an  in- 
spirational sense  of  dedication  to  the  present, 


206 


Del  Med  Jrl,  Apr  1977 — Vol  49,  No  4 


Deaths 


combined  with  an  anticipatory  positive  concern 
for  the  future.  She  wanted  to  be  remembered, 
not  as  a legend,  but  as  she  said,  “just  a doctor,  if 
you  please.”  It  is  probable  we  shall  never  again 
see  the  likes  of  Margaret  Handy. 

She  had  no  immediate  family  survivors.  A 
memorial  service  was  held  at  Westminster  Pres- 
byterian Church,  Tuesday  afternoon,  February 
S,  1977. 

Memorial  contributions  are  being  sent  to  the 
Margaret  I.  Handy  Foundation  for  Children,  in 
care  of  the  Bank  of  Delaware,  300  Delaware 
Avenue,  Wilmington;  the  Brandywine  Conser- 
vancy, Inc.;  or  the  Brandywine  Museum  at 
Chadds  Ford,  Pennsylvania. 

* K * 

WINDER  L.  PORTER,  M.D. 

Winder  Laird  Porter,  aged  63,  of  Silverbrook, 
Wilmington,  apparently  suffered  a heart  attack 
while  driving  his  car  and  died  on  February  19, 
1977. 

As  Director  of  the  Delaware  State  Divison 
of  Public  Health  Venereal  Disease  Control  Pro- 
gram, he  was  employed  longer  than  any  other 
physician  with  this  division.  He  retired  in  1973, 
having  served  31  years. 

He  was  a graduate  of  the  first  graduating  class 
of  Howard  High  School  in  Wilmington,  and  at 
the  exceptionally  early  age  of  16,  entered  the 
University  of  Pennsylvania,  eventually  graduat- 
ing from  the  medical  school  eight  years  later  as 
a physician.  Later  at  the  University  of  Pennsyl- 
vania, he  received  his  master’s  degree  in  public 
health. 

Dr.  Porter  was  a charter  fellow  of  the  Ameri- 
can College  of  Preventive  Medicine  in  1954,  and 
a member  of  the  American  Medical  Association 
as  well  as  the  National  Medical  Association.  He 
was  active  in  committee  work  with  the  Medical 
Society  of  Delaware.  He  also  served  in  other 
professional  organizations.  He  had  at  one  time 
served  as  a medical  advisor  to  the  Delaware 
League  of  Planned  Parenthood,  as  well  as  the 
Delaware  Adolescent  Program,  Inc. 

He  is  survived  by  his  wife,  Gladys  S.  Porter; 
two  daughters,  Jacqueline  E.  Porter  of  Washing- 


ton, D.C.  and  Mrs.  Marilyn  W.  Woolfolk  of  Ann 
Arbor,  Michigan;  a brother,  Luther,  of  Wilming- 
ton; a sister,  Dorothy  Street,  of  Wilmington;  and 
one  grandchild. 

The  family  suggests  that  contributions  in  his 
memory  be  made  to  any  charitable  foundation. 

m % m 

CHARLES  E.  WAGNER,  M.D. 

Charles  Edward  Wagner,  a pediatrician  in 
Wilmington  for  45  years,  died  Wednesday,  Feb- 
ruary 23,  1977.  He  was  84  years  of  age,  and  a 
resident  at  the  Methodist  Country  House.  He 
served  in  World  War  I. 

Dedicated  to  the  care  of  his  pediatric  patients, 
Dr.  Wagner  also  found  extra  hours  to  be  of  ser- 
vice to  the  medical  community.  He  was  presi- 
dent of  the  medical  staff  of  the  Delaware  Hos- 
pital; president  of  the  New  Castle  County  Medi- 
cal Society;  president  of  the  Medical  Society  of 
Delaware;  president  of  the  Delaware  Academy 
of  Medicine;  a delegate  from  Delaware  to  the 
American  Medical  Association;  and  for  many 
years  a Fellow  of  the  American  Academy  of 
Pediatrics. 

In  1964,  the  Medical  Society  of  Delaware 
awarded  him  the  Distinguished  Service  Award 
in  recognition  of  “his  kindness,  compassion  and 
untiring  devotion  to  the  care  of  children  in  Dela- 
ware.” 

Quiet  by  temperament,  he  was  a man  not 
easily  flustered  by  stress.  His  trademark  would 
be  that  of  the  gentle  touch.  Patients  remember 
him  for  the  reassuring  word  and  the  guiding 
hand,  for  an  unexplained  and  calming  effect 
from  his  presence  at  the  bedside.  Mothers  tell 
of  his  sense  of  warmth  and  of  caring,  even  dur- 
ing the  routine  ritual  of  the  physical  examination. 

Memorial  services  were  held  at  the  Grace 
Methodist  Church,  February  25,  1977. 

His  wife,  the  former  Helen  Kintzing,  died  in 
September,  1966.  He  had  no  immediate  family 
survivors. 

Contributions  in  his  memory  are  being  made 
to  the  Methodist  Country  House,  and  to  the 
Junior  Board  of  the  Delaware  Division  of  the 
Wilmington  Medical  Center. 

Charles  M.  Bancroft,  M.D. 
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LEGAL  OPINION  ON  CHILD  ABUSE 


Judge  Herbert  L.  Cobin 


THE  FAMILY  COURT  OF  THE  STATE  OF  DELAWARE 
FOR  NEW  CASTLE  COUNTY 

STATE  OF  DELAWARE  ) 

vs.  ) 

CATHERINE  SUAREZ  ) 

and  ) 

JOSE  HERNANDEZ  ) 

Defendants  ) 

D.  Thomas  Reardon,  Deputy  Attorney  General  for  the  State 
Arlen  B.  Mekler,  Esq.,  Attorney  for  Defendants 

OPINION 
(January  11,  1977) 


Case  No.  A-2367  & 
A-2244 


Cobin,  J. 

The  Informations  against  each  defendant  are 
that  on  or  about  May  7,  1975,  and  on  numerous 
other  occasions  during  the  month  of  April  and 
May  he  or  she  did  beat,  burn,  and  scald  Marilyn 
Suarez,  b.  3 / 27  /71,  and  Carolyn  Suarez,  b. 
3/27/71,  requiring  hospitalization  on  May  7, 
1975.  It  is  alleged  that  such  conduct  endangered 
the  welfare  of  the  children  in  that  defendants 
did  knowingly  act  in  a manner  likely  to  be  in- 
jurious to  the  physical,  mental  and  moral  wel- 
fare of  the  children  in  violation  of  11  Del.  C., 
Sec.  1102. 

The  children  were  taken  to  the  Wilmington 
Medical  Center,  Delaware  Division,  on  May  7. 
As  a result  and  upon  application,  the  custody 
of  the  two  children  was  awarded  to  the  Division 
of  Social  Services  on  May  8.  On  May  14,  there 
was  a preliminary  hearing  and  the  Court  held 

Judge  Cobin  has  been  a judge  for  the  Family  Court  of  the  State 
of  Delaware  for  twelve  years. 


The  Opinion  is  presented  as  rendered  with  the  exception  of  the 
names  of  the  children  and  the  two  defendants,  which  have  been 
changed  for  this  publication. 


there  was  probable  cause  for  the  charges  of  en- 
dangering. The  proceedings  were  continued  in 
order  to  enable  the  Division  and  the  Attorney 
General’s  Office  to  investigate  more  fully.  A 
hearing  was  scheduled  for  July  23.  There  were 
continuances  by  request  of  defendants  attorney 
upon  the  endangering  charges.  There  was  a 
further  hearing  on  September  15,  relating  to  the 
custody  of  the  children  and  possible  placement 
with  relatives  in  Puerto  Rico  but  these  matters 

See  editorial  comments  on  pages  237-239. 

were  continued.  Defendant  Hernandez,  moved 
for  a separate  trial  and  this  was  denied  on  Sep- 
tember 24.  There  was  a hearing  on  November 
18,  which  was  recessed  to  accommodate  defen- 
dants attorney  and  the  taking  of  testimony  was 
concluded  on  December  22.  Memorandum  were 
to  be  submitted  by  counsel  on  both  sides. 

The  Court  has  heard  the  testimony  of  Police 
Officers  Julio  Burgos,  and  Joseph  Pantuliano, 
both  of  the  Wilmington  Police  Force;  Barbara 
James,  Social  Worker  for  the  Wilmington  Medi- 
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cal  Center;  Dr.  Patricia  Purcell,  Pediatric  Resi- 
dent at  the  Medical  Center;  Jacqueline  Harmon, 
a neighbor  of  defendant,  Suarez,  and  defendant 
Hernandez. 

The  evidence  presented  shows  that  both  de- 
fendants, unmarried  had  been  living  together 
since  September,  1974,  at  least.  They  were  oc- 
cupying a second  floor  apartment  in  a house  in 
Wilmington  along  with  defendant,  Suarez’s,  two 
daughters,  twins,  who  at  the  time  of  the  latest 
incident  had  just  turned  four  years  of  age. 

Defendant,  Suarez,  had  left  on  a trip  to  Canada 
during  the  latter  part  of  the  week  of  April  28. 
Whether  she  had  returned  to  Delaware  by  May 
5,  is  not  clear  but  she  was  in  Delaware  Tuesday, 
May  6.  At  the  time  of  the  incident  to  be  con- 
sidered first,  she  was  out  of  the  house,  perhaps 
visiting  a neighbor.  Defendant,  Hernandez,  was 
in  the  apartment  with  the  two  girls.  Hernandez 
testified  he  was  preparing  the  bathtub  water 
for  the  two  girls  to  take  a bath.  It  was  not  un- 
usual for  him  to  fix  the  water  for  the  girls  who 
when  told  it  was  ready,  would  take  their  own 
bath. 

On  this  occasion,  defendant  had  just  turned 
on  the  hot  water  when  he  heard  the  mailman 
at  the  front  door  downstairs.  He  left  the  water 
running  and  went  downstairs  to  obtain  the  mail, 
especially  a check  for  public  assistance  made  out 
to  defendant,  Suarez.  The  mailbox  was  not 
secure  and  the  mailman  refused  to  give  Her- 
nandez the  letter  containing  the  check,  he  not 
being  the  addressee.  An  argument  ensued.  De- 
fendant says  he  was  downstairs  only  a few  min- 
utes. On  returning  upstairs,  defendant  says  he 
saw  some  water  on  the  floor  of  the  bathroom. 
The  cold  water  was  running  but  he  put  his 
fingers  in  the  water  which  was  very  hot  and  he 
quickly  withdrew  them. 

Defendant  further  said  that  when  he  went  up- 
stairs the  girls  were  in  their  bedroom;  he  heard 
some  crying  and  he  saw  one  girl  with  a towel 
around  her  and  the  other  in  bed  under  the 
covers.  At  first,  defendant  testified  he  asked  the 
girls  what  happened  and  was  told  “nothing.” 
Later,  in  his  testimony,  defendant  stated  the 
children  had  replied  to  his  question  that  they 
had  “burns.”  Defendant  said  he  tried  to  find 
out  what  happened  but  he  never  did. 


Defendant,  Suarez,  came  home  shortly  after 
the  incident.  However,  the  children  were  not 
taken  to  the  hospital  until  the  next  day.  There 
they  were  fully  examined.  The  police  were 
called,  Officers  Burgos  and  Pantuliano  respond- 
ing. At  some  point  photographs  of  the  children’s 
bodies  were  taken  and  these  were  introduced 
into  evidence. 

The  examination  of  the  children  showed  burns, 
bruises,  and  various  marks  upon  them.  A de- 
scription of  these  were  given  by  the  police  of- 
ficers, Barabar  James,  and  Dr.  Patricia  Purcell. 

Officer  Burgos  has  had  six  years  of  service  on 
the  Police  Force,  five  years  with  Youth  Aid 
Division,  and  Officer  Pantuliano  has  had  eight 
years  on  the  Force  with  two  years  with  Youth 
Aid.  Barbara  James,  the  Social  Worker  at  the 
Medical  Center  has  had  three  years  experience 
with  the  Division  of  Social  Services  and  Child 
Protective  Services  and  also  as  a worker  at  the 
Medical  Center  and  she  testified  she  had  ob- 
served at  least  one  hundred  abuse  cases.  Dr. 
Patricia  Purcell  had  worked  with  a treatment 
team  for  abused  children  while  at  medical  school 
and  had  contact  with  some  cases  during  her 
residency  since  her  graduation.  The  photographs 
showed  clearly  what  had  been  described. 

There  will  be  considered  first  the  burns  from 
hot  water.  On  Marilyn,  there  were  first,  second, 
and  third  degree  burns  extending  from  the  knee 
up  along  the  thigh.  These  thigh  burns  were  of 
the  splash  type  but  they  were  of  sufficient  degree 
to  burn  three  layers  of  skin.  On  Carolyn’s  thigh 
there  was  only  a small  area  of  third  degree  burns. 
The  soles  of  the  feet  of  each  girl  were  not  burned. 
There  was  a minor  spot  on  the  heel  of  one  girl. 
The  top  portions  of  their  feet  had  burns  of  the 
splatter  type  and  not  in  a uniform  way.  The 
buttocks  were  not  burned.  The  hands  were  not 
burned.  Marilyn  had  more  burns  than  Carolyn. 

At  the  hospital,  an  attempt  was  made  to  as- 
certain from  the  children  as  to  what  had  hap- 
pened. The  children  were  reluctant  to  talk. 

From  all  the  evidence,  the  Court  concludes  the 
children  received  their  burns  from  having  been 
splashed  with  very  hot  water.  They  could  not 
have  stepped  into  the  tub  or  put  their  hands  in 


210 


Del  Med  Jrl,  Apr  1977 — Vol  49,  No  4 


Legal  Opinion  on  Child  Abuse — Cobin 


it.  Some  object  must  have  been  used  to  splash 
the  hot  water  upon  them. 

The  Court  is  unable  to  accept  defendant,  Her- 
nandez’s, testimony  as  to  what  occurred.  At  the 
time  of  the  incident  he  had  sole  charge  of  the 
children.  He  said  the  girls  would  never  enter 
the  tub  until  he  had  told  them  it  was  ready. 
He  doubted  if  children  of  their  age  would  know 
which  was  the  hot  or  cold  water.  His  contra- 
dictory evidence  as  to  what  the  children  had  told 
him  when  asked  what  had  occurred  is  significant. 
His  professed  affection  and  concern  for  the  chil- 
dren with  whom  he  lived  makes  incredible  his 
statement  that  the  children  would  not  tell  him 
what  had  happened.  This  would  be  especially 
so  if  one  or  both  children  had  splashed  water  on 
the  other  using  not  their  hands  but  some  object 
with  which  to  do  it.  Defendant  says  he  was  the 
only  person  present.  If  that  was  so,  then  the 
Court  must  infer  that  he  was  the  cause  of  the 
splashing  and  the  bums. 

There  is  another  aspect  to  the  bums.  The 
children  were  not  taken  immediately  for  medical 
attention  which  was  not  done  until  the  next  day. 
In  view  of  the  seriousness  of  the  bums  and  the 
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pain  which  must  have  ensued,  neither  the  mother, 
the  defendant  Suarez,  or  defendant  Hernandez, 
did  anything  about  it.  The  Court  concludes 
that  in  failing  to  obtain  immediate  medical  help 
for  the  children,  both  defendants  were  guilty  of 
endangering  the  welfare  of  the  children  and  of 
neglect.  However,  the  Court  merely  mentions 
this  aspect  of  the  case  and  does  not  make  its 
findings  upon  this  ground. 

The  charges  also  include  that  the  children 
were  beaten  and  burned.  Here  again,  the  testi- 
mony of  the  witnesses  and  the  photographs 
graphically  bear  out  the  facts. 

As  to  Carolyn,  there  were  severe  bruises,  welts 
and  scars  covering  her  entire  buttocks  and  upon 
her  left  thigh.  Dr.  Purcell  and  others  were  of  the 
opinion  the  marks  were  characteristic  of  belt  or 
belt  buckle  blows.  These  had  been  made  within 
one  or  two  weeks  prior  to  the  examination.  There 
were  marks  very  characteristic  of  cigarette  burns. 
A hemorrhage  of  the  right  eye  appeared  to  be  of 
fresh  blood  of  a day  or  two  old. 

Marilyn  exhibited  bruises,  linear  and  vertical 
marks  upon  part  of  her  buttocks  and  upon  her 
right  and  left  thighs.  In  addition,  there  were 
linear  abrasions,  laterally  upon  her  face  which 
were  approximately  24  to  48  hours  old.  Scales 
had  formed  upon  these.  There  were  various 
cigarette  burns  upon  her  body  and  one  in  her 
ear.  Likewise,  there  were  belt  and  buckle  scars, 
some  of  which  were  older  and  some  had  been 
made  within  24  to  48  hours.  This  also  applied 
to  similar  scars  appearing  on  Carolyn. 

The  evidence  was  that  as  to  both  children  vari- 
ous marks  had  to  result  from  the  use  of  a hard 
object;  that  an  accident  usually  resulted  in  a 
brush  burn  which  was  not  shown,  and  all  of  these 
marks,  scars,  and  burns  were  too  frequent  and 
too  widespread  to  have  been  caused  accidentally. 
The  Court  concludes  that  the  two  children  were 
beaten,  struck,  and  burned  by  other  than  an  ac- 
cidental cause. 

Defendant,  Hernandez,  testified  that  he  and 
defendant,  Suarez,  had  been  living  together  for 
upwards  of  eight  months;  that  he  seldom  saw  the 
girls  without  their  clothes  on;  that  he  was  un- 
aware of  any  bruises,  marks,  scars,  and  burns 
upon  the  girls;  that  the  children  stayed  a couple 


of  days  with  his  mother  while  defendant,  Suarez, 
was  away  and  they  might  have  gotten  into  a 
fight;  and  that  he  did  not  smoke  including  ciga- 
rettes. 

Defendant,  Hernandez’s  testimony  is  incredible 
and  unacceptable.  He  has  lived  with  these  chil- 
dren and  their  mother-  for  upwards  of  eight 
months.  He  professed  great  affection  and  con- 
cern for  the  children.  He  did  so  many  things 
for  them.  Defendant  had  a duty  to  help  support 
these  children,  13  Del.  C.,  Sec.  505  (a)  (4)  and 
of  caring  for  them.  It  is  inconceivable  to  the 
Court  that  defendant  did  not  know  of  the  clearly 
visible  condition  of  the  children  and  what  had 
been  done  with  them. 

What  has  been  said  as  to  defendant,  Hernan- 
dez, applies  to  defendant,  Suarez,  although  she 
did  not  testify.  The  Court  draws  no  inference 
from  her  failure  to  testify  but  it  can  draw  an 
inference  from  the  evidence  presented. 

Can  it  be  said  these  defendants  are  the  per- 
sons who  caused  the  injuries  to  the  two  children? 
This  raises  the  question  as  to  the  law  involved 
in  child  abuse  cases  and  the  subject  of  the  “Bat- 
tered Child”,  the  “Battered  Child  Syndrome”  and 
the  “Battering  Parent.” 

The  policy  of  the  State  is  reflected  in  the  law 
requiring  the  mandatory  reporting  of  abused  and 
neglected  children.  16  Del.  C.  Chap.  9,  requires 
any  person  including  physicians: 

“who  has  reasonable  cause  to  believe  that  a 
person  who  is  chronologically  under  the  age  of 
18  years  or  appears  to  be  mentally  retarded  and 
has  had  serious  physical  injury  inflicted  upon 
him  by  other  than  accidental  means  or  whose 
physical  or  emotional  condition  gives  indication 
of  other  serious  abuse,  or  maltreatment,  mis- 
treatment or  nontreatment  shall  make  a report 
in  accordance  with  Sec.  903  of  this  chapter.” 

Sec.  903  requires  the  report  to  be  sent  to  the 
Division  of  Social  Services  which  is  to  immedi- 
ately investigate  and  take  action  to  prevent 
further  abuse  and  neglect  and  to  enhance  the 
welfare  of  the  child.  The  Division  is  to  assist 
those  responsible  for  the  children  to  overcome 
the  problems  leading  to  the  abuse  or  neglect  and 
to  preserve  family  life  whenever  possible.  Sec. 
904  and  901.  Where  the  injury  is  so  serious  that 
criminal  prosecution  is  indicated,  the  Division 
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reports  its  findings  to  the  Department  of  Justice, 
the  Family  Court  or  the  police,  Sec.  904. 

The  “Battered  Child  Syndrome”  means  that 
the  injuries  received  by  a child  were  not  acci- 
dental. As  said  by  the  Court  of  Appeals  of  New 
York,  in  people  v.  Henson  33  NY  2nd  63;  304  NE 
2nd  358  (1973): 

“Initially  developed  following  extensive  re- 
search more  than  a decade  ago,  “ ‘ the  diagnosis 
of  the  battered  child  syndrome  has  become  an 
accepted  medical  diagnosis.’  ” (People  v.  Jack- 
son,  18  Cal.  App  3d  504,  507,  95  Cal.  Rptr.  919, 
921,  supra;  see,  also,  State  v.  Loss,  295  Minn. 
171,  — , 204  N.  W.  2d  404,  408-409,  supra,  and 
generally,  Kempe,  Silverman,  Steele,  Droege- 
mueller  & Silver,  The  Battered  Child  Syndrome, 

13  Journal  of  American  Med.  Assn.  (1962),  p. 
105.)  “ ‘A  finding  ...  of  the  battered  child  syn- 
drome,’ ” the  court  in  People  v.  Jackson  pointed 
out  (18  Cal.  App.  3d,  at  p.  507,  95  Cal.  Rptr. 
at  p.  921),  “‘is  not  an  opinion  by  the  doctor 
as  to  whether  any  particular  person  has  done 
anything’  ” but,  rather,  it  “ ‘simply  indicates’  ” 
that  a child  of  tender  years  found  with  a certain 
type  of  injury  “ ‘has  not  suffered  those  injuries 
by  accidental  means.’  ” Thus,  although  the  de- 
cision to  admit  such  expert  testimony  is  within 


the  discretion  of  the  trial  court  (see,  e.g.,  People 
v.  Jackson,  18  Cal.  App.  3d  504,  507,  95  Cal. 
Rptr.  919,  920,  supra),  there  is  little  doubt  of 
its  relevancy  in  prosecutions  of  the  kind  before 
us.” 

In  the  Henson  case,  the  parents  were  convicted 
of  criminally  negligent  homicide  and  endanger- 
ing the  welfare  of  their  four  year  old  son  and 
the  mother  was  also  convicted  of  third  degree 
assault. 

In  People  v.  Jackson  18  Cal.  App.  3d  504,  95 
Cal.  Rptr.  919;  Ct.  Appeal  4th  Calif.  (1971)  de- 
fendant lived  with  the  mother  of  a thirteen 
month  old  child  and  the  child.  Defendant  was 
convicted  of  child  beating.  On  appeal  he  com- 
plained as  to  the  testimony  relating  to  the  “bat- 
tered child  syndrome”.  This  case  is  quoted  in 
the  Henson  case,  supra.  However,  in  Jackson 
the  following  was  also  stated: 

“Contrary  to  the  appellant’s  contention,  there 
is  nothing  in  the  doctor’s  testimony  which  indi- 
cated a belief  on  the  part  of  the  doctor  that  the 
defendant  was  guilty  of  the  offense.” 

“.  . . The  additional  finding  that  the  injuries 
were  probably  occasioned  by  someone  who  is 
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ostensibly  caring  for  the  child  is  simply  a Con- 
clusion based  upon  logic  and  reason.  Only  some- 
one regularly  “caring”  for  the  child  has  the 
continuing  opportunity  to  inflict  these  types  of 
injuries;  an  isolated  contact  with  a vicious 
stranger  would  not  result  in  this  pattern  of 
successive  injuries  stretching  through  several 
months.”  p.  921 

In  C ommomvealth  v.  Paquette  301  A 2d  837, 
Pa.,  ( 1973 ) a conviction  of  second  degree  murder 
was  affirmed  upon  appeal.  The  victim  was  de- 
fendant’s six  and  one  half  month  old  step-daugh- 
ter. There  were  traumatic  bruises,  hematomas, 
cerebral  contusions  with  accompanying  pneu- 
monia. The  Court  held  that  eye  witnesses  were 
unnecessary — “Circumstantial  evidence  can  be 
as  reliable  and  persuasive  as  eyewitness  testi- 
mony” p.  839.  State  v.  Loss  295  Minn.  171,  204 
NW  2d  404  at  409  (1973). 

In  State  v.  Best  232  NW  2d  447,  S.D.  (1975), 
a conviction  of  second  degree  manslaughter 
against  a mother  of  an  eighteen  month  old  son 
was  affirmed.  As  to  circumstantial  evidence,  the 
Court  pointed  out  the  need  for  its  use: 

“While  the  manslaughter  conviction  (SDCL 


22-16-20)  of  the  defendant  here  largely  rests  on 
circumstantial  evidence  of  a history  of  child 
abuse,  this  is  not  fatal  to  the  state’s  case.  In- 
deed, direct  evidence  is  rare  in  these  cases.  As- 
suming that  the  testimony  of  the  Battered  Child 
Syndrome  is  accepted  as  competent  medical 
testimony,  the  next  step  clearly  follows,  i.e., 
that  the  evidence  in  this  case  is  legally  sufficient 
so  as  to  empower  the  jury  to  exclude  a reason- 
able doubt  that  defendant  was  guilty  of  the 
crime  as  charged. 

Testimony  concerning  the  Battered  Child  Syn- 
drome was  had  in  this  case.  While  it  is  true 
that  medical  development  of  this  diagnosis  is 
relatively  recent,  we  have  found  no  case  in  which 
expert  medical  testimony  on  the  Battered  Child 
Syndrome  was  rejected.” 

In  the  companion  case  of  State  v.  Best  232 
NW  2d  459,  SD  ( 1975 ) the  father’s  conviction 
of  second  degree  manslaughter  also  was  affirmed. 
The  father  had  been  warned  by  the  physician 
regarding  the  unusual  number  of  bruises  and 
injuries  to  the  son  and  the  need  for  protecting 
the  child  who  later  died  in  less  than  one  year. 
In  its  opinion  the  Court  approved  the  charge  to 
the  jury  as  having  been  proper: 

“ ‘In  the  case  of  a parent,  each  parent  has  an 
equal  duty  to  protect  their  child.  Because  of 
this,  if  the  father  knows  that  the  mother  is  com- 
mitting the  crime  of  child  abuse  upon  their  child 
or  is  inclined  to  do  so  and  such  father  stands 
passively  by  and  does  nothing  to  protect  their 
child  or  to  prevent  the  mother  from  so  abusing 
their  child,  it  being  reasonably  within  his  power 
to  do  so,  such  father  is  considered  as  having 
aided  and  abetted  the  mother  and  thereby  be- 
comes a party  to  such  child  abuse  of  their  child 
and  equally  guilty.  If,  under  such  circum- 
stances, the  child  dies  as  a result  of  such  child 
abuse  by  the  mother,  the  father  is  held  to  be 
equally  responsible  for  the  death  of  their  child.’  ” 

The  Court  finds  that  the  defendant  Hernandez 
had  assumed  the  role  of  a custodian  as  to  the 
two  four  year  old  children  here  involved.  He 
had  become  part  of  the  household  in  all  its  as- 
pects. The  proclaimed  affection  and  care  he 
gave  the  children  bears  out  the  establishment  of 
his  role  as  a substitute  father  and  joint  custodian 
of  them.  See  the  definition  of  “dependent”  and 
“neglected  child”  and  the  duty  of  the  parent  and 
custodian.  31  Del.  C.  Sub.  Chapter  1,  10  Del. 
C.  Chap.  9 Sec.  901. 

On  the  issue  as  to  whether  the  child’s  injuries 
could  be  attributed  to  defendant  the  Court  in 
Paquette  supra  pointed  out: 
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“There  was  a dispute  between  the  version  of 
the  defense  and  that  of  the  Commonwealth  as  to 
whether  or  not  the  child  had  bruised  tissue  at 
the  time  she  was  delivered  into  the  custody  of 
the  father.  Admittedly,  the  Commonwealth’s 
evidence  to  support  its  position  that  all  of  the 
bruising  occurred  during  the  time  the  child  was 
under  his  exclusive  care  was  weak.  This  is  not 
controlling,  however,  since  the  medical  evidence, 
offered  by  the  Commonwealth,  clearly  establishes 
repeated  and  severe  blows  to  the  infant  as  being 
the  origin  of  the  factors  causing  death.  Such 
a finding  is  completely  incompatible  with  the 
defense’s  theory  that  the  injuries  were  either 
sustained  by  a fall  from  the  couch  to  the  floor 
or  an  epileptic  fit  while  the  child  was  in  the 
bath.  Considering  the  number  of  bruises,  their 
severity  and  their  positioning  about  the  head 
and  the  face,  the  fact-finder  was  justified  in 
rejecting  the  possibility  of  accidental  or  self- 
inflicted  injury  particularly  when  recognizing 
the  mobility  of  a 6%  month  old  baby. 

Where,  as  here,  an  adult  has  sole  custody  of 
a child  for  a period  of  time,  and,  during  that 
time  the  child  suffers  wounds  which  unquestion- 
ably are  neither  self-inflicted  nor  accidental,  the 
evidence  is  sufficient  to  allow  a jury  to  infer  that 
the  adult  inflicted  the  wounds.  State  v.  Loss, 
Minn.,  204  N.W.  2d  404  (1973).  See,  generally, 
Commonwealth  v.  Johnson,  162  Pa.  63,  29  A.  280 

1 (1894) ; Commonwealth  v.  Lettrich,  346  Pa.  497, 

31  A.  2d  155  (1943). 

In  the  present  case  a neighbor  of  defendant 
Suarez  testified  as  to  being  in  the  latter’s  home 
and  that  Suarez  would  babysit  for  her  child  and 
that  the  witness  never  had  seen  Suarez  abuse  or 
burn  the  children  and  they  appeared  to  like 
“Poppy”  Hernandez  very  much.  The  witness  did 
say  she  would  not  allow  her  own  five  year  old 
child  take  a bath  alone.  What  the  witness  ob- 
served must  be  considered  in  the  light  of  all  the 
circumstances.  As  aptly  said  by  the  Court  in 
State  v.  Silva  153  Me  89;  134  A 2d  628  (1957) 
at  p.  634: 

“Friends  of  the  respondent  testified  that  on 
their  visits  to  the  home  she  displayed  a high 
degree  of  maternal  love,  care  and  solicitude.  The 
jury  could  infer  and  must  have  believed  that 
these  were  but  outward  manifestations,  and  that 
only  the  respondent  could  know  what  her  con- 
duct was  when  she  and  the  decedent  were  alone. 
The  violence  of  an  ungoverned  temper  is  more 
often  displayed  in  privacy  than  under  the  social 
restraints  engendered  by  the  presence  of  wit- 
nesses.” 

The  State  in  the  case  before  this  Court  made 
no  effort  to  show  that  either  of  the  defendants  in 
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Court  came  within  the  term  “battering  person”. 
This  lends  itself  to  a situation  where  the  back- 
ground and  history  of  such  a person  is  available. 
For  some  of  the  patterns  of  such  persons  see 
State  v.  Loss  supra  at  p.  408.  Division  of  Social 
Services  v.  S.S.L.  Case  No.  A-3354  and  5-8998, 
2-17-76,  Cobin,  J.  See:  Juvenile  Justice  Advocacy 
— Besharov  pp.  148  and  342. 

The  matters  presently  being  considered  are 
based  upon  a charge  of  criminal  conduct  by 
defendants.  Here  the  State  has  the  burden  of 
proving  the  charges  beyond  a reasonable  doubt. 
This  is  unlike  a custody  or  civil  action  where 
the  burden  of  showing  abuse  or  neglect  is  by  a 
preponderance  of  the  evidence.  However,  the 
same  evidentiary  principles  are  applicable  in 
both  situations. 

In  the  interesting  case  of  Landeros  v.  Flood 
131  Cal.  Rptr.  69;  551  P 2d  389,  Sup  Ct.  Calif. 
(1976)  it  was  held  that  a complaint  against  a 
physician  for  failure  to  properly  diagnose  a bat- 
tered child  syndrome  and  report  that  diagnosis 
to  the  proper  authorities  stated  a cause  of  action. 

It  also  has  been  held  in  a civil  proceeding  that 
a Family  Court  may  protect  a new-born  child 
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where  there  has  been  sufficient  showing  of  child 
abuse  of  a prior  child.  In  re  G.  a child,  344 
NYS,  2d  422,  Family  Ct.  NYC  (1973)  For  a 
similar  result  in  this  Court  see  Division  of  Social 
Services  v.  S.S.L.,  supra. 

In  a custody  case  involving  abuse  and  neglect 
the  evidence  should  not  be  fragmentized  into 
isolated  incidents. 

“The  charge  of  neglect  of  children  is  a general 
one  and  an  examination  of  what  is  for  the  best 
interests  of  such  children  necessarily  involves  an 
examination  of  the  continuous  conduct  and  at- 
titude of  the  responsible  parent  together  with 
all  related  circumstances.  Ordinarily  such  an 
examination  does  not  lend  itself  to  the  narrow 
resolution  of  guilt  or  innocence  of  a specific 
charge  in  time  and  place.  Child  care  is  a con- 
tinuous concept  and  traditional  notions  as  to 
formulation  of  issues  in  an  adversary  proceed- 
ing must  give  way  to  an  examination  in  a larger 
perspective.” 

In  re  Furrow  187  Neb.  64,  187,  NW  2d  586 
(1971)  at  589. 

As  to  the  extensive  and  severe  water  bums  in- 


curred about  May  6 or  7,  the  undisputed  evi- 
dence is  that  the  water  was  splashed  upon  the 
two  girls;  that  defendant  Hernandez  was  solely 
in  charge  of  them;  that  he  had  just  quarreled 
with  the  mailman  and  he  was  angry  that  he  had 
not  obtained  the  welfare  check  and  he  may  well 
have  been  angry  that  the  mother  was  not  home 
to  receive  the  check.  Under  all  the  circum- 
stances presented  the  Court  is  convinced  beyond 
a reasonable  doubt  that  the  burns  received  were 
caused  by  him.  This  charge  against  defendant 
Suarez  will  be  dismissed. 

As  to  the  other  injuries  and  cigarette  burns,  as 
to  which  the  Court  has  concluded  they  were  not 
accidental,  the  Court  finds  that  both  defendants 
are  beyond  a reasonable  doubt  guilty  of  en- 
dangering the  welfare  of  the  children.  Because 
of  the  number  of  injuries  extending  over  a period 
of  time,  the  only  conclusion  is  that  either  or  both 
defendants  committed  the  acts  or  aided  and 
abetted  the  other  by  permitting  them  to  be  done. 
As  both  defendants  had  joint  and  sole  care  and 
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maintenance  of  the  children,  the  Court  may 
properly  assume  under  all  the  circumstances  that 
both  defendants  participated  in  the  revolting  con- 
duct of  which  complaint  is  made. 

It  is  obvious  that  neither  defendant  endeav- 
ored to  obtain  prompt  medical  treatment  for  the 
bruises  and  cigarette  bums  previously  inflicted 
upon  these  children  including,  it  appears,  for  the 
last  water  burns.  There  is  a legal  obligation  to 
provide  necessary  medical  care  for  children.  See 
pp  8 and  11  supra.  It  can  be  concluded  as  evi- 
dent that  “the  failure  to  seek  such  assistance 
was  based  on  her  realization  that  the  bruises 
covering  the  child’s  body  would  become  known 
were  the  child  examined  or  treated  by  a phy- 
sician.” Maryland  v.  Fabritz  44LW  2263,  Md. 
Ct.  App.  12-3-75. 

Among  the  many  cases  which  this  Court  has 
concerning  abused  and  neglected  children,  that 
of  State  v.  Doe  No.  4-4615  March  15,  1971, 
may  be  referred  to.  There  the  father  was  found 
guilty  of  assault  and  battery  upon  the  children 
and  the  mother  was  found  guilty  of  neglect.  The 
Court  by  Cobin,  J.  said: 

“As  to  the  charge  against  the  mother  for 
neglect,  a review  of  the  history  of  this  family 
is  required.  Going  back  to  the  early  part  of 
1967,  there  was  a separation  of  the  parties;  Mr. 
Doe  leaving  the  family.  There  was  a long 
period  of  his  alcoholic  problem;  assaults  and 
abuse  upon  his  wife  including  the  assault  and 
battery  which  brought  them  to  Court  on  June  24, 
1969;  the  beating  of  the  daughter,  Edith,  with 
a belt  in  1969  as  to  which  the  mother  did  not  file 
a complaint;  the  failure  of  the  mother  to  file 
a complaint  over  the  burning  of  the  daughter 
in  the  latter  part  of  1969,  together  with  her 
failure  to  receive  medical  help  for  the  bums 
which  might  have  brought  the  matter  to  the  at- 
tention of  the  authorities;  the  father’s  continued 
heavy  drinking;  the  mother  continually  exposing 
the  children  to  the  father  knowing  his  instability 
and  alcoholic  problems  and  his  abuse  of  the  chil- 
dren, the  children  having  been  left  alone  with 
the  father  while  the  mother  was  at  work.  The 
Court  concludes  that  the  mother  was  neglectful 
of  her  children  in  failing  to  provide  proper  care 
for  them  and  protecting  them  from  the  improper 
conduct  of  the  husband.  A mother  cannot  per- 
mit her  children  to  be  subjected  to  the  treatment 
by  the  husband  shown  in  this  case  and  not  be 
considered  neglectful  of  her  children.” 

An  Order  will  be  entered  with  a referral  for 
a pre-sentence  investigation  to  include  a report 
from  the  Division  of  Social  Services. 
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ACUTE  RESPIRATORY  FAILURE:  CATEGORIZATION, 
ASSESSMENT  AND  MANAGEMENT 


A.  D.  Carilli,  M.D. 
G.  Nahas,  M.D. 
C.  Patel,  M.D. 
L.  J.  Denson,  M.D. 


Acute  respiratory  failure  is  one  of  the  most 
commonly  encountered  conditions  on  both  medi- 
cal and  surgical  wards.  Despite  this,  it  is  only 
in  the  past  ten  years  that  its  basic  clinical  fea- 
tures and  pathophysiologic  derangements  have 
been  defined.  Several  comprehensive  reviews 
have  appeared  which  emphasize  in  general  one 
particular  variety  of  acute  respiratory  failure.1'6 

In  this  review  we  take  advantage  of  recent 
insights  in  physiologic  mechanisms  to  present  a 
personal  and  simplified  view  of  respiratory 
failure;  we  categorize  acute  respiratory  failure 
according  to  underlying  physiologic  defects  and 
present  an  approach  to  diagnoses,  assessment, 
and  management. 

Types  of  Respiratory  Failure  and  Etiology 

The  primary  function  of  the  lung  and  respira- 
tory apparatus  is  to  preserve  blood  gas  homeo- 
stasis. This  is  done  within  a narrow  range  with 
arterial  oxygen  tension  (PaCh)  maintained  at 
70-100  mmHg  and  arterial  carbon  dioxide  tension 
(PaCCte)  at  40±3  mmHg.  Thus  respiratory 
failure  may  be  defined  by  the  degree  of  distur- 
bance of  these  gas  tensions.  It  is  difficult,  how- 
ever, to  define  respiratory  failure  in  terms  of 
specific  numbers.2  Hypoxemia  may  be  found  in 
conditions  other  than  failure  of  the  lung  as  with 
congenital  heart  disease  or  in  those  living  at  high 
altitudes.  A high  PaCC>2  may  occur  as  a com- 
pensatory measure  in  metabolic  alkalosis.7 
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What  can  be  recognized  rather  distinctly  are 
patterns  of  gas  exchange  abnormalities.  Failure 
of  the  respiratory  apparatus  may  be  considered 
to  fall  into  two  broad  categories;  ventilatory 
failure  and  gas  exchange  failure.  Ventilatory 

See  editorial  comments  on  page  235. 

failure  is  subdivided  into  obstructive  and  restric- 
tive defects.  We  may  classify  gas  exchange  fail- 
ure into  two  types:  alveolar  hypoventilation  and 
alveolar  respiratory  failure.  The  two  categories 
are  not  necessarily  interdependent.  Severe  ven- 
tilatory impairment  may  present  little  distur- 
bance in  gas  exchange.  Conversely,  gas  exchange 
failure  may  occur  in  the  absence  of  severe  ven- 
tilatory defects.  The  term  respiratory  failure 
generally  refers  to  gas  exchange  failure,  either 
from  alveolar  hypoventilation  or  alveolar  respi- 
ratory failure. 

Alveolar  Hypoventilation  In  this  form  of  gas 
exchange  failure  there  is  a progressive  rise  in 
PaCCte  with  a reciprocal  fall  in  PaC>2.  This  may 
occur  acutely  in  a matter  of  minutes  or  hours  or 
gradually  as  in  a chronic  alveolar  hypoventila- 
tion. The  basic  cause  is  failure  of  alveolar  ven- 
tilation to  supply  oxygen  demanded  metabol- 
ically  or  to  eliminate  CO2  produced.  This  type 
of  gas  exchange  failure  is  seen  with  chronic  air- 
way obstruction,  ie,  chronic  bronchitis,  emphy- 
sema, asthma,  or  central  airway  obstruction.  It 
also  occurs  with  failure  of  the  pulmonary  bellows 
apparatus  produced  by  chest  wall  or  neuromus- 
cular disorders. 

Alveolar  Respiratory  Failure  Alveolar  respira- 
tory failure  is  a term  which  we  have  coined  to 
denote  the  pattern  of  gas  exchange  failure  char- 
acterized by  progressive  refractory  hypoxemia 
unresponsive  to  increasing  inspired  oxygen  ten- 
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sions  (F1O2).  It  is  accompanied  by  a low  PaCOs. 
The  pathology  resides  in  the  alveoli;  the  phy- 
siologic defect  producing  hypoxemia  is  intrapul- 
monary  shunting.  The  alveolar  injury  may  occur 
acutely  or  chronically.  The  multiple  etiologies  of 
this  syndrome  include  inhaled  or  ingested  chemi- 
cals, viruses,  bacteria,  immunologic  reactions, 
and  circulatory  causes  such  as  shock  or  left  ven- 
tricular failure.  It  is  commonly  seen  in  the  post- 
operative patient  where  many  of  these  etiologies 
come  into  play  and  result  in  acute  alveolar  dam- 
age. The  initial  insult  may  affect  the  alveolar 
surface,  the  capillary  surface,  or,  perhaps,  the 
interstitium.  Petty  and  his  associates  were  the 
first  to  distinguish  the  acute  form  of  this  patho- 
physiologic syndrome,  terming  it  the  adult  respir- 
atory distress  syndrome  (ARDS).3,4  With  due 
respect  to  these  workers  for  their  original  des- 
cription of  this  form  of  gas  exchange  failure,  the 
appellation  is  a misnomer.8  Many  adults  have 
respiratory  distress  due  to  causes  not  at  all  asso- 
ciated with  this  syndrome,  and  the  “adult”  respi- 
ratory distress  syndrome  can  be  seen  in  children. 
We  prefer  the  term  alveolar  respiratory  failure 
to  distinguish  this  type  of  gas  exchange  failure 
because  it  points  to  the  primary  site  of  pulmon- 
ary injury,  the  alveolus.  In  any  event,  it  is  not 
so  important  what  it  is  called  as  long  as  we  all 
know  what  we  are  talking  about  and  can  com- 
municate with  each  other. 

Figure  1 demonstrates  the  patterns  of  deterio- 


ration of  blood  gas  tensions  in  alveolar  hypoven- 
tilation and  alveolar  respiratory  failure.  Note 
that  lethal  hypoxic  levels  of  20  mmHg  are 
reached  with  a low  PaCOs  in  alveolar  respiratory 
failure.  In  chronic  obstructive  pulmonary  dis- 
ease alveolar  hypoventilation  is  accompanied  by 
some  intrapulmonary  shunting,  which  results  in 
a relatively  lower  PaCb  than  we  would  see  with 
pure  alveolar  hypoventilation.  Though  mixed 
gas  exchange  defects  occur  not  uncommonly,  one 
pattern  usually  predominates. 

Pathophysiology  and  the  Assessment  of 
Respiratory  Failure 

In  the  diagnosis  and  management  of  gas  ex- 
change failure  syndromes,  certain  measurements 
are  useful  in  characterizing  the  type  and  degree 
of  impairment  present.  These  include  the  Pa02 
in  relationship  to  the  F1O2,  the  alveolar- arterial 
oxygen  tension  difference  (A-a)dC>2,  PaCOa  and 
acid-base  disturbances  produced  by  failure  to 
eliminate  CO2.  There  are  two  additional  con- 
cepts helpful  in  understanding  the  mechanisms 
of  hypoxemia:  the  concepts  of  the  ideal  lung  and 
the  three  compartmental  analysis  of  the  normal 
and  diseased  lung.011  Figure  2 depicts  schemati- 
cally a lung  acting  as  an  ideal  gas  exchanger.  All 
venous  blood  entering  the  gas  axchanger  “sees” 
alveolar  gas,  and  there  is  no  diffusion  barrier. 
Blood  leaving  the  lung  and  entering  the  systemic 
circulation  has  the  same  gas  tensions  as  alveolar 
gas.  Hence  the  alveolar-arterial  oxygen  tension 


FIGURE  1 

The  course  of  arterial  blood  gas 
tensions  in  various  types  of  gas 
exchange  failure. 
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IDEAL  GAS  EXCHANGER  OR  IDEAL  LUNG 


The  ( A-a ) dOc  is  zero. 

difference  is  zero.  Therefore,  the  extent  which  the 
(A-a)dC>2  departs  from  zero  relates  directly  to 
the  gas  exchanger  behaving  “non-ideally.”  In 
the  normal  lung  the  (A-a)dC>2  is  about  15-20 
mmHg.12 

The  causes  of  this  tension  gradient  are  three- 
fold. A small  portion  is  due  to  anatomical  shunt- 
ing. Venous  blood  bypasses  the  lungs  through 
thebesian  veins  or  other  pulmonary  arterio-ve- 
nous connections.  This  amounts  to  about  1.5% 
of  the  cardiac  output.11  A smaller  portion  may 
be  attributed  to  diffusion  barrier.  The  largest 
portion,  about  90%  of  the  (A-a)dC>2,  is  due  to 
ventilation-perfusion  ( V/Q ) mismatching.9 

V/Q  mismatching  or  disproportion  is  the  most 
common  cause  of  hypoxemia  and  perhaps  the 
most  difficult  to  understand.  It  can  be  best  ex- 
plained on  the  basis  of  a three  compartmental 
analysis  of  the  lung.10  Normal  and  diseased 
lungs  contain  millions  of  gas  exchanging  units, 


each  with  a finite  ventilation  and  perfusion.  All 
of  the  gas  exchanging  units  fall  into  one  of  three 
compartments.  The  first  compartment  has  alveo- 
lar units  receiving  equal  ventilation  and  per- 
fusion (V=Q).  The  second  compartment  has 
alveolar  units  which  are  poorly  ventilated  or  un- 
ventilated but  are  normally  perfused  (V<Q). 
This  is  the  shunt  compartment.  The  units  in  the 
third  compartment  are  ventilated  normally  or 
hyperventilated  with  diminished  or  absent  per- 
fusion (V>Q).  This  is  the  alveolar  dead  space 
compartment  or  the  “wasted  ventilation”  com- 
partment. Actually  all  of  the  units  fall  within 
a continuum  of  V/Q  ratios  ranging  from  zero 
for  the  shunt  compartment  to  infinity  for  the 
dead  space  compartment.  Figure  3 demonstrates 
how  the  V/Q  relationships  of  the  three  compart- 
ments affect  the  overall  oxygenation  of  the  ar- 
terial blood  The  oxygen  tension  and  saturation 
of  blood  coming  from  the  shunt  compartment 
are  reduced.  This  blood  mixes  with  fully  satu- 
rated blood  from  the  other  compartments,  re- 
sulting in  an  oxygen  tension  and  saturation  some- 
where between  the  extremes  depending  on  the 
relative  contributions  of  the  compartments.  Re- 
gional differences  in  ventilation  and  perfusion 
dependent  on  gravity  account  for  the  V/Q  mis- 
matching and  the  (A-a)dC>2  in  the  normal  lung.9 
Pathologic  derangements  of  alveolar  units  which 
disproportionately  affect  their  ventilation  or  per- 
fusion are  responsible  for  an  (A-a)dC>2  greater 
than  normal. 


'i/cr-o  v/q  1 


v/a=<*. 


FIGURE  3 

Three-compartment  analysis  of  the 
lung  and  ventilation/perfusion 
mismatching  (See  text.) 
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The  ( A-a ) d02  is  thus  a valuable  measurement 
in  gas  exchange  failure  since  it  is  directly  re- 
lated to  intrapulmonary  shunting  and  may  be 
used  to  calculate  the  shunt  ratio  or  the  percent- 
age of  the  cardiac  output  that  fails  to  “see”  alveo- 
lar gas  (Qs/Qt).13  It  can  be  used  to  follow  pro- 
gression or  regression  of  acute  alveolar  respira- 
tory failure.  It  distinguishes  hypoxemia  due  to 
shunt  or  alveolar  hypoventilation  and  aids  in  de- 
tecting technical  errors  in  measuring  PaCL. 

The  Alveolar  Air  Equation  The  components 
of  the  (A-a)d02  are  the  alveolar  oxygen-tension 
(PaCL)  and  the  arterial  oxygen  tension.  PaCL 
is  measured  directly.  PaCL  must  be  derived  from 
the  alveolar  air  equation.14  Table  1 shows  the 
various  forms  of  the  equation  from  its  complete 
form  to  its  simplest  and  most  practical  deriva- 
tion.6 In  equation  1,  if  the  respiratory  quotient 
R is  one,  PaCL  = PiCL-PaCCL,  where  P1O2  is  the 
inspired  O2  tension.  Generally,  R is  assumed  to 
be  0.8.  Then  Pa02  = PiO2-PaCO2/0.8  or 
Pa02  = Pi02-PaC02  X 1-25. 

Example  1 : Fraction  of  inspired  oxygen  ( F1O2) 

- 40%,  PaCL  = 80  mmHg,  and  PaCCL  = 35 
mniHg.  Barometric  pressure  may  be  assumed 
to  be  760.  Water  vapor  pressure  fully  saturated 
at  37°  is  47  mmHg.  Then  P1O2  = F1O2  (760- 
47)  mmHg.  Therefore  PaCL  = 0.4  (760-47)  — 
35  X 1.25  = 241  mmHg.  The  (A-a)dC>2  = 241- 
80  = 161  mmHg.  Breathing  higher  oxygen  ten- 
sions of  itself  causes  shunting.15  The  (A-a)dCL 
increases  about  10%  of  the  P1O2.  With  a P1O2 
of  285  mmHg  one  would  expect  an  (A-a)dCL  of 
25-30  mmHg.  A gradient  of  161  mmHg  is  in- 
dicative of  a modest  degree  of  shunting. 

Clinical  Features  and  Management 

Alveolar  Hypoventilation  The  hallmark  of 
alveolar  hypoventilation  is  an  elevated  PaCCL. 


TABLE  1 

THE  ALVEOLAR  AIR  EQUATION 

1.  PaCL  = PiCL  — PaCCL  (F1CL+I-F1CL/R) 

2.  PaQ2  = P1O2  — PaC02 

3.  PaQ2  = P1O2  — PaCCL/0.8 

4.  PaQ2  = P1O2  — PaC02  X 1-25 


TABLE  2 


ACUTE  ALVEOLAR  HYPOVENTILATION 

Pa02  = P1O2  — PaC02  X 1.25 

ie  0.21  (760-47)  — PaC02  X 1.25  mmHg 


PaCCL 

PaCCL  X 1.25 

PaCL 

PaCL 

40 

50 

100 

90 

50 

62.5 

87 

77 

60 

75 

75 

65 

70 

87.5 

62.5 

52.5 

80 

100 

50 

40 

90 

112.5 

37.5 

27.5 

100 

125 

25 

15 

Table  2 shows  the  reciprocal  relationship  be- 
tween the  CO2  and  O2  tensions  in  this  form  of 
gas  exchange  failure.  An  (A-a)dCL  of  10  mmHg 
is  maintained  indicating  that  the  cause  of  the 
hypoxemia  is  purely  hypoventilation.  Note  that 
on  ambient  O2  tensions  when  PaC02  rises  to  90 
mmHg  and  above,  lethal  hypoxemia  ensues. 

There  are  several  important  points  to  be  made 
about  PaC02  and  alveolar  hypoventilation  which 
have  a bearing  on  its  management.6  A high 
PaCCL  is  toxic  to  cells,  though  hypoxia  is  much 
less  tolerated  than  hypercapnea.  With  chronic 
hypercapnea  the  regulation  of  ventilation  be- 
comes defective.  Oxygen  must  be  carefully  con- 
trolled and  sedation  or  other  depressants  avoided. 
The  CO2  responsiveness  of  individuals  in  their 
premorbid  state  varies,  and  the  presence  of  air- 
way obstruction  by  itself  has  a role  in  CO2  re- 
sponsiveness.16'17 Personality  or  emotional  status 
may  also  relate  to  it  in  some  way18  The  PaC02 
enables  the  alveolar  oxygen  tension  to  be  de- 
termined by  the  alveolar  air  equation  and  it  is 
the  respiratory  component  of  the  acid-base  equa- 
tion: pH  = 6.1  + Log  HCO3  V-03  PaCCL  X .86. 

Increasing  F1O2  improves  hypoxemia  but  not 
hypercapnea  in  alveolar  hypoventilation.  Hyper- 
capnea in  fact  may  worsen  because  of  defective 
regulation  of  ventilation. 

Example  2:  PaCCL  = 80  mmHg,  FiCL  = 30%, 
PaCL  = 0.3  (713)  - 80  X 1.25  or  114  mmHg. 
Assuming  a normal  (A-a)dCL  of  20  mmHg,  PaCL 
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FIGURE  4 

pH  responose  to  acute  and  chronic 
rises  in  PaC02  with  95%  confi- 
dence limits  shown  as  shaded 
area  (See  text.) 


would  increase  to  94  mmHg  from  40  mmHg  as 
one  would  expect  on  ambient  air. 

The  acid-base  disturbances  produced  by  acute 
or  chronic  elevations  or  reductions  of  PaCCh  are 
best  understood  by  knowledge  of  the  pH-PaCo2 
titration  curves.  A rise  in  PaCC>2  produces  a 
predictable  fall  in  pH. 19-20  These  relationships  for 
both  the  acute  and  chronic  curves  are  shown  in 
Figure  4.  The  slope  for  the  acute  PaC02-pH 
relatioship  is  .008  pH  units/mmHg  change  in 
PaCCte  and  that  for  the  chronic  curve,  .003. 
Whether  the  rise  in  CO2  is  acute  or  chronic  may 
be  determined  by  history  or  by  simply  looking 
at  the  bicarbonate  concentration.  If  HC03-  is 
elevated,  CO2  retention  has  occurred  over  a 
period  of  at  least  two  to  five  days,  the  time  it 
takes  for  renal  compensatory  mechanisms.21  In 
the  chronic  situation  with  a superimposed  acute 
episode  .005  may  be  used  as  the  factor.22 

Example  3:  Measured  PaCC>2  = 60  mmHg, 
pH  = 7.19  and  HCC>3~  = 24  mEq/L.  The  mea- 
sured PaC02  is  20  mm  greater  than  normal.  Us- 
ing the  acute  factor,  20  X .008  = .16,  the  pre- 
dicted pH  = 7.4  — .16  = 7.24.  The  measured 
pH  is  lower  than  predicted.  Interpretation:  Su- 
perimposed metabolic  acidosis  on  an  acute  res- 
piratory acidosis. 

Example  4:  PaCCh  = 60  mmHg,  pH  = 7.45 
and  HCO3—  = 33  mEq/L.  Predicted  pH  = 7.4 
— (20  X .003)  = 7.34.  Here  the  measured  pH 
is  greater  than  the  predicted  pH.  Interpretation: 
Metabolic  alkalosis  superimposed  on  chronic  res- 
piratory acidosis. 

Bicarbonate  concentration,  PaCCL,  and  H+  are 


related  by  the  equation  HC0.3- mEq/L  = PaCCL 
mmHg ,/H+  nM/LX  24.  H+  may  be  estimated 
by  the  simple  relationship  shown  in  Table  3.23 

Example  5:  pH  = 7.4,  PaCC>2  = 40  mmHg. 
HC03- =40  mmHg  /40  mEq/L  X 24=24  mEq/ 
L.  This  is  the  normal  bicarbonate  level.  This 
relationship  may  be  used  in  determining  inac- 
curacies in  the  calculation  of  HC03~ . When  one 
subtracts  the  measured  or  calculated  HCO3-*- 
from  the  normal,  the  degree  of  base  excess  or 
base  deficit  can  be  semiquantitated.23 

Treatment 

In  managing  alveolar  hypoventilation  one  must 
consider  the  determinants  of  the  PaCCL:  PaC02 


TABLE  3 

ESTIMATION  OF  HYDROGEN  ION 
CONCENTRATION  FROM  pH 


PH 

H+nM/L 

7.6 

— 

20 

7.5 

— - 

30 

7.4 

— 

40 

7.3 

— 

50 

7.2 

— 

60 

7.1 

— 

70 

HC03- mEq/L  = PaC02  mmHg 

— X 24 

H+  nm/L 

ie,  HCOs-  = 40  X 24  mEq/L 
40 
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is  proportional  to  CO2  produced/alveolar  ven- 
tilation. Therefore,  to  lower  PaCCE  one  must 
lower  CO2  produced  metabolieally  or  increase 
alveolar  ventilation.  CO2  production  may  be  re- 
duced by  decreasing  the  work  of  breathing. 
Normally  1 to  2%  of  the  oxygen  consumption  is 
used  by  the  respiratory  muscles.  With  severe 
ventilatory  defects,  this  increases  to  50  to  60%. 24 
Flow  resistive  work  may  be  reduced  by  broncho- 
dilators,  suctioning,  expectorants,  chest  physio- 
therapy, and  anti-inflammatory  agents  where  in- 
dicated. Elastic  resistive  work  may  be  reduced 
by  treating  left  ventricular  failure,  decreasing 
lung  water,  and  avoiding  fluid  overload.  At  the 
same  time  one  may  need  to  attack  the  denomi- 
nator of  the  equation  by  using  mechanical  ven- 
tilation with  a volume  cycled  respirator. 

Intubation  and  mechanical  ventilation  for  hy- 
poventilation are  not  required  in  all  patients.  A 
most  important  consideration  is  the  ability  of  the 
patient  to  cough  effectively.6  This  is  generally 
related  to  the  state  of  consciousness  or  the  degree 
of  exhaustion.  Those  patients  who  became 
further  obtunded  with  an  increase  in  PaCCh  fol- 


lowing the  administration  of  low  flow  oxygen 
usually  must  be  intubated.  Other  helpful  mea- 
surements indicating  need  for  intubation,  par- 
ticularly in  patients  with  failures  of  the  bellows 
mechanism,  include  a vital  capacity  below  one 
liter,  a tidal  volume  (Vt)  less  than  300  cc,  a 
respiratory  rate  greater  than  35/minute,  and  an 
inspiratory  effort  less  than  20  cm  H2O.  There 
is  no  specific  formula  for  intubation.  It  is  a judg- 
ment to  be  made  on  the  basis  of  all  the  clinical 
and  laboratory  data  available. 

Acute  Alveolar  Respiratory  Failure  The  syn- 
drome is  characterized  by  progressive  refractory 
hypoxemia  with  a low  PaCCh.  Generally  one 
sees  a PaO2<50  mmHg  on  ambient  air  or 
<70  on  FiO/s  of  0.6  or  greater.  Putting  it  an- 
other way,  there  is  a progressive  increase  in 
(A-a)dC>2  or  shunt.  The  patient  exhibits  rapid 
shallow  respirations  and  a progressive  fall  in 
compliance  and  functional  residual  capacity 
(FRC).2'4  Progressive  alveolar  and  interstitial 
infiltrates  are  seen  on  the  chest  radiograph 
(“white  lungs”) — one  can  literally  visualize  the 
shunt.  These  pathophysiologic  derangements 
may  occur  fulminantly  over  a period  of  a few 
hours  or  insidiously  over  three  to  five  days. 

In  the  management  of  this  form  of  acute  respi- 
ratory failure,  there  are  certain  principles  that 
apply  regardless  of  underlying  causes.  Etiology 
should  be  sought  where  possible.  Maintaining 
the  lung  free  of  excess  water  is  essential.  Patients 
with  this  syndrome  on  a respirator  tend  to  have 
an  excess  of  lung  water  for  a number  of  reasons. 
These  include  left  ventricular  failure,  fluid  over- 
loading, positive  water  balance  secondary  to  anti- 
diuretic  hormone  activity,  and  capillary  endo- 
thelial damage.2'25  If  loss  is  not  excessive,  it  is 
essential  to  limit  fluids  to  1000-1500  cc/24  hrs. 
Diuretic  drugs  or  osmotic  or  oncotic  substances 
are  useful,  although  the  latter  are  not  effective 
in  the  presence  of  sufficient  capillary  leak.  Anti- 
biotics, steroids,  and  digitalis  have  a role  in  vari- 
ous clinical  settings.  It  is  not  necessary  to  use 
a Swan-Ganz  catheter  in  all  patients.  In  the 
more  complex  problems,  knowledge  of  central 
venous  pressure,  pulmonary  artery  pressure,  left 
ventricular  end  diastolic  pressure,  cardiac  output, 
and  mixed  venous  PO2  will  serve  as  a guide  to 
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The  hazards  of  inspiring  a high  F1O2  for  more 
than  24  hours  are  now  well  reoognized.27  Every 
effort  should  be  made  to  reduce  the  F1O2  below 
50%  as  soon  as  an  acceptble  PaC>2  is  obtained. 

Mechanical  ventilation  of  patients  with  acute 
alveolar  respiratory  failure  is  an  integral  part 
of  the  treatment  of  severe  hypoxemia.  Me- 
chanical ventilation  in  this  form  of  respiratory 
failure  prevents  further  atelectasis  associated 
with  rapid  shallow  breathing  and  decreases  elas- 
tic resistive  work  of  breathing.  Large  tidal 
volumes  of  about  12  cc/Kg  are  preferred.  If  an 
F1O2  of  greater  than  60%  is  needed,  one  may 
add  positive  end  expiratory  pressure  (PEEP)  or 
continuous  positive  pressure  breathing  (CPPB). 
Continuous  positive  airway  pressure  may  be  used 
in  some  instances  if  the  patient  is  not  assisted 
by  a respirator.28-29  From  a rather  simplistic 
viewpoint,  positive  airway  pressure  improves 
V/Q  ratios  of  poorly  ventilated  units  by  opening 
them.  The  reduced  functional  residual  capacity 
increases. 

A discussion  of  respiratory  failure  is  not  com- 


plete without  mention  of  systemic  oxygen  trans- 
port or  the  adaptation  of  the  oxygen  delivery 
system  to  hypoxia.  The  primary  concern  is  oxy- 
gen delivered  to  tissue  and  not  merely  the 
PaCh.30  Systemic  oxygen  transport  is  a product 
of  cardiac  output  and  arterial  oxygen  content. 
Therefore,  with  a normal  arterial  O2  tension  and 
content  and  a low  cardiac  output,  systemic  oxy- 
gen transport  is  greatly  impaired.  Adaptation 
to  hypoxemia  may  be  acute  as  with  an  increase 
in  minute  ventilation  and  cardiac  output.  A 
slower  adaptation  (two  to  three  days)  occurs 
with  increases  in  red  blood  cell  2,  3-diphospho- 
glycerate  (2,  3 DPG),  which  shifts  the  oxyhemo- 
globin dissociation  curve  to  the  right,  permitting 
a greater  unloading  of  oxygen  at  the  periphery. 
Elevated  body  temperature  and  acidosis  are  im- 
portant in  their  effects  on  the  dissociation  curve 
both  shifting  the  curve  to  the  right.  All  play 
an  important  role  in  the  management  of  gas 
exchange  failure. 

Several  factors  must  be  considered  in  assessing 
the  progress  of  a patient  in  respiratory  failure, 
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particularly  for  respirator  weaning.  Of  great 
importance  is  the  overall  status  of  the  patient, 
ie,  the  presence  of  sepsis,  shock,  heart  failure, 
or  uremia.  We  then  look  at  mechanical  and  gas 
exchange  function.  For  mechanical  function,  the 
compliance,  tidal  volume,  respiratory  rate,  and 
inspiratory  effort  are  measured.  For  gas  ex- 
change function  the  Qs/Qt  and  dead  space  ratio 
(Vd/Vt)  are  determined;  Qs/Qt  is  determined 
by  calculating  the  (A-a)d02  on  an  F1O2  of  1 for 
Y2  hour  and  Vd/Vt  by  the  standard  Bohr  equa- 
tion.13 If  mechanical  and  gas  exchange  func- 
tion meet  certain  criteria  (Vt>300  cc,  inspira- 
tory effort  > 20  cm  H2O,  Qs/Qt<20%  and 
Vd//Vt<0.5)  the  patient  is  ready  for  weaning.31 

Summary 

This  has  been  a simplified  and  schematized 
view  of  acute  respiratory  failure.  All  aspects  of 
gas  exchange  failure  could  not  be  covered.  New 
information  is  accumulating  rapidly  in  this  field. 
Some  of  the  concepts  presented  here  will  be  dis- 
carded or  modified.  Many  questions  remain  un- 
answered, the  most  important  of  which  is 
whether  all  the  new  diagnostic  and  therapeutic 
measures  are  effective  in  altering  the  overall 
prognosis  of  patients  with  gas  exchange  failure. 
Studies  are  needed  to  evaluate  these  newer 
therapeutic  modalities.  Such  studies  will  be 
virtually  impossible  to  control  or  randomize  be- 
cause of  the  multitude  of  variables  involved; 
however,  these  attempts  should  be  made. 
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THE  AMINOGLYCOSIDE  ANTIBIOTICS— 1977 

The  pharmaceutical  industry’s  continuing  ef- 
fort to  develop  new  antibiotics  has  resulted  in 
a number  of  promising  new  agents.  Since  amino- 
glycoside sales  are  steadily  climbing,  it  is  not 
surprising  that  several  of  these  new  drugs  are 
aminoglycoside  antibiotics. 

The  eventual  approval  of  a new  antibiotic  by 
the  Food  and  Drug  Administration  does  not 
necessarily  indicate  an  improvement  on  previ- 
ously available  preparations.  The  new  agent 
must  be  as  effective  as  currently  available  drugs 
and  no  more  toxic,  but,  as  every  clinician  knows, 
“new”  is  not  necessarily  “better.”  As  each  anti- 
biotic becomes  available,  an  attempt  must  be 
made  to  evaluate  its  potential  and  identify  its 
role  in  the  treatment  of  infection,  recognizing 
that  on-going  experience  may  require  reassess- 
ment. This  brief  report  is  an  attempt  to  sum- 
marize the  current  status  of  the  aminoglycoside 
antibiotics. 

Chemical  alterations  in  each  antibiotic  group 
have  resulted  in  variations  in  spectrum,  pharma- 
codynamics, and  toxicity  from  the  parent  drug. 
The  penicillins,  sulfonamides,  cephalosporins, 
tetracyclines,  lincomycins,  macrolides,  and 
aminoglycosides  already  abound  with  derivatives 
and  analogues,  some  valuable,  some  redundant. 
The  recent  introduction  of  two  new  aminoglyco- 
sides provides  a total  of  six  antibiotics  in  this 
group  for  the  treatment  of  infections  in  man. 
Spectinomycin,  an  aminocyclitol  antibiotic 
closely  related  to  the  aminoglycosides,  is  not 
included  in  this  discussion  as  it  is  available  only 
for  the  treatment  of  gonorrhea. 

Precise  utilization  of  the  aminoglycoside  anti- 
biotics is  particularly  important  since  they  are 
properly  used  for  the  treatment  of  serious  life- 
threatening  infections  in  man.  Indeed,  because 
of  their  inherent  severe  toxicity,  they  should  only 
be  used  in  this  setting  while  less  toxic  agents 
are  employed  for  less  serious  infections. 

Streptomycin,  the  first  of  the  aminoglycosides 
available  for  clinical  use,  was  an  important  agent 


in  the  management  of  a variety  of  infections. 
While  streptomycin  has,  for  the  most  part,  been 
replaced,  there  are  still  some  clear-cut  indications 
for  its  use:  (1)  in  combination  with  other  agents 
in  the  treatment  of  selected  patients  with  pul- 
monary tuberculosis;  (2)  in  combination  with 
penicillin  in  the  treatment  of  Viridans  strepto- 
coccus endocarditis  and  possibly  in  the  treatment 
of  enterococcal  endocarditis  (some  authorities 
feel  that  gentamicin  should  replace  streptomycin 
in  the  latter  setting);  (3)  in  combination  with 
a tetracycline  antibiotic  in  brucellosis  and  tula- 
remia; (4)  as  an  intrathecal  agent  in  the  man- 
agement of  patients  with  Hemophilus  Influenzae 
meningitis  due  to  ampicillin-resistant  strains. 

Neomycin,  the  second  aminoglycoside  agent, 
was  used  in  the  1950’s  in  the  management  of 
severe  staphylococcal  infections  due  to  penicillin- 
resistant  staphylococci  and,  in  addition,  became 
a valuable  antibiotic  in  the  treatment  of  patients 
with  gram  i.igative  septicemia.  The  potential 
toxicity  of  this  drug  limited  its  dose  and  appli- 
cability. 

Kanamycin,  still  useful  in  the  treatment  of 
gram-negative  sepsis  (except  that  due  to  strains 
of  Pseudomonas  sp),  is  particularly  effective  in 
sepsis  of  urinary  tract  origin.  Greater  utilization 
of  kanamycin  might  slow  down  the  emergence  of 
nosocomial  pathogens  resistant  to  the  newer 
aminoglycoside  antibiotics.  The  fact  that  the 
pseudomonads  are  resistant  to  kanamycin  is  the 
major  obstacle  to  wider  use  of  this  antibiotic. 

Gentamicin,  by  far  the  most  widely  used  amino- 
glycoside, was  the  first  agent  of  this  group  ef- 
fective against  Pseudomonas  sp.  This  antibiotic 
has  been  effective  in  the  treatment  of  serious 
gram-negative  and  staphylococcal  infections  and, 
when  used  in  monitored  dosage,  has  a low  order 
of  toxicity.  As  with  the  other  aminoglycosides, 
gentamicin  toxicity  appears  to  be  enhanced  by 
various  factors  including  age,  renal  function,  and 
underlying  disease  as  well  as  concomitant  anti- 
biotic therapy.  Widespread  gentamicin  usage 
has  resulted  in  selective  pressure  on  the  noso- 
comial flora  with  emergence  of  gentamicin- 
resistant  organisms.  While  the  total  number  of 
such  organisms  is  not  great  in  most  institutions, 
the  problem  appears  most  prevalent  in  hospital 
areas  where  critically  ill  patients  are  housed, 
thus  increasing  the  potential  risk.  Gentamicin 
is  considered  by  most  authorities  to  be  the  pro- 
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totype  aminoglycoside  to  which  newer  agents 
should  be  compared. 

Tobramycin,  an  aminoglycoside  antibiotic 
made  available  for  general  use  in  1975,  closely 
resembles  gentamicin  in  toxicity  and  dosage  al- 
though recent  reports  suggest  that  tobramycin 
is  less  nephrotoxic.  In  vitro  data  indicate  that 
tobramycin  has  an  advantage  over  gentamicin 
against  clinical  isolates  of  Pseudomonas  while 
gentamicin  appears  to  be  the  more  effective 
agent  against  members  of  the  Klebsiella/Entero- 
bacter/Serratia  group.  Although  these  variations 
in  in  vitro  effectiveness  have  not  been  confirmed 
in  vivo,  some  authorities  recommend  that  the 
two  agents  be  used  selectively  in  the  treatment 
of  gram-negative  infections.  Since  the  cross-re- 
sistance between  tobramycin  and  gentamicin  is 
not  complete,  the  clinical  laboratory  should  test 
isolates  for  susceptibility  to  both  agents. 

Since  it  appears  that  tobramycin  and  genta- 


micin are  therapeutically  equivalent  with  iden- 
tical dosage  and  similar  toxicity,  it  would  appear 
reasonable  to  allow  substitution  between  these 
two  antibiotics  so  that  hospitals  could  realize 
significant  savings  resulting  from  competitive 
bidding.  In  the  rare  situations  where  one  drug 
might  be  preferable  to  the  other,  the  clinician 
could  specify  the  required  agent  and  indicate  no 
substitution. 

Amikacin  is  the  newest  aminoglycoside  to  be 
made  available  for  clinical  use  and  has  some 
distinct  theoretical  advantages  over  the  older 
aminoglycoside  antibiotics.  The  exact  clinical 
importance  of  these  advantages  is  not  yet  ob- 
vious. Amikacin,  which  resembles  kanamycin 
more  closely  than  it  does  gentamicin  or  tobramy- 
cin, has  the  advantage  of  being  resistant  to  all 
but  one  of  the  enzymes  which  destroy  the  other 
aminoglycoside  antibiotics.  Therefore,  in  hos- 
pital patients  with  undiagnosed  sepsis,  there  is  a 
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greater  possibility  that  the  pathogen  will  be  sus- 
ceptible to  amikacin  than  to  the  other  aminogly- 
cosides. In  addition,  there  is  no  evidence  to  date 
that  amikacin  is  more  toxic  than  the  other  amino- 
glycoside antibiotics. 

Since  the  spectrum  of  amikacin  is  similar  to 
that  of  gentamicin  and  tobramycin,  the  proper 
role  of  amikacin  might  be  as  follows:  patients 
with  undiagnosed  sepsis  originating  in  a hospital 
environment  should  have  amikacin  included  in 
their  treatment  until  the  infecting  organism  is 
identified.  When  the  pathogen  is  identified  and 
its  susceptibility  determined,  the  clinician  may 
change  the  therapy  to  tobramycin  or  gentamicin 
as  indicated.  With  the  above  exception,  ami- 
kacin can  be  reserved  for  the  treatment  of  gram- 
negative sepsis  due  to  organisms  resistant  to 
gentamicin  and  tobramycin. 

If  the  clinician  feels  frustrated  by  the  number 
of  aminoglycosides  curently  available  for  clinical 
use,  there  is  no  need  to  lose  heart;  at  least  three 
new  aminoglycoside  antibiotics  are  far  enough 
along  in  their  clinical  evaluation  to  make  it  likely 
that  they  will  be  released  for  clinical  use  in  the 
not  too  distant  future. 

William  J.  Holloway,  M.D. 

VS  VS  VI 

REVIEW  OF  ACUTE  RESPIRATORY 
FAILURE  ARTICLE 

The  article  on  Acute  Respiratory  Failure  by 
Carilli  et  al  is  a very  good  review  of  the  elements 
involved  in  respiratory  failure.  The  reader,  how- 
ever, would  be  well  advised  to  refer  to  the  refer- 
ences in  the  excellent  bibliography  to  thoroughly 
understand  many  of  the  difficult  determinations 
of  gas  exchange  and  acid-base  derangements 
mentioned. 

The  main  fault  of  the  article,  I believe,  is  an 
attempt  to  coin  a new  name  for  an  already  es- 
tablished category  of  gas  exchange  impairment, 
ie,  “alveolar  respiratory  failure.”  It  is  enough  to 
understand  that  two  main  categories  of  gas  ex- 
change failure  at  the  alveolar  level  have  been 
well  described  by  Cam-roe  in  his  classic  texts  on 
this  subject.  The  one  category  is  an  inadequate 
minute  alveolar  ventilation  of  less  than  four  liters 
which  leads  to  hypercapnia.  The  other  is  an  in- 


adequate or  inefficient  alveolar  ventilation  in  pro- 
portion to  perfusion  ratio  of  4 to  5 liters  per 
minute,  which  leads  to  hypoxemia. 

The  authors  have  wisely  stressed  the  impor- 
tance of  determining  the  existence  of  a possible 
deficit  in  buffer  base  deficit  coexisting  with  low 
pH  and  elevated  PaCOs  as  is  frequently  the  case 
in  respiratory  acidosis.  A method  for  calculating 
base  excess  or  deficit  has  been  mentioned.  This 
determination  can  also  be  obtained  from  most 
laboratories  if  a sample  of  blood  for  hemoglobin 
is  included,  when  requesting  blood-gas  determi- 
nations. 

Finally,  the  concern  of  Dr.  Carilli  and  his  col- 
leagues that  their  new  diagnostic  measures  may 
be  of  questionable  value  in  altering  overall  prog- 
nosis in  patients  with  gas  exchange  failure  may 
be  valid  in  patients  with  chronic  pulmonary  dis- 
ease. Certainly,  in  patients  recovering  from  acute 
medical  problems  and  major  surgical  interven- 
tions the  effect  of  these  insights  and  treatments 
of  respiratory  failure  has  been  one  of  the  major 
advances  in  patient  survival  in  recent  years. 

G.L.H. 
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OPINION:  JUDGE  COBIN  RULES  AGAINST 
CHILD  ABUSE 

Child  abuse  is  an  insidious,  ubiquitous  di- 
lemma as  old  as  the  cave  men  and  as  current  as 
today.  Child  abuse,  child  neglect,  and  child 
molestation  are  part  and  parcel  of  the  human 
experience.  There  are  no  boundaries  of  race, 
color,  creed,  education,  or  material  accumulations 
which  eliminate  the  presence  of  child  abuse. 

Child  abuse  runs  the  gamut  from  the  too-hasty 
slap  on  the  cheek  in  response  to  parental  frus- 
tration to  the  torturous,  enduring  brutalizing  of 
an  innocent  babe.  Child  neglect  runs  from  for- 
getting a booster  shot  to  the  cruel,  deliberate 
withholding  of  food  and  water.  Child  molesta- 
tion runs  from  the  chance  encounter  with  an  ex- 
hibitionist on  the  playground  to  repeated  sexual 
intercourse  with  one’s  father.  All  events  occur 
in  differing  degrees,  and  obviously  treatment 
must  be  individually  tailored  to  fit  the  family 
situation.  One  does  not  go  after  a gnat  with  an 
elephant  gun;  conversely,  one  does  not  go  after 
a Hon  with  a fly  swatter. 


Child  abuse  is  experiencing  a resurgence  of 
“popularity.”  More  than  ever,  groups  are  at- 
tempting to  define  it,  determine  it,  and  solve  its 
mystery.  Medicine  remains,  despite  all  of  the 
half-hearted  community  programs,  the  basic  ini- 
tial entry  system  into  the  multi-faceted,  multi- 
layered treatment  programs.  Basically,  injured 
children  turn  up  in  the  emergency  rooms  of  our 
hospitals.  The  emergency  medical  doctor,  the 
pediatric  resident,  the  nurse,  and  the  hospital’s 
own  social  workers  are  the  usual  discoverers  of 
child  abuse.  This  discovery  cranks  up  the  ma- 
chinery for  treatment  which  is  determined  by 
state  law  and  directed  by  state  services. 

The  treatment  of  the  abused,  neglected,  or 
molested  child  is,  by  necessity  and  definition, 
multi-disciplinary.  The  physical,  the  emotional, 
the  relational,  the  familial,  and  the  social  aspects 
of  human  Lite  must  be  healed  if  child  abuse  is 
to  be  treated  successfully. 

In  Delaware,  our  treatment  machinery  is  well 
known  and  widely  accepted.  I am  glad  that 
this  January  11,  1977  Legal  Opinion  by  the 
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Honorable  Judge  Herbert  L.  Cobin  is  being 
printed  in  this  Journal.  It  shows  without  a doubt 
the  tight  interweaving  of  the  professional  dis- 
ciplines and  the  necessity  of  creative  coopera- 
tion between  all  sectors.  This  opinion  has 
special  meaning  for  me.  I was  the  much  younger, 
much  less  experienced  state  social  work  super- 
visor who  brought  the  State  vs  Doe  No.  4- 
4615  to  the  attention  of  the  Family  Court  on 
March  15,  1971.  Again,  I was  the  much  older, 
yet  still  inexperienced  hospital  social  work  super- 
visor who  was  part  of  the  team  of  professionals 
who  brought  this  present  case  to  the  Family 
Court  in  1975.  The  difference  lies  in  the  con- 
cept: TEAM.  The  mutual,  working  involvement 
of  different  professionals  is  in  its  adolescence, 
but  its  full  maturity  is  within  our  grasp. 

The  publishing  of  this  Opinion  is  a tribute  to 
all  of  the  professionals  who  are  working  together 
and  to  the  Honorable  Judge  Herbert  L.  Cobin, 
who  for  twelve  years  has  sought  this  cooperative 
inter-relationship  as  the  only  method  of  solving 
the  severest  kind  of  child  abuse.  It  is  fitting 
that  the  Delaware  Medical  Journal  is  publishing 
this  opinion  on  the  eve  of  Judge  Cobin’s  retire- 
ment. 

Elizabeth  B.  Stiff,  M.S.W.,  A.C.S.W. 


« * nr 


CHILD  ABUSE:  A CONSTANT  PROBLEM 

The  patients  involved  in  the  opinion  that  is 
presented  by  Judge  Herbert  L.  Cobin  had  been 
admitted  to  the  Department  of  Pediatrics  of  the 
Wilmington  Medical  Center.  The  findings  of 
physical  evidence  of  previous  injuries  as  well 
as  the  burns  sustained  by  the  two  small  children 
prompted  the  pediatric  house  staff  to  report  the 
patients  to  the  Division  of  Social  Services  as 
suspected  cases  of  child  abuse.  The  eventual 
disposition  is  given  in  the  opinion. 

Unfortunately,  children  who  have  been  abused 
have  been  seen  frequently  in  our  Department  of 
Pediatrics,  and  children  with  injuries  that  are 
diffiicult  to  explain,  or  which  occur  repeatedly, 
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are  quickly  suspected  of  having  been  subjected 
to  abuse,  and  referral  is  made  to  the  Department 
of  Social  Services  in  the  Wilmington  Medical 
Center.  Although  child  abuse  has  always  been 
occurring  in  our  so-called  civilization,  it  is  only 
in  the  past  25  years  that  the  disturbingly  high 
incidence  of  serious  physical  and/or  psychologi- 
cal abuse  and  injuries  to  children  has  become 
apparent.  The  concept  was  first  presented  in  an 
article  on  the  problem  of  parental  neglect  and 
severe  physical  abuse  of  children  in  1959;1  the 
issue  was  brought  to  a larger  audience  and  a 
greater  awareness  by  physicians  in  an  article  by 
Kempe  et  al  in  which  he  used  the  term  “the 
battered  child  syndrome.”2  It  was  this  latter 
paper  plus  confirmation  in  the  experiences  of 
numerous  medical  centers  that  subsequently  led 
to  legislation  in  almost  every  state  requiring  phy- 
sicians to  report  cases  of  suspected  abuse  of 
children  yet  giving  the  physician  legal  protection 
in  ensuing  suits. 

It  is  well  known  that  accidents  are  the  chief 
cause  of  death  among  children  in  the  United 
States;  accidental  deaths  are  estimated  as  14  per 
100,000  annually.3  How  many  of  these  are  due 
to  child  abuse  is  conjectural,  but  the  number 
could  be  substantial.  There  have  been  innumer- 
able publications  since  the  initial  reports  of 
Silver  and  Kempe,  and  these  have  investigated 
the  different  social  and  psychologic  factors  which 
lead  to  abuse  of  children.  It  appears  that  some 
type  of  familial  social  pathology  is  associated 
with  most  cases  of  child  abuse.  For  instance, 
one-third  of  the  parents  were  unmarried  in  one 
study.4  Most  investigators  have  found  that  the 
adults  who  were  causing  injury  to  the  children 
were  likely  to  be  alcoholic,  to  be  sexually  pro- 
miscuous, to  have  unstable  marriages,  or  to  have 
criminal  records.  Usually  these  individuals  have 
been  found  to  be  immature,  impulsive,  or  lacking 
in  self-control  of  their  emotions  and  physical 
response  to  disturbing  situations.  The  means  by 
which  children  have  been  abused  can  be  shock- 
ing, and  there  are  records  of  children  having 
been  drowned,  smothered,  strangulated,  stabbed, 
or  burned  as  occurred  in  these  two  small  chil- 
dren. The  clinical  finding  which  causes  the 
pediatrician  to  suspect  child  abuse  is  the  occur- 
rence of  multiple  fractures,  including  the  skull 
as  well  as  the  long  bones.  These  patients  or- 


dinarily also  exhibit  areas  of  bruising,  cigarette 
burns,  and  poor  skin  hygiene. 

It  may  be  an  impossibility  to  always  prevent 
child  abuse  from  occurring.  However,  once  it 
has  been  recognized,  it  is  encumbent  upon  the 
medical  profession  to  make  every  effort  to  recog- 
nize the  possibility  of  child  abuse  in  a patient. 
Physicians  should  report  the  patient  to  the  pro- 
per authorities  in  order  to  prevent  further  phy- 
sical abuse  and  possibly  even  death  which  has 
occurred  on  many  an  occasion  from  severe  trau- 
ma to  children. 

Herman  Rosenblum,  M.D. 


Dr.  Rosenblum  is  Director  of  the  Department  of  Pediatrics  of 
the  Wilmington  Medical  Center. 
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CANCER  AND  MALPRACTICE 

CLAIMS 

Michael  Mittelmann,  M.D.,  Associate  Medi- 
cal Director,  Claim  Department,  Aetna  Life  and 
Casualty,  Hartford,  Connecticut.  Adapted  from 
a presentation  to  the  New  Castle  County  Medi- 
cal Society,  February  15,  1977. 

In  our  sample  of  36  claims,  most  incidents 
originated  in  the  practitioner’s  office,  not  the 
hospital.  No  significant  difference  was  noted 
between  physicians  who  were  Board  Certified 
and  those  who  are  Non-Certified.  Female  plain- 
tiffs slightly  outnumbered  males.  The  age  brac- 
kets paralleled  the  age  distribution  for  cancer 
in  the  general  population.  The  primary  allega- 
tion focused  upon  failure  to  diagnose  rather  than 
on  improper  treatment. 

Cancer  of  the  breast  was  the  most  common 
malignancy  involved  in  this  series,  but  malignant 
melanoma  is  also  a diagnosis  that  needs  particu- 
lar attention.  Radiologic  diagnosis  and  radiation 
therapy  are  areas  of  concern. 

Iatrogenic  delay  in  the  diagnosis  of  cancer  is 
recognized,  but  more  emphasis  should  be  placed 
on  the  role  that  patient  delay  plays  in  the  ulti- 
mate outcome.  Psychosocial  factors  exclude  no 
one  in  the  matrix  of  cancer  case  management  and 
litigation. 

Suggested  approaches  to  the  prevention  of 
claims  are  as  follows: 

1.  Remember  delay  factors  of  iatrogenic  and 
patient  origin. 

2.  -Seek  patient  participation  in  management. 

3.  Cultivate  an  ability  to  detach  oneself  from 
purely  technical  viewpoints. 

4.  Visualize  oneself  in  the  patient’s  situation. 


5.  Remember  patient  dignity  and  self-image. 

6.  Strive  for  better  communication. 

7.  Listen  to  the  patient,  his  family  and  friends. 

8.  Do  not  try  to  be  omnipotent. 

9.  Relieve  anxiety  and  pain. 

10.  Recall  the  Kubler-Ross  stages.  (Denial,  An- 
ger, Bargaining,  Depression,  Acceptance). 

11.  Gain  knowledge  about  coping  with  the  pro- 
cesses of  grief,  dying,  and  death. 

Selected  references  are  as  follows: 

1.  1976  Cancer  Facts  & Figures.  American  Can- 
cer Society  75-425M-No  5008-LE. 

2.  Holder  AR:  Medical  Malpractice  Law,  New 
New  York,  J Wiley  & Sons,  1975. 

3.  The  Citation  series  1964-1975,  American  Medi- 
cal Association. 

4.  Titchener  JL,  Zwerling  I,  Gottschalk  L,  et  al: 
Problems  of  delay  in  seeking  surgical  care. 
JAMA  160:1187-1193,  1956. 

5.  Medical  Malpractice:  Report  of  the  Secre- 
tary’s Commission  on  Medical  Malpractice: 
Report  of  the  Secretary’s  Commission  on  Medi- 
cal Malpractice,  US  Dept  HEW  Publication 
No  (OS)  73-89:  1-21,  Washington,  D.C.,  1973. 

6.  Bigwood  GF : Emotional  Reactions  to  Cancer, 
Lahey  Clinic  Foundation  Bulletin  25:24-29, 
1976. 

7.  Report  to  the  All  Industry  Committee,  Special 
Malpractice  Review:  1974  Closed  Claim  Sur- 
vey (Prepared  by  Insurance  Services  Office, 
P D Miller)  for  National  Association  of  Insur- 
ance Commissioners. 

A full  version  of  Dr.  Mittelmann’s  paper,  co- 
authored with  Dr.  Charles  F.  Scholhamer,  Asso- 
ciate Medical  Director,  Claim  Department,  Aetna 

Life  & Casualty  will  soon  appear  in  Cancer. 
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^ Book  ^Qeviewd 

MANUAL  OF  ACUTE  BACTERIAL  INFECTIONS  by 
Pierce  Gardner,  M.D.  and  Harriet  T.  Provine,  B.A., 
Little,  Brown  and  Company,  Boston,  1975.  388  pp. 
Price  $9.95. 

This  paperbound  manual  is  one  of  a series 
designed  by  the  publisher  to  aid  the  practicing 
physician  in  patient  management.  This  particu- 
lar volume  is  an  outgrowth  of  a syllabus  prepared 
for  the  house  officers  and  medical  students  at 
the  Beth  Israel  Hospital  and  Children’s  Hospital 
Medical  Center  (Boston). 

At  the  outset  of  this  review,  let  me  compli- 
ment the  authors  on  an  exceptional  publication, 
providing  the  physician  detailed  guidance  in  his 
approach  to  the  patient  with  bacterial  infection. 
The  last  forty  pages  of  the  manual  are  devoted 
to  valuable  tables  and  charts  with  such  informa- 
tion as  the  addresses  and  phone  numbers  of  State 
and  Territorial  health  department  laboratories, 
the  diagnostic  tests  available  from  the  Center 
for  Disease  Control  (with  the  telephone  number 
for  each  section),  the  available  skin  tests  for  the 
diagnosis  of  bacterial  and  fungal  infections, 
recommendations  for  isolation  procedures  in  the 
hospital,  and  a wealth  of  additional  material. 
These  forty  pages  alone  make  the  volume  worth 
the  price. 

The  balance  of  the  book  is  divided  into  three 
major  sections.  The  first  section  deals  with  the 
approach  to  the  patient  with  a suspected  bac- 
terial infection,  including  the  clinical  presenta- 
tion, physical  signs,  most  likely  pathogens,  and 
proper  technique  for  diagnosis.  The  authors  not 
only  include  the  selection  of  appropriate  anti- 
biotic therapy,  but  also  detail  other  diagnostic 
and  therapeutic  steps. 

A second  section  of  the  book  deals  with  all  of 
the  antibiotic  groups  with  recommendations  for 
dosage  and  routes  of  administration  in  the  treat- 
ment of  various  infections. 

A third  section  of  the  book  offers  the  clinician 
a brief  review  of  diagnostic  microbiology  with 
enough  detail  to  make  him  proficient  in  the  labo- 
ratory when  he  lacks  technical  assistance. 

The  section  on  clinical  microbiology  contains 
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a number  of  schematic  drawings  of  bacteria 
as  seen  on  gram  stain  of  clinical  specimens  as 
well  as  a small  section  of  actual  photomicro- 
graphs of  bacteria  to  aid  the  clinician  in  rapid 
identification. 

The  author  responsible  for  the  medical  sec- 
tions of  this  book  demonstrates  tremendous  ex- 
pertise in  the  management  of  infectious  diseases 
and  is  obviously  conversant  with  the  extensive 
literature  published  on  this  subject. 

The  few  points  on  which  I disagree  are  as 
follows.  In  the  section  on  Vincent’s  angina,  the 
author  recommends  early  antibiotic  therapy  with 
penicillin  or  metronidazole.  While  he  is  correct 
that  metronidazole  is  effective  against  the  anaer- 
obic organisms  seen  in  this  type  of  infection,  he 
should  stress  that  this  is  not  yet  an  approved  use 
for  this  drug.  Along  the  same  line,  in  another 
section  of  the  book,  the  authors  suggest  that 
pregnant  women  should  probably  not  be  given 
oral  metronidazole  (Flagyl- Searle  & Co.)  for  the 
treatment  of  vaginal  trichomonas  infections,  but, 
instead,  should  use  the  vaginal  inserts  of  this 
preparation.  It  should  be  pointed  out  that  the 
vaginal  preparation  of  this  antitrichomonal  agent 
is,  unfortunately,  no  longer  available. 
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THERE AREA 
LOT  OF  PEOPLE 

GETTING  BETWEEN 

YOU AND YOUR 
PATIENT. 


?!  Medicine  today  is  in  the  spotlight,  subjected  to  all 
ic  ds  of  scrutiny.  Your  control  over  patient  therapy  is 
o>ng  monitored,  judged  and  occasionally  abrogated, 
Kiietimes  by  unknown  third  parties. 

1;  The  worry  is  that  in  the  wake  of  this  focus,  the  rela- 
toship  between  you  and  your  patient  will  be  weakened, 
p hout offsetting  benefits.  Consider  three  examples: 


| Drug  substitution  In  most  states,  pharmacy  laws, 
:oulations  or  professional  custom  stipulate  that  your 
in-generic  prescriptions  be  filled  with  the  precise  prod- 
ails  you  prescribe.  But  in  the  last  five  years,  a dozen  or 
aj're  State  laws  have  been  changed,  permitting  the  phar- 
dicist  in  most  cases  to  select  a product  of  the  same 

Iieric  drug  to  fill  any  prescription. 

Ironically,  this  dilution  of  physician  control  has 
en  place  against  a background  of  growing  evidence 
t purportedly  equivalent  drug  products  may  be  in- 
C livalent,  since  neither  present  drug  standards  nor  their 
l orcement  are  optimal.  In  fact,  the  FDA  itself  says  it 
|i  not  enforced  the  same  standards  for  hundreds  of 
| llow-on”  products  that  it  had  applied  to  the  original 
DA  approvals.  Thus  physician  control  over  patient 
| hrapy  is  being  eroded  with  a risk  that  patients  may  be 
Dosed  to  drugs  of  uncertain  quality. 

The  major  advertised  claim  for  substitution  is  reduced 
Ascription  prices  for  consumers.  Yet  no  documentation 
any  significant  savings  has  been  produced. 

j MAC  Maximum  Allowable  Cost,  MAC  for  short,  is 
:ederal  regulation  designed  to  cut  the  Government’s 
-ig  bill  by  setting  price  ceilings  for  drugs  dispensed  to 
sdicare  and  Medicaid  patients.  Unless  the  prescriber 
•tifieson  the  prescription  that  a particular  product  is 
edically  necessary,  the  Government  intends  to  pay  only 
' the  cost  of  the  lowest-priced,  purportedly-equivalent, 


generally-available  product.  The  effect  of  the  program 
may  be  that  elderly  and  indigent  patients  will  be  restricted 
to  products  which  someone  in  Washington  believes  are 
priced  right.  Practicing  doctors  will  have  little  to  say  about 
administration  of  the  program,  since  Government  will 
have  absolute  authority  to  make  its  choices  stick. 

The  drug  lag  The  future  of  drug  and  device  re- 
search depends  upon  a scientific  and  regulatory  environ- 
ment that  encourages  therapeutic  innovations.  The 
American  pharmaceutical  industry  annually  is  spending 
more  than  $ 1 billion  of  its  own  funds  and  evaluating 
more  than  1,200  investigational  compounds  in  clinical 
research.  Disease  targets  include  cancer,  atherosclerosis, 
viruses  and  central  nervous  system  disorders,  among 
others.  But  there  is  a major  barrier  to  the  flow  of  new 
drugs  to  your  patients:  The  cost  of  the  research  is  more 
than  ten  times  what  it  was,  per  product,  in  1962;  and 
whereas  governmental  clearance  of  new  drug  applica- 
tions took  six  months  then,  it  commonly  consumes  two 
years  now. 

The  FDA  needs  adequate  time,  of  course,  to  consider 
data.  But  it  is  equally  clear  that  the  present  approval  proc- 
ess contributes  to  needless  delay  of  needed  therapy. 
That’s  why  the  increased  efficiency  of  the  drug  approval 
process  is  vital  to  all  our  futures. 

If  these  issues  concern  you,  we  suggest  that  you  make 
your  voice  heard— among  your  colleagues  and  your  repre- 
sentatives in  State  legislatures  and  in  Washington. 

It  could  make  a difference  in  your  practice  tomorrow. 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N. W,  Washington,  D.C.  20005 
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In  the  section  dealing  with  skin  infeotions,  the 
authors  suggest  that  penicillin  G is  the  drug  of 
choice.  Practical  experience  would  suggest  that 
penicillin  V is  the  preferred  agent  for  oral  ad- 
ministration because  of  its  better  absorption,  par- 
ticularly when  there  is  food  present  in  the  stom- 
ach. The  cost  of  penicillin  V is  now  not  signifi- 
cantly higher  than  that  of  penicillin  G. 

In  the  same  section  dealing  with  infections  of 
traumatized  skin,  it  is  recommended  that  peni- 
cillin be  utilized  in  the  treatment  of  infected  dog 
and  cat  bites  since  Pasteurella  multocida  may  be 
the  pathogen.  While  penicillin  is  indeed  the 
antibiotic  of  choice,  it  should  be  emphasized  that 
larger  than  average  doses  ( eg,  at  least  two  grams 
a day  of  penicillin  V)  should  be  used  to  treat 
infections  of  this  type. 

In  the  section  dealing  with  the  treatment  of 
aspiration  pneumonia,  Dr.  Gardner  states  that 
antimicrobial  therapy  is  relatively  unimportant 
compared  to  mechanical  measures.  I would 
strenuously  disagree  with  this  opinion  and  urge 
the  use  of  large  doses  of  penicillin  or  other  agents 
effective  against  the  oral-pharyngeal  resistant 
flora  (the  author  does  recommend  penicillin  if 
an  antibiotic  is  to  be  used). 

My  only  other  argument  with  the  authors  con- 
cerns the  antibiotics,  lincomycin  and  clindamycin. 
They  recommend  the  use  of  clindamycin  as  an 
alternative  agent  in  endocarditis  when  the  pa- 
tient is  obviously  allergic  to  penicillin.  At  the 
present  time,  there  has  been  greater  experience 
with  the  use  of  lincomycin  in  this  clinical  setting, 
and  there  are  hypothetical  reasons  (such  as 
longer  serum  half-life)  to  suggest  that  linco- 
mycin would  be  preferred  to  clindamycin.  Ad- 
ditionally, in  the  section  on  infections  of  the 
central  nervous  system,  Dr.  Gardner  fists  linco- 
mycin among  the  antibiotics  with  poor  penetra- 
tion into  the  cerebro-spinal  fluid  which  are  not 
useful  as  parenteral  preparation  in  the  treatment 
of  meningitis.  Again,  I disagree  since  our  own 
experience  and  that  published  in  the  literature 
suggests  that  lincomycin  does  cross  the  inflamed 
meninges  and  is  an  effective  alternate  to  peni- 
cillin in  the  treatment  of  pneumococcal  menin- 
gitis. 
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WORLD  FOOD  PROBLEM:  A SELECTIVE  BIBLIOG- 
RAPHY OF  REVIEWS  edited  by  Miloslav  Rachcigl, 
Jr.,  Ph.D.,  CRC  Press,  Inc.,  Cleveland,  1975.  235 

pp.  Price  $8.00. 

As  the  title  states  this  is  an  international  list- 
ing of  publications  dealing  with  nutrition.  The 
problems  of  world  nutrition  and  population  ex- 
plosion are  major  areas  of  study. 

The  author  has  listed  almost  5000  publications 
giving  background  material  for  important  refer- 
ences. They  are  well  arranged  and  adequately 
explained. 

I would  recommend  this  book  to  all  serious 
researchers,  students,  or  policy  makers  concerned 
with  nutrition. 

Allen  C.  Wooden,  M.D. 

V£  IS  Hf 

MAKING  LOVE— HOW  TO  BE  YOUR  OWN  SEX 
THERAPIST  by  Patricia  E.  Raley,  The  Dial  Press, 
New  York,  1976.  273  pp.  Illus.  Price  $14.95. 

Review  by  an  under-40  Reviewer 

Reviewing  Making  Love  was  a pleasure  but 
laborious  because  of  all  the  attention  the  pictures 
generated.  The  book  destroys  (again)  common 
sexual  myths  and  reinforces  the  “new”  sexual 
philosophy  of  acceptance  without  judgment. 

One  minor  difference  that  I had  with  the  book 
was  the  frequent  admonition  to  see  a urologist 
when  most  common  sexual  ailments  are  best 
treated  by  primary  care  practitioners  (ie,  FP’s). 
Two  other  points  of  disagreement  were  the 
author’s  recommendation  to  use  contraceptive 
foam  with  diaphragms  (the  foam  dissolves  dia- 
phragms) and  the  statement  that  men  don’t  feel 
condoms.  My  own  random  and  poorly  controlled 
survey  of  male  FP  residents  revealed  a general 
dislike  of  condoms  and  the  impression  that  sensi- 
tivity is  decreased. 

The  photographs  are  all  of  attractive  people, 
and  I wonder  how  well  those  less  endowed  or 
further  from  the  “ideal”  might  relate  to  this.  I 
highly  recommend  this  book  to  everyone-  The 
idea  of  self-taught  sexual  therapy  would  cer- 
tainly aid  many  people  with  minimal  sexual  dys- 


function. 

Steven  Helper,  M.D. 

Review  by  an  over-40  Reviewer 

As  an  example  of  the  evolution  of  generally 
accepted  sexual  mores  in  the  past  three  or  four 
decades,  masturbation  has  moved  on  from  “It’ll 
blind  you  or  at  least  give  you  bad  pimples,” 
through,  “Don’t  worry  about  it;  it  is  a normal 
phenomenon,  to  the  present  rather  strident,  “Do 
it;  develop  it  as  a personal  skill.”  If  there  are 
those,  graying  or  gray  bearded  but  still  curious, 
who  doubt  the  veracity  of  that  statement,  ask  to 
be  included  the  next  time  the  movie  “Reaching 
Orgasm”  is  shown  to  our  Family  Practice  resi- 
dents as  part  of  their  training  in  behavioral 
science. 

This  book  would  have  been  under-the-counter 
stuff  when  I was  in  medical  school.  As  the  sub- 
title suggests,  it  is  a self-help  manual  with  blank 
spaces  for  the  reader  to  fill  in  as  he/she  does 
his/her  homework.  For  example,  the  first  chap- 
ter is  on  sexual  fantasy  and  includes  fantasy 
completion  exercises.  The  chapter  called  “Con- 
nective Bargaining”  suggests  methods  of  ami- 
cably resolving  conflict  when  one  person  wants 
to  get — or  give — oral  sex  and  the  other  doesn’t. 
Ditto  anal  sex.  Ditto  becoming  a lesbian  three- 
some instead  of  a lesbian  twosome. 

The  illustrations  are  all  of  young,  wholesome- 
looking  men  and  women  doing  heterosexual  and 
homosexual  things  to  and  with  each  other,  things 
that  some  of  us  still  actually  practicing  medicine 
were  raised  to  think  immoral,  illegal,  and  thus 
not  frequently  admitted  to  be  part  of  real-life 
sex-at-home. 

The  author  of  the  book,  not  surprisingly  Cali- 
fornia-educated, says  in  her  last  chapter,  “This 
is  a book  which  will  last  you  a lifetime  . . . 
keep  using  this  book  as  a resource  when  new 
situations  or  problems  arise.”  The  book  jacket 
says  the  book  is  “for  young  and  old,  gay  and 
straight,  single  and  together.” 

Is  it  for  doctors  past  40?  Buy  it  and  decide 
for  yourself.  Our  copy  has  a very  long  list  of 
people  who  want  to  borrow  it. 

Bernadine  Z.  Paulshock,  M.D. 
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Speakers  on  Speakers  for  May,  1977  on  the  Tuesday  radio  program  (11:05  a.m.,  WDEL) 

“Ask  the  Doctor”  produced  by  the  Medical  Society  of  Delaware  are:  May  3,  George  Popel,  M.D., 
Glaucoma;  May  10,  William  T.  Gallaher,  M.D. , The  Feminine  Itch;  May  17, 
Anthony  Cucuzzella,  M.D..  Carpal  Tunnel  Syndrome;  May  24,  Edward  W.  Mc- 
Reynolds,  M.D.,  Bed  Wetting;  May  31,  Carl  1.  Glassman,  M.D.,  Outpatient  Treat- 
ment for  Painful  Hemorrhoids. 

In  the  News  President  Carter  has  named  General  Richard  H.  Ellis,  chief  of  U.S.  air  forces  in 

Europe,  to  become  commander  of  the  Strategic  Air  Command,  comprising  the 
nation’s  land-based  missile  and  bomber  forces.  General  Ellis  is  the  brother  of 
W.  Pierce  Ellis,  M.D.  of  Laurel.  General  Ellis  is  also  a lawyer. 

On  March  24,  1977  the  Delaware  State  Society  of  Nuclear  Medicine  formally 
organized  with  the  distribution  of  by-laws,  the  election  of  officers,  and  the  estab- 
lishment of  dues.  The  officers  of  the  organization  for  the  year  1977-1978  are: 
Santos  Delgado,  M.D.,  President;  Robert  L.  Meckelnburg  M.D.,  Secretary-Trea- 
surer; and  Vidya  Sagar,  M.D.,  Delegate  to  the  American  College  of  Nuclear 
Physicians. 


Leukemia  Grants  Researchers  who  need  support  for  their  investigations  may  be  eligible  for  grants 
Available  that  are  available  from  the  Leukemia  Society  of  America,  Inc.  Grants,  designed 

to  encourage  studies  specifically  in  the  field  of  leukemia  and  allied  disorders  of 
the  blood-forming  organs,  are  offered  in  three  categories,  all  on  the  post-doctoral 
level.  A five-year  scholarship  totalling  $100,000  is  intended  for  those  who  have 
demonstrated  ability  as  independent  researchers  but  have  not  yet  reached  the 
tenured  level  of  Associate  Professor,  while  two-year  special  fellowships  and  fel- 
lowships at  $31,000  and  $25,000  respectively  are  for  those  at  the  intermediate 
and  beginning  stages  of  development.  Deadline  for  completed  applications  is 
October  1,  1977.  For  information  contact:  Rose  Ruth  Ellison,  M.D.,  Vice  Presi- 
dent for  Medical  and  Scientific  Affairs,  Leukemia  Society  of  America,  Inc.,  211 
East  43  Street,  New  York,  New  York  10017. 


Colorectal  “Physician’s  Talk  and  Accompanying  Slides  on  Colorectal  Cancer”  are  available 

Cancer  Slides  from  the  American  Cancer  Society,  Delaware  Division,  Inc.  For  information 

contact:  The  American  Cancer  Society,  654-6267. 


CLINICAL  NOTICES  AND  MEETINGS 

ACP . Postgraduate  The  following  postgraduate  courses  which  fulfill  Category  I requirements  for  the  AMA 

Courses  Physician’s  Recognition  Award,  will  be  presented  by  the  American  College  of  Physi- 

cians. For  information  contact:  Registrar,  Postgraduate  Courses,  ACP,  4200  Pine 
Street,  Philadelphia,  Pennsylvania  19104. 

INTENSIVE  CARE  MEDICINE,  New  York  City,  New  York,  May  16-20. 

A REVIEW  OF  INTERNAL  MEDICINE,  Jesse  H.  Jones  Library  Auditorium  at 
Texas  Medical  Center,  Houston,  Texas,  June  2-4. 
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Johns  Hopkins 
University 
Postgraduate 
Courses 


Infectious  Disease 
Symposium 


American  Heart 

Association 

Programs 


ADVANCES  IN  CLINICAL  GASTROENTEROLOGY,  Harkness  Auditorium  at  Yale 
University  School  of  Medicine,  New  Haven,  Connecticut,  June  6-9. 

ADVANCES  IN  INTERNAL  MEDICINE— PERSPECTIVES  AND  HORIZONS, 
Banff  Centre  for  Continuing  Education,  Banff,  Alberta,  Canada,  June  13-17. 


The  Johns  Hopkins  University  School  of  Medicine  presents  the  following  courses  which 
fulfill  Category  I requirements  for  the  AMA  Physician’s  Recognition  Award.  For 
information  contact:  Program  Coordinator,  Office  of  Continuing  Education,  Room  17, 
Turner  Auditorium,  720  Rutland  Avenue,  Baltimore,  Maryland  21205.  Telephone: 

(301)  955-5880. 

TOPICS  IN  CONTEMPORARY  PSYCHIATRY,  Baltimore,  Maryland,  June  24.  Ap- 
proved for  6.5  Category  I credit  hours  for  AMA  Physician’s  Recognition  Award. 

DIAGNOSTIC  ULTRASOUND  IN  OBSTETRICS  AND  GYNECOLOGY,  Baltimore, 
Maryland,  September  8-9.  Approved  for  16  Category  I credit  hours  for  AMA  Phy- 
sician’s Recognition  Award. 


The  Delaware  Lung  Association,  the  Delaware  Academy  of  Medicine,  and  the  Wil- 
mington Medical  Center  will  sponsor  the  14th  Annual  Infectious  Disease  Symposium, 
May  3-6.  The  Symposium  will  begin  on  May  3 at  the  Rehoboth  Beach  Country  Club 
and  continue  May  4-6  at  the  Delaware  Academy  of  Medicine.  The  program  is  accept- 
able for  20  prescribed  hours  by  the  American  Academy  of  Family  Physicians.  No  pre- 
registration is  required.  There  will  be  a $4.00  charge  per  person  for  lunch.  For  in- 
formation contact:  William  J.  Holloway,  M.D.,  1806  N.  Van  Buren  Street,  Wilmington, 
Delaware  19802,  or  call  (302)  428-2744. 


The  following  programs  which  fulfill  Category  I requirements  for  the  AMA  Physician’s 
Recognition  Award,  will  be  presented  by  the  American  Heart  Association.  For  infor- 
mation contact:  Administrator,  Post  Graduate  Programs,  American  Heart  Association, 
Inc.,  7320  Greenville  Avenue,  Dallas,  Texas  75231. 


THE  DOCTOR’S  BAG 

Surgical  and  Orthopedic  Supply  Company.  Incorporated 


1320  Washington  Street  Wilmington.  Delaware  ’9801 


Sales  ■ Rentals 
302-654-9976 

Female  and  Male  Fi tiers 
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SUPPORT 

STOCKINGS 

CD  Camp  Sigvaris 
CD  Jobst  (Custom) 
CD  Scholl 
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Cl  Lumbosacral 
CD  Sacroilior 


CUSTOM 

SPINAL 

ORTHOSES 

Q Hyperextension 
□ Knight 
CD  Taylor 
CD  Flexion 


name_ YOUR  PATIENT  date.  ANYTIME 

R 


For  professional,  personalized  fittings  of 
surgical  supports  and  post  mastectomy  needs 
Prescribe  THE  DOCTOR’S  BAG 
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<<FauMess>>  Fashhms  for  tennis 


The  tennis  season  lasts  all  year  and  so  do  great  tennis  fashions! 
You’ll  find  the  largest  selection  in  town  right  here. 

II  you  don’t  look  great  on  the  court  it’s  not  our  '‘fault’.' 


Cassini  • Givenchy  • Haymaker  * Top  Seed  • Billie  Jean  King 


Independence  Mall, 
Rt . 202 , Concord 
Pike,  Wi Imington 


^ \0 

just  tennis  ltd. 

and  you.  . a perfect  match! 


Mon. -Fri.  10-5  Sat.  10-4 
571-1515 
BankAmericard 
Master  Charge 
WSFS 


THE  RECOGNITION  AND  MANAGEMENT  OF  CORONARY  ATHEROSCLERO- 
TIC HEART  DISEASE:  ITS  DIFFERENTIATION  FROM  OTHER  CONDITIONS, 
Atlanta,  Georgia,  April  18-20. 

THE  RECOGNITION  AND  MANAGEMENT  OF  CORONARY  ATHEROSCLERO- 
TIC HEART  DISEASE  AND  OTHER  CONDITIONS  THAT  PRODUCE  CHEST 
PAIN,  Atlanta,  Georgia,  May  10-11. 

THE  “GREAT  TEACHERS”  CONFERENCE,  White  Sulpher  Springs,  West  Virginia, 
May  9-11;  Yosemite  National  Park,  California,  October  17-19.  Registration  limited  to 
80.  Families  welcome. 

50th  SCIENTIFIC  SESSIONS,  Miami  Beach,  Florida,  November  28-December  1.  Dead- 
line for  submission  of  Abstracts  and  Scientific  Exhibits  is  May  27.  Contact  the  Section 
on  Scientific  Sessions  at  the  above  address. 


Fractures  and  The  Chicago  Committee  on  Trauma  of  the  American  College  of  Surgeons  is  sponsoring 

Other  Trauma  the  TWENTY-FIRST  ANNUAL  POSTGRADUATE  COURSE  ON  FRACTURES 

AND  OTHER  TRAUMA,  May  11-14,  Chicago,  Illinois.  For  information  contact:  C. 
Rollins  Hanlon,  M.D.,  Director,  American  College  of  Surgeons,  55  E.  Erie  Street, 
Chicago,  Illinois  60611. 

Intravenous  Therapy  The  National  Intravenous  Therapy  Association,  Inc.  will  sponsor  THE  FIFTH  AN- 
NUAL CONVENTION,  New  Orleans,  Louisiana,  June  5-9.  For  information  contact: 
Ms.  Susan  Y.  Thomason,  Publicity/Public  Relations,  The  National  Intravenous  Therapy 
Association,  Inc.,  2202  W.  Nash  Road,  Apartment  B-8,  Wilson,  North  Carolina  27893. 


Program  ©n  Indiana  University  Institute  for  Sex  Research,  Inc.  will  hold  the  EIGHTH  ANNUAL 

Human  Sexuality  SUMMER  PROGRAM  IN  HUMAN  SEXUALITY,  Bloomington,  Indiana,  July  20-29. 

For  information  contact:  Institute  for  Sex  Research — Summer  Program,  416  Morrison 
Hall,  Indiana  University,  Bloomington,  Indiana  47401. 


Office  Dermatology  The  American  Academy  of  Dermatology  and  Colby  College  will  co-sponsor  a course 
Course  Offered  in  OFFICE  DERMATOLOGY,  Colby  College,  Waterville,  Maine,  August  3-6.  The 

course  is  accredited  for  15  hours  of  Category  I credit  toward  the  AMA  Physician’s 
Recognition  Award.  For  information  contact:  Department  of  Continuing  Education, 
American  Academy  of  Dermatology,  820  Davis  Street,  Evanston,  Illinois  60201. 


Western  Hemisphere  The  WESTERN  HEMISPHERE  NUTRITION  CONGRESS  V will  be  held  August 
Nutrition  Congress  15-18  at  the  Quebec  Hilton  Hotel,  Quebec,  P.Q.,  Canada.  For  information  contact: 
Nutrition  Congress,  AMA,  Department  of  Foods  and  Nutrition,  535  North  Dearborn 
Street,  Chicago,  Illinois  60610. 
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The  Art  of  The  AMA  Department  of  Negotiations  is  planning  to  present  a newly  designed  three- 

Negotiafions  day  introductory  program  on  The  Art  of  Negotiations.  The  program  is  designed  to 

increase  your  understanding  of  the  negotiating  process  and  to  develop  your  negotiating 
ability  and  style.  The  program  will  be  held  June  4-6,  San  Antonio,  Texas;  September 
10-12,  Bloomington,  Minnesota;  and  October  15-17,  Atlanta,  Georgia.  For  information 
contact:  AMA  Headquarters,  (312)  751-6739. 


Summer  Institute  The  University  of  Delaware  and  the  Hospital  Educational  and  Research  Foundation 
of  Pennsylvania  will  sponsor  a Summer  Institute:  DEVELOPING  AND  EVALUAT- 
ING EDUCATION  PROGRAMS  FOR  THE  HEALTH  PROFESSION,  June  26-July  1, 
John  M.  Clayton  Hall,  University  of  Delaware  campus,  Newark,  Delaware.  The  pro- 
gram will  award  4 CEUs  and  has  been  approved  for  40  Continuing  Education  Recogni- 
tion Points  from  the  College  of  Nursing,  University  of  Delaware.  The  registration 
fee  is  $200.  Advanced  registration  is  required  by  May  15.  For  information  contact: 
Mr.  Richard  Fischer  or  Dr.  Richard  Gearhart,  Division  of  Continuing  Education,  Uni- 
versity of  Delaware,  Newark,  Delaware  19711.  Telephone:  (302)  738-1171. 

Cancer  Conference  The  American  Cancer  Society,  Inc.  is  sponsoring  the  SECOND  NATIONAL  CONFER- 
ENCE ON  HUMAN  VALUES  AND  CANCER,  September  7-9,  at  the  Palmer  House 
Hotel,  Chicago.  This  conference  will  explore  the  impact  of  cancer  on  the  patient,  the 
family,  and  the  professionals  who  treat  the  patient.  There  is  no  registration  fee.  Ad- 
vance registration  is  requested.  For  information  contact:  William  M.  Markel,  M.D., 
American  Cancer  Society,  Second  National  Conference  on  Human  Values  & Cancer, 
777  Third  Avenue,  New  York,  New  York  10017. 
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LEIGH  JOHNSTONE 
Tel.  656-3141 


American  College 
of  Chest  Physicians 


The  American  College  of  Chest  Physicians  will  sponsor  the  following  courses,  which 
fulfill  Category  I requirements  for  the  AMA  Physician’s  Recognition  Award.  For 
information  contact:  Mr.  Dale  E.  Braddy,  Director  of  Education,  American  College 
of  Chest  Physicians,  911  Busse  Highway,  Park  Ridge,  Illinois  60068. 


LUNG  CANCER,  Mayo  Clinic,  Rochester,  Minnesota,  June  2-3. 
credit  hours  in  Category  I. 


Approved  for  11 


CHRONIC  OBSTRUCTIVE  PULMONARY  DISEASE,  Seattle,  Washington,  June 
16-18.  Approved  for  15%  credit  hours  in  Category  I. 

CURRENT  STATUS  AND  CONTROVERSIES  IN  PACEMAKING,  Hilton  Head, 
South  Carolina,  June  23-25.  Approved  for  12  credit  hours  in  Category  I. 


Fourth  Annual 

Mushroom 

Conference 


Medical  Staff 
Workshop 


The  FOURTH  ANNUAL  ASPEN  MUSHROOM  CONFERENCE  will  be  held  August 
7-12  at  the  Hotel  Jerome,  Aspen,  Colorado.  Designed  for  physicians,  amateur  my- 
cologists, and  scientists  interested  in  the  identification  and  toxic  properties  of  mush- 
rooms, the  course  fulfills  up  to  30  hours  Category  II  credit  for  the  AMA  Physician’s 
Recognition  Award.  For  information  contact:  Aspen  Mushroom  Conference,  c/o  Beth 
Israel  Hospital,  1601  Lowell  Boulevard,  Denver,  Colorado  80204,  or  call  (303)  825-2190, 
Ext.  354. 

The  AMA  is  sponsoring  six  regional  workshops  for  hospital  medical  staff  members. 
Among  the  numerous  topics  are  medical  staff  management  problem  solving  and  medical 
risk  management.  The  program  is  approved  for  Category  I credit.  Courses  will  be 
held  June  10-11,  Marriott  Motor  Inn,  Atlanta,  Georgia;  September  16-17,  Carrousel 
Inn,  Columbus,  Ohio;  September  23-24,  Marriott  Motor  Inn,  Philadelphia,  Pennsyl- 
vania; October  7-8,  Marriott  Motor  Inn,  Chicago,  Illinois;  November  4-5,  Marriott 
Motor  Inn,  Dallas,  Texas.  For  information  contact:  AMA,  Department  of  Hospitals 
and  Health  Facilities,  535  North  Dearborn  Street,  Chicago,  Illinois  60610.  Telephone: 
(312)  751-6657. 
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CLASSIFIED  AD  SECTION 

Advertisements  under  the  Classified  Ad  Section  are  charged  at  the  rate  of  30  words  or  less,  set 
solid.  One  insertion  $4.00.  Call  the  Journal  office,  658-7596  for  further  information  or  placement. 
All  advertisements  are  payable  in  advance.  The  Editorial  Board  reserves  the  right  to  edit  copy. 
Closing  date  for  new  copy  is  the  first  of  the  month  for  inclusion  in  the  current  issue. 

Classified  advertisements  of  a professional  nature  are  free  to  members. 


INTERNIST:  3rd  year  resident  at  Cleveland  Clinic. 
Interested  in  hospital-based  practice,  group,  or  small 
partnership.  Extra  teaching  in  psychosomatic  medi- 
cine. Interested  in  teaching  opportunity. 

INTERNIST:  Fellow  in  Pulmonary  Medicine  at  The 
University  of  Oklahoma  Health  Sciences  Center. 
Seeking  group  practice  or  hospital-based  practice. 

INTERNIST:  Graduate  University  of  Pennsylvania 
School  of  Medicine.  Interested  in  primary  patient 
care  in  a team  setting.  Available  immediately. 


GASTROENTEROLOGIST:  Board  eligible.  Exten- 
sive training  in  all  technical  procedures.  Board  cer- 
tified in  internal  medicine.  Available  September, 
1977. 

OFFICE  SPACE:  Available  this  summer.  Consulta- 
tion and  Waiting  Room  in  medical  suite.  Suitable 
for  Psychiatrist.  Dorset  Apartments,  Suite  101, 
1301  N.  Harrison  Street,  Wilmington,  Delaware 
19806.  Telephone:  654-6422. 


McEEHINNEY  &>  KIRK,  INC. 


PRESCRIPTION  OPTICIANS 


103  West  8th  Street 
PRESCRIPTIONS  FILLED  Wilmington,  Delaware 

Phone  656-4862 


INDIVIDUAL  ATTENTION 
ACCURACY  AND  SERVICE 


Suite  11  Professional  Bldg. 
Augustine  Cut-off 
Wilmington,  Delaware 
Phone  652-3583 


4561  Kirkwood  Highway 

STY  CIS  TO  FIT  YOUR  PERSONALITY  Millcreek  Shopping  Center 

Wilmington,  Delaware 
Phone  999-0551 


252 


Del  Med  Jrl,  Apr  1977 — Vol  49,  No  4 


FROM  THE  DELAWARE  CANCER  NETWORK* * 

FINAL  REPORT  OF  NATIONAL  CANCER  INSTITUTE  ON 
MAMMOGRAPHY  SCREENING  FOR  BREAST  CANCER 


In  March  1977,  the  National  Cancer  Institute 
published  a summary  report  of  an  ad  hoc  Work- 
ing Group  on  Mammography  in  screening  for 
breast  cancer.  Three  groups  have  studied  the 
benefits  and  risks  of  using  x-ray  mammography 
in  women  for  early  detection  of  breast  cancer. 
One  group  was  concerned  with  the  cancers  ac- 
tually found  in  the  cancer  screening  project  of 
the  Health  Insurance  Plan  (HIP)  of  Greater 
New  York,  one  concerned  with  the  possible  risks 
of  mammography,  and  one  concerned  with  the 
gross  and  net  benefits  of  mammography  in  the 
HIP  experience.  The  HIP  data  apparently 
demonstrated  that  routine  screening  for  breast 
cancer  among  women  over  the  age  of  50  yielded 
benefits.  It  was  difficult  to  assess  the  independent 
contribution  of  mammography  in  producing  this 
benefit.  Three  specific  recommendations  were 
made  with  the  concurrence  of  the  members  of 
the  three  study  groups  mentioned  above. 

First  it  was  recommended  that  the  dose  de- 
livered in  mammographic  screening  be  kept  as 
low  as  is  readily  achievable  consistent  with 
satisfactory  images.  Specifically,  the  statement 
was  made  that  the  dose  should  not  exceed  one 
( 1 ) rad  to  the  midpoint  of  the  breast  for  com- 
plete examination,  and  it  was  further  recom- 
mended that  rigorous  efforts  be  made  to  insure 
strict  compliance  with  such  standards.  This 
recommendation  was  based  on  the  fact  that  it 
must  be  assumed  that  mammographic  screening 
involves  some  risk  of  carcinogenic  effect  on  the 
breast,  but  the  magnitude  of  this  risk  cannot  be 
estimated  at  the  present  time  with  certainty. 

The  second  recommendation  was  that  mam- 
mography for  routine  screening  of  women  under 
50  years  of  age  be  discontinued.  This  was  based 
on  the  fact  that  the  HIP  study  showed  no  mea- 

Dr.  Whitney  is  Director  of  the  Delaware  Cancer  Network. 

*An  NCI-supported  agency  located  at  1200  Jefferson 
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surable  benefit  to  routine  mammographic  screen- 
ing of  women  under  50  years  of  age. 

The  final  recommendation  was  that  further 
National  Cancer  Institute  support  of  mammo- 
graphy in  breast  cancer  screening  of  women  over 
50  now  be  concentrated  on  validating  its  use 
through  appropriately  designed  randomized 
clinical  trials.  This  conclusion  was  based  on 
the  fact  that  the  HIP  data  contained  suggestive 
but  inconclusive  evidence  of  benefit  from  in- 
cluding mammography  in  routine  breast  cancer 
screening  of  women  over  50,  and  that  no  other 
data  is  available  at  the  present  time  which  seems 
pertinent  to  this  issue. 

The  summary  report  also  announced  the  for- 
mation of  a fourth  study  group  to  be  headed  by 
Dr.  Oliver  Beahrs  of  the  Mayo  Clinic,  which  will 
review  and  evaluate  data  emerging  from  the  cur- 
rent Breast  Cancer  Detection  Demonstration 
Projects.  This  group  will  report  in  July,  1977 
following  which  a joint  meeting  will  be  held  in 
Bethesda  to  develop  a consensus  on  the  use  of 
x-ray  mammography  for  routine  breast  cancer 
screening.  Until  that  meeting  is  held,  the  Na- 
tional Cancer  Institute  and  the  American  Cancer 
Society  will  continue  to  operate,  under  the  in- 
terim guidelines  of  August  23,  1976,  the  27  de- 
tection projects  including  the  project  at  the  Wil- 
mington Medical  Center,  General  Division.  The 
only  immediate  impact  on  our  program  will  be 
that  mammography  examination  in  women  under 
50  will  be  limited  to  those  with  a history  of 
previous  cancer  in  the  opposite  breast,  with  a 
family  history  of  cancer  in  a mother  or  sister, 
and  in  those  patients  who  are  symptomatic  at  the 
time  of  examination  or  those  in  whom  physical 
examination  at  the  time  of  screening  indicates 
the  need  for  x-ray  for  diagnostic  purposes.  The 
long-range  effect  of  this  report  on  our  Breast 
Screening  Project  remains  to  be  determined. 

Street,  Wilming-ton,  Delaware  19801.  Tel.  (302)  428-2113. 
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PROFESSIONAL  CONDUCT 


One  of  the  few  displeasures  of  this  office  has 
been  the  exposure  to  the  problem  of  physicians’ 
complaints  against  physicians.  These  complaints 
have  originated  as  a result  of  actions  which  range 
from  apparent  malicious  and  unprofessional  con- 
duct of  one  physician  against  another  to  the 
more  subtle  character  assassination.  This  kind 
of  conduct  is  unbecoming  to  our  profession,  and 
we  should  strengthen  our  personal  efforts  to  pre- 
vent it.  Were  it  within  my  power  to  render  a 
solution  to  the  problem,  I should  be  happy  to 
accomplish  it,  though  it  seems  to  me  the  task  is 
difficult.  Nevertheless,  let  us  look  at  the  prob- 
lem. 

We  are  frequently  called  upon  to  pass  judge- 
ment on  our  colleagues  in  some  area  or  another 
as  we  perform  the  basic  functions  of  a profession 
in  setting  standards  of  knowledge  and  profes- 
sional ability  of  our  members  in  order  to  insure 
a standard  of  care  that  the  community  has  a 
right  to  expect.  We  are  all  aware  of  the  func- 
tions of  peer  review  committees,  tissue  commit- 
tees, medical  audit  committees,  records  commit- 
tees, and  a host  of  other  committees  designed 
to  insure  quality  control. 

We  also  have  the  responsibility  to  address 
ourselves  to  the  moral  and  ethical  conduct  of  our 
members  in  order  to  insure  the  dignity  and  re- 
spect of  the  profession.  This  area  of  professional 
conduct  and  intraprofessional  relationship  has 
been  the  source  of  several  complaints. 

Perhaps  it  is  time  that  each  of  us  takes  a long 
look  at  our  own  conduct  toward  our  colleagues. 
Have  we  been  as  tolerant  of  their  personality 
shortcomings  as  we  would  like  them  to  be  toward 
our  own?  Have  we  been  careless  in  our  hallway 
and  parking  lot  conversations  and  unwittingly 


participated  in  character  assassination?  Have 
we  made  careless  casual  comments  and  hasty 
judgments,  based  on  inadequate  information, 
which  could  adversely  affect  the  professional  or 
private  life  of  one  of  our  colleagues?  Have  we 
made  remarks  or  subtle  innuendos  to  patients 
which  might  serve  as  a spark  for  litigation 
against  a colleague? 

On  the  other  hand,  have  we  had  the  courage 
to  act  responsibly  on  appropriate  committees  to 
fully  investigate  complaints  agaist  physicians, 
and  then,  if  the  facts  warrant  it,  make  a judg- 
ment against  that  physician?  Do  we  have  the 
moral  fortitude  to  resist  the  inevitable  pressure 
to  back  away  from  the  unpleasant  task  of  cen- 
suring one  of  our  members,  or  expelling  a mem- 
ber from  the  Society  if  the  facts  warrant  such  an 
action? 

It  was  recently  brought  to  my  attention  that 
our  present  Medical  Practice  Act  fails  to  provide 
immunity  to  witnesses  appearing  before  investi- 
gative committees  of  our  Society  or  the  Board 
of  Medical  Practice.  This  lack  of  immunity  ex- 
poses witnesses  to  the  threat  of  legal  action,  and 
thereby  restricts  the  investigating  body  in  its 
efforts  to  ascertain  the  facts.  Action  will  be  ini- 
tiated to  attempt  to  correct  this  deficiency  in  the 
law. 

To  judge  at  all  is  somewhat  hazardous;  to 
judge  fairly  is  absolutely  essential;  but  not  to 
judge  at  all  is  cowardice  and  is  an  abdication 
of  the  responsibility  of  our  profession. 
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^etterd  to  the  Editor 


To  the  Editor: 

It  was  a pleasure  to  see  the  abstract  of  the 
Veterans  Administration  Department  of  Medicine 
and  Surgery  briefing  document  which  was  pre- 
pared in  my  office  last  fall  for  President-elect 
Carter  offered  to  readers  of  the  Delaware  Medi- 
cal Journal.  The  briefing  document  has  been 
slightly  expanded  and  corrected  so  that  all  of 
the  data  are  carried  through  Fiscal  Year  1976;  I 
am  enclosing  this  revised  document  to  which  I 
have  appended  a few  more  recent  briefing 
charts. 

I continue  to  enjoy  the  opportunities  of  my 
position,  which  involves  critical  decisions  in  the 
operation  of  the  largest  single  health  care  system 
in  the  Western  Hemisphere.  This  also  permits 
participation  in  the  formulation  and  modifica- 
tions of  national  health  policy.  I have  found 
the  activities  and  processes  stimulating  and  re- 
warding and  would  continue  to  encourage  phy- 
sician involvement  as  stated  in  my  President’s 


Page  of  the  Delaware  Medical  Journal  in  June 
1972.  I especially  appreciate  the  support  I re- 
ceived in  my  transition  to  this  career  from  the 
staff  of  the  Medical  Society  of  Delaware  and  the 
Cardiology  Group. 

One  point  for  correction  in  your  review  is  that 
the  Veterans  Administration  is  an  independent 
agency  and  not  under  HEW  Secretary  Califano. 
Mr.  Cleland,  the  Administrator  of  the  Veterans 
Administration,  holds  a cabinet  rank  equivalent 
and  reports  directly  to  President  Carter.  Addi- 
tionally, the  VA  is  second  only  to  the  Department 
of  Defense  as  the  largest  federal  employer. 

My  best  wishes  to  my  many  fine  friends  in 
Delaware. 

Sincerely, 

Herbert  M.  Baganz,  M.D. 

Assistant  Chief  Medical  Director 
for  Veterans  Administration 
Policy  and  Planning 


HOMEMAKERS9  is 
a national  organization 
of  home  and  health 
care  personnel. 


...at  home 
or  in  the 
hospital, 
whenever 
you  need  help 


HOMEMAKERS®  provides  help  through  an  almost 
unlimited  variety  of  health  care  services  per- 
formed by  skilled,  qualified  personnel  . . . 
LICENSED  AND  PRACTICAL  NURSE,  VISITING 
HOME  MANAGER  AND  COMPANION.  HOME- 
MAKERS® professionals  are  available  when  you 
need  them  — a day  or  a month  — on  a regular 
schedule  or  just  when  you  call. 

HOMEMAKERS 

656-2551 


HOMEMAKERS* 

Heme  end  Health  Car#  Services 
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□ your  property 

□ your  future! 


If  you'd  like  to  know  exactly  how  much  protection  you  need, 
call  today.  Your  Montgomery  Man  will  arrange  for  your  business 
to  have  a complete  insurance  survey . 

Dependable  Service  Since  1865 


In  Wilmington 

PERSONAL  INSURANCE DUPONT  BUILDING 571-5600 

BUSINESS  INSURANCE DELAWARE  TRUST  PLAZA 571-5625 

CONTRACTORS  INSURANCE DELAWARE  TRUST  PLAZA 571-5706 

J.  A.  MONTGOMERY  J.  A.  MONTGOMERY 

FINANCIAL  SERVICES,  INC.  SECURITIES  CORPORATION 

571-5639  571-5631 

In  Middletown 

COMMERCIAL  INSURANCE  AGENCY 13  West  Main  Street 834-8900 

In  Seaford 

VAN  LEER  STEPHANY  ASSOCIATES 201  Pine  Street 629-5585 


PARVIZ  MOSTAFAVEE,  M.D. 

Parviz  Mostafavee,  M.D.  died  on  March  4, 
1977  from  injuries  received  in  an  automobile 
accident  a few  days  before.  He  was  38  years 
of  age. 

Born  in  Iran,  he  received  his  premedical  train- 
ing at  Pahlavi  University,  Shiraz,  Iran,  1957- 
1960  and  attended  the  Pahlavi  University  Medi- 
cal School,  graduating  in  1964.  His  postgradu- 
ate training  consisted  of  a one-year  rotating 
internship  at  the  Bridgeport  Hospital,  Bridge- 
port, Connecticut,  and  three  years  of  residency 
in  internal  medicine  at  the  Germantown  Hos- 
pital, Philadelphia,  1966-1969.  In  addition,  he 
served  for  one  year  in  the  Department  of  Gastro- 
enterology at  the  then-named  Women’s  Medical 
College  of  Philadelphia,  1969-1970.  He  was  a 
staff  member  of  the  Wilmington  Medical  Center, 
St.  Francis  Hospital,  Riverside  Hospital,  and 
Union  Hospital  in  Elkton,  Maryland. 

Dr.  Mostafavee  was  a member  of  various  local 
and  national  medical  societies,  including  the 
American  Society  of  Internal  Medicine.  He  had 
been  in  full-time  practice  in  Newark  during  the 
past  five  years. 

He  had  multiple  hobbies,  including  sports  cars 
and  antique  cars,  auto  racing,  and  music.  His 
patients  speak  of  his  great  personal  interest  and 
ready  availability  and  of  his  particular  concern 
that  his  children  receive  competent  educations. 

He  is  survived  by  his  wife,  Nahied,  an  eleven- 
year  old  daughter,  Parisa,  a seven-year  old  son, 
Ali,  and  his  parents,  Mr.  and  Mrs.  Hassan  Mosta- 
favee, of  Teheran,  Iran. 

Memorial  contributions  may  be  sent  to  the 
Delaware  Heart  Association. 

« «? 

ANTHONY  F.  VITIELLO,  M.D. 

Anthony  F.  Vitiello,  M.D.,  aged  60,  102  Brock- 
ton Road,  Sharpley,  died  suddenly  March  11, 
1977,  while  entering  the  St.  Francis  Hospital 
for  patient  visitation. 
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Dr.  Vitiello  graduated  in  1943  from  the  School 
of  Medioine  at  Loyola  University,  Chicago,  serv- 
ing his  internship  at  the  Delaware  Hospital.  He 

had  been  in  family  practice  since  1944.  At  the 
time  of  his  death,  he  was  a staff  member  at  both 
the  Wilmington  Medical  Center  and  the  St. 
Francis  Hospital.  A dedicated  physician,  he 
nevertheless  found  time  to  be  team  physician  to 
the  Archmere  Academy  football  team  in  the  early 
1960’s.  He  served  on  the  Wilmington  Board  of 
Health  and  was  eventually  selected  as  President 
of  the  Board.  Those  who  knew  him  best  empha- 
sized that  nothing  seemed  to  be  more  important 
to  him  than  the  triangle  of  his  spiritual  faith,  the 
care  of  his  patients,  and  his  family  life. 

He  is  survived  by  his  wife,  C.  Joyce  Johnson 
Vitiello;  three  sons,  Daniel  J.  of  Florham  Park, 
New  Jersey,  Anthony  F.,  Jr.,  of  Michigan  City, 
Indiana,  and  Joseph  G.  of  Wilmington;  three 
daughters,  Kathleen  M.  Jurjans  of  Claymont, 
Capt.  Margaret  A.  Vitiello  of  West  Point,  New 
York,  and  Mary  Joyce  of  Wilmington;  a brother, 
Francis  A.  of  Wilmington;  a sister,  Sophie  V. 
Murstrand  of  Houston,  Texas;  and  four  grand- 
children. 

Memorial  donations  are  being  accepted  by 
the  St.  Francis  Hospital  Building  Fund,  8th  and 
DuPont  Streets,  and  by  Ursuline  Academy,  1104 
Pennsylvania  Avenue,  Wilmington,  Delaware. 

% X & 

JOHN  WALLACE  LYNCH,  M.D. 

After  a long  illness,  John  Wallace  Lynch,  M.D., 
died  March  14,  1977  in  Nanticoke  Memorial 
Hospital. 

A graduate  of  the  State  University  of  New 
York  College  of  Medicine  in  1935,  following  his 
internship,  he  began  private  practice  in  Seaford 
in  1936.  He  served  as  a Major  in  the  Army  from 
1942  to  1946,  and  received  the  Bronze  Star  and 
Purple  Heart  because  of  wounds  sustained  in 
the  Normandy  Invasion  of  June,  1944. 

He  retired  from  active  practice  in  1968,  after 
serving  as  Chief  of  Staff  at  Nanticoke  Memorial 
Hospital. 

He  is  survived  by  his  wife,  Ruth  Cooper 
Lynch;  a son,  Dr.  John  C.  Lynch  of  Seaford;  a 
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daughter,  Norma  Jean  Lynch  of  Delmar;  and  one 
granddaughter. 

A memorial  service  was  held  at  St.  John’s 
United  Methodist  Church,  Seaford.  Contribu- 
tions in  his  memory  are  being  given  to  the 
Memorial  Fund  at  St.  John’s  Church  in  Seaford, 
Delaware. 

Charles  M.  Bancroft,  M.D. 

& & ss 

LIVIO  OLMEOO,  M.D.,  1917-1977 
MUSSNGS  @m  the  MAN 

His  Culture  and  Education : He  was  born  in 
Paraguay  where  he  was  graduated  from  the 
Medical  School  of  the  University  of  Asuncion. 
His  internship  and  residency  were  at  the  Uni- 
versity of  Michigan.  He  was  a Clinical  Associ- 
ate Professor  of  Surgery  at  Thomas  Jefferson 
University  Medical  College,  where  he  was  to 
have  been  promoted  to  Professor  on  July  1,  1977. 

His  Personality:  Livio  believed  in  the  old 
graces  and  virtues.  Symbolically,  he  held  to 
his  Spanish  accent  as  well  as  to  mores  and  folk- 
ways of  a past  golden  age.  His  midnight  to 
three  a.m.  surgical  rounds  were  well  known  to 
all  of  us.  Why  at  2:30  a.m.  would  Livio  involve 
himself  with  long  and  probing  conversations 
which  might  be  considered  by  those  who  did  not 
know  the  man  as  pilpul?  It  was  because  he 
wanted  to  make  doubly  sure — no,  triply  sure — 
that  he  did  not  offend  another  doctor  in  any  way, 
shape,  or  form.  And  he  visited  to  assure  him- 
self that  he  was  obtaining  and  providing  the 
very  best  treatment  for  his  many  patients. 

For  Livio  was  a gentle  man,  not  merely  a 
“gentleman”  in  the  usual  sense  of  proper  manners 
and  behavior  patterns.  Ask  Cecilia,  his  wife,  or 
Carmen  or  Theresa,  his  two  daughters.  Or,  more 
importantly,  ask  his  residents,  present  and  past, 
the  ones  still  on  his  famous  service  and  the  fif- 
teen men  he  and  his  associates  stimulated  to- 
wards the  specialty  of  neurosurgery.  A man  is 
known  by  his  sons  and  daughters. 

His  Sense  of  Humor : One  day  Dr.  Olmedo  was 
called  by  the  wife  of  an  Italian-American  patient 
wanting  to  express  appreciation  for  her  husband’s 
recent  surgery  and  recovery.  She  asked  him  and 


Mrs.  Olmedo  to  come  to  dinner  at  their  home 
where  the  entire  clan  would  assemble.  But 
when  Livio  and  Cecilia  appeared  at  the  front 
door,  an  open-mouthed  patient  standing  amongst 
the  large  and  puzzled  family  asked  the  couple 
who  they  were. 

“Dr.  and  Mrs.  Olmedo.” 

“But  I was  operated  on  by  Dr.  Arminio.  Mv 
wife  must  have  called  the  wrong  office.” 

Unruffled,  Livio  answered,  “Well,  we  love 
Italian  food.  Why  waste  it?” 

They  had  a wonderful  evening,  and  the  two 
families  became  friends. 

His  Practice:  In  1951  Dr.  Olmedo  established 
practice  in  Wilmington,  joining  Dr.  Philip  Gordy 
in  partnership.  The  two  had  been  fellow  resi- 
dents at  the  University  of  Michigan  at  Ann  Ar- 
bor. From  the  beginning,  Livio  did  many  of 
the  really  tough  cases  such  as  patients  who  had 
been  previously  operated  upon  by  others  but 
who  had  had  poor  results.  His  schedule  was  also 
loaded  with  priests  and  nuns,  directors  and  of- 
ficers of  large  corporations,  and  especially  (the 
hallmark  of  a truly  great  doctor)  relatives  of 
colleagues,  and  fellow  physicians,  themselves. 

He  was  also  especially  fond  of  supervising  the 
surgery  on  the  indigent  and  ward  populations; 
such  teaching  was  the  highlight  of  his  training 
program.  We  medical  neurologists  particularly 
admired  him  for  his  close  attention  to  the  needs 
of  the  combined  neurology-neurosurgery  clinic 
and  for  his  commitment  to  the  Thursday  grand 
rounds.  All  of  his  colleagues  sought  his  help 
with  the  rare  and  puzzling  patient.  His  teaching 
seemed  disjointed  to  the  beginner,  but  the  ex- 
perienced doctor  was  usually  startled  by  Livio’s 
grasp  of  the  complexities  of  the  cases  being  dis- 
cussed. He  brought  philosophy  and  knowledge 
of  human  nature  into  the  science  of  neurosur- 
gery. 

He  paid  the  price,  as  do  surgeons  who  accept 
tough  cases  these  days  and  who  go  out  onto 
limbs  for  fellow  doctors.  A gentle  person  to 
those  who  knew  him,  he  was  harrassed  and  upset 
by  the  present  cruel  medico-legal  climate. 

He  resented  the  system  which  made  him  de- 
fensive, and  he  was  embarrassed  by  its  time- 
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consuming  demands  upon  him  for  records,  depo- 
sitions, and  interviews.  It  debilitated  him  and 
exhausted  him. 

His  Heritage  and  His  End:  Livio’s  wife,  Ce- 
cilia, enjoyed  fixing  his  post-midnight  suppers, 
and  his  two  daughters  (one  of  them,  Carmen,  is 
also  a physician)  enjoyed  watching  him  play  and 
talk  long  hours  with  his  three  grandchildren. 

His  professional  heritage  is  with  us  yet  and 
doubtless  will  continue  to  spread  its  influence 
upon  many  others.  Livio’s  basic  kindness  and 
his  lack  of  rushing  through  inter-personal  rela- 
tionships are  also  measures  of  his  true  gentle  self. 
Good  things  are  never  lost. 

Perhaps  he  was  worn  down  by  a series  of  tre- 
mendously complex  and  exhausting  cases  in  his 
last  two  weeks  ( he  did  two  nigh-impossible  cases 
for  the  writer  of  this  tribute).  Livio  died  at 
home  in  the  early  morning  hours  of  March  5th, 
1977.  He  had  worked  all  night  at  the  hospital. 
But  he  finished  his  rounds. 

Dewey  A.  Nelson,  M.D. 


We  are  prepared  to  take  on  Special  Realty 
Assignments  covering  acquisitions,  sales,  apprai- 
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Telephone  798-2520 
If  No  Answer, 
Call  738-9180 

E.  H.  Eaton,  Director 

CLAYMONT  MEDICAL  LABORATORY 

Office  Hours 
Daily  9 A.M.  to  3 P.M. 
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Professional  Relations  Service  Section 


at  your  service 


HE  PROFESSIONAL  RELATIONS  SERVICE  SECTION 
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any  questions  or  problems  they  may  have. 
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IN  MILFORD:  422-9570  or  856-6159 
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Milford,  DE  19963 


Blue  Cross 
Blue  Shield 
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SEVERE  AND  CATASTROPHIC  NECK  INJURIES 
RESULTING  FROM  TACKLE  FOOTBALL 


Approximately  1,200,000  individuals  partici- 
pate in  organized  tackle  football,  a vigorous  con- 
tact activity,  in  this  country  each  fall.  Recent 
reports  place  the  incidence  of  time  loss  injury 
at  50%  to  86%  of  the  population  at  risk  per  sea- 
son.1’2 Fatality  rates  have  averaged  two  per 
100,000  participants  per  year  over  a 43-year 
period.3  The  overwhelming  majority  in  recent 
years  have  been  due  to  head  and  neck  injuries. 

During  the  1975  football  season,  we  had  the 
opportunity  to  document  twelve  catastrophic 
neck  injuries  occurring  in  Pennsylvania  and  New 
Jersey.  These  twelve  injuries  included  one  death 
and  eight  other  young  men  rendered  quadri- 
plegic, seven  permanently. 

This  paper  will  discuss  these  injuries  with 
specific  regard  to  identifying  the  mechanism  of 
injury.  Also  the  National  Collegiate  Athletic 

Dr.  Torg  is  Director  of  the  Temple  University  Center  for  Sports 
Vfedicine  and  Science. 

Mr.  Quedenfeld  is  Associate  Director  of  the  Temple  University 
.'enter  for  Sports  Medicine  and  Science. 

Dr.  Moyer  is  a staff  orthopedic  surgeon  at  the  Center. 

Dr.  Truex  is  a neurosurgical  consultant  to  the  Center. 

Mr.  Spealman  and  Mr.  Nichols  are  research  assistants. 

This  paper  is  adapted  from  a presentation  at  the  Eighth  Annual 
tfedical  Aspects  of  Sports  Seminar  held  January  22  at  the  Uni- 
ersity  of  Delaware. 


Joseph  S.  Torg,  M.D. 
Theodore  C.  Quedenfeld,  M.Ed. 

Ray  A.  Moyer,  M.D. 
Raymond  Truex,  Jr.,  M.D. 
Alan  D.  Spealman,  M.S. 
Claude  E.  Nichols,  III,  B.S. 


Association  (NCAA)  tackle  football  rules 
changes  for  the  1976  season  will  be  enumerated. 
The  need  for  and  description  of  the  National 
Football  Head  and  Neck  Injury  Registry  will  be 
presented. 

Classification  of  Cervical  Spine  Injuries 

Cervical  spine  injuries  resulting  from  tackle 
football  can  be  classified  into  four  groups:  1) 
brachial  plexus  stretch-pinch  syndromes  (burn- 
ers); 2)  degenerative  changes  and/or  occult 
fractures  resulting  from  repetitive,  non-cata- 
strophic  injury;  3)  fractures  and/or  dislocations 
of  the  cervical  spine  without  neurologic  involve- 
ment; and  4)  fractures  and/or  dislocations  of 
the  cervical  spine  with  quadriplegia. 

Brachial  plexus  pinch-stretch  injuries  are  fre- 
quent. Such  injuries  are  likely  to  occur  to  several 
members  of  any  team  in  every  ball  game.  The 
players  experience  one  or  more  episodes  of  a 
shock-like  sensation  into  the  upper  extremity 
with  subsequent  paresthesias  and  transient  pa- 
ralysis. Usually  the  episode  lasts  only  several 
minutes;  however,  on  occasion  there  may  be 
protracted  neurological  findings  such  as  selective 
muscle  group  weakness. 
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The  problem  of  degenerative  changes  and  oc- 
cult fractures  occurring  as  a result  of  cervical 
spine  injuries  in  interscholastic  football  has  been 
recently  studied  by  Albright  et  al.4  Screening 
roentgenographic  examinations  of  the  cervical 
spine  were  performed  on  all  University  of  Iowa 
freshman  recruits.  Compression  fractures  of  the 
vertebrae  or  neural  arch  fractures,  abnormal  mo- 
tion, or  disc  space  narrowing  were  observed  in 
32%.  Of  particular  significance  is  the  fact  that 
these  observations  were  made  in  a group  of  col- 
lege freshmen  who  had  not  yet  participated  in 
intercollegiate  football.  These  abnormalities  were 
assumed  to  have  resulted  from  “head  impact”  in 
blocking  and  tackling. 

Schneider  has  attempted  to  document  those 
head  and  neck  injuries  occurring  as  a result  of 
tackle  football  during  the  five-year  period  1959 
to  1963.5  By  soliciting  information  from  the 
members  of  the  Congress  of  Neurologic  Surgeons 
and  the  Harvey  Cushing  Society,  he  documented 
78  cervical  spinal  cord  injuries  which  occurred 
nationally  during  this  five-year  period.  Of  these 
injuries,  there  were  56  cervical  fractures/dislo- 
cations,  30  of  which  resulted  in  complete,  per- 
manent quadriplegia.  In  this  group  there  were 
16  deaths.  Schneider  also  collected  139  cranial- 
cerebral  lesions  which  culminated  in  65  deaths. 

Although  we  believe  that  injuries  involving 
elements  of  the  brachial  plexus  and  those  result- 
ing from  repetitive  microtrauma  constitute  sig- 
nificant problems,  this  paper  does  not  deal 
further  with  these  two  areas.  Rather,  our  ob- 
servations are  based  on  experience  in  Pennsyl- 
vania and  New  Jersey  during  the  1975  football 
season  involving  fractures  and/or  dislocations 
of  the  cervical  spine  with  and  without  perma- 
nent neurologic  deficits. 

Case  Reports 

Case  1.  LL,  a 17-year-old  senior  who  played 
tackle  for  his  high  school  team,  was  injured  the 
first  day  of  fall  practice  while  performing  a 
drill  on  the  spring-loaded  tackling  dummy. 
The  dummy  was  fully  loaded  with  both  springs 
and  struck  the  player  on  the  forehead,  where  the 
face  mask  attaches  to  the  helmet.  He  was  not 
rendered  unconscious,  but  did  immediately  note 
numbness  in  his  arms  and  legs  and  fell  to  the 
ground.  Roentgenograms  demonstrated  frac- 


tures involving  the  left  pedicle  of  C-3,  the  right 
and  left  pedicles  of  C-4,  and  the  right  pedicle  of 
C-5.  Also,  the  bodies  of  C-4  and  C-5  were  split 
in  the  sagittal  planes.  In  view  of  persistent 
paresthesias  in  the  right  upper  extremity  asso- 
ciated with  weakness,  he  was  placed  in  Crutch- 
field tongs.  Paresthesias  and  weakness  involv- 
ing the  right  upper  extremity  persisted. 

Comment: 

The  tackling  dummy  is  a spring-loaded  device 
that  travels  nine  feet  towards  the  player  on  a 
suspended  railing.  Although  the  dummy  itself 
is  made  of  sponge  rubber,  the  inner  core  con- 
sists of  a three-inch  steel  pipe.  The  impact  force 
can  be  adjusted  to  equal  the  force  of  a 100-,  200-, 
or  300-pound  man  by  varying  the  loading 
springs.  The  object  is  for  the  player  to  “attack” 
the  dummy  after  it  has  been  released  and  to 
neutralize  its  force  by  striking  it  with  his  head, 
face,  forearms,  and  chest. 

Case  2.  EF,  a 17-year-old  high  school  tackle, 
in  the  third  week  of  fall  football  practice,  sus- 
tained a fatal  injury  colliding  with  the  spring- 
loaded  blocking  dummy.  He  is  reported  to  have 
been  struck  in  the  head  with  a dummy  that  had 
been  fully  loaded.  He  became  immediately  un- 
conscious. Upon  arriving  at  the  emergency  room 
of  the  local  community  hospital,  he  was  cyanotic 
and  comatose  and  having  agonal,  shallow,  and 
irregular  respirations.  There  was  no  external 
evidence  of  head  trauma,  and  his  optic  fundi 
were  normal.  His  pupils  were  dilated  and  fixed. 
He  had  no  corneal  reflexes.  There  was  no  motor 
response  to  painful  stimuli.  An  endotracheal 
tube  was  inserted,  and  respirations  were  sup- 
ported. The  patient  was  transferred  to  the  in- 
tensive care  unit.  A lateral  cervical  spine  x-ray 
was  negative  for  fracture  or  dislocation.  He 
was  supported  on  a respirator  but  never  re- 
gained consciousness.  Two  days  after  admission 
to  the  hospital,  he  expired.  Autopsy  revealed  | 
hemorrhages  in  the  brain  stem  and  pons,  and  a 
small  amount  of  subarachnoid  blood. 

Comment: 

The  spring-loaded  blocking  dummy  functions 
on  the  same  basic  principle  as  the  spring-loaded 
tackling  device.  Although  the  dummy  travels 
only  four  feet,  it  is  purported  by  the  manufac- 
turer as  being  able  to  “hit  like  a 280-pound  line- 
man.” The  player  is  expected  to  meet  the  mov- 
ing dummy  by  blocking  it  with  his  face,  forearms, 
chest,  and  shoulder  to  neutralize  the  impact. 
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Case  3.  MK,  a 13-year-old  youngster  was  in- 
jured while  participating  in  a midget  league 
football  game.  Playing  defensive  back,  he  made 
a tackle  by  making  initial  contact  with  his  head. 
He  sustained  a fracture/dislocation  of  C-4  on 
C-5,  rendering  him  quadriplegic.  Patient  sub- 
sequently underwent  a posterior  cervical  fusion 
with  complete  motor  and  sensory  return. 

Case  4.  EH,  17  years  old,  was  injured  in  a 
varsity  interscholastic  football  game.  The  pa- 
tient was  on  the  kickoff  team,  attempting  to 
block  an  opponent  head  first,  when  he  sustained 
a fracture/dislocation  of  C-5  on  C-6.  He  was 
rendered  quadriplegic,  with  permanent  motor 
and  sensory  deficit  below  the  level  of  lesion. 

Case  5.  AP,  a 16-year-old,  was  participating 
in  a junior  varsity  game.  Playing  defensive 
back,  he  made  a tackle,  striking  the  ball  carrier 
with  his  head.  He  sustained  a dislocation  of 
C-3  on  C-4  and  was  immediately  rendered  quad- 
riplegic. Attempted  reduction  with  Crutchfield 
tongs  was  unsuccessful,  and  the  patient  fused 
in  situ.  There  was  no  functional  recovery,  and 
the  patient  had  both  motor  and  sensory  deficit 
from  below  the  level  of  the  lesion. 

Case  6.  EG,  a 26-year-old  professional  football 
player,  sustained  an  injury  in  a preseason  game. 
He  was  playing  defensive  tackle  when  he  was 


struck  on  top  of  the  helmet  with  a knee  while 
he  was  attempting  to  make  a tackle.  He  sus- 
tained a Jefferson  blowout  fracture  of  C-l  with- 
out neurologic  involvement.  He  was  treated  in 
a four-poster  brace.  The  fracture  has  gone  on 
to  a non-union.  He  has  had  no  neurologic  involve- 
ment, but  his  football  career  has  been  termi- 
nated. 

Case  7.  SD,  a 15-year-old  high  school  student 
who  played  defensive  back,  was  injured  in  an 
interscholastic  game  on  October  25,  1975.  He 
was  making  a tackle  when  he  sustained  a frac- 
ture/dislocation of  C-5  on  C-6  and  was  rendered 
quadriplegic.  Subsequently  he  has  had  an  open 
reduction  of  C-4  on  C-5.  Myelogram  demon- 
strated a herniated  nucleus  pulposus  at  C-4 
and  C-5,  and  he  had  a C-4,  C-5  Clower  pro- 
cedure. He  remains  quadriplegic,  with  both 
motor  and  sensory  deficit  below  the  level  of  the 
lesion. 

Case  8.  RB,  an  18-year-old  college  freshman, 
while  playing  defensive  back  in  a varsity  inter- 
collegiate game,  made  a tackle;  he  sustained  a 
dislocation  of  C-3  on  C-4,  and  was  rendered  im- 
mediately quadriplegic.  Motion  pictures  of  the 
injury  vividly  demonstrate  his  making  contact 
with  the  top,  or  crown,  of  his  helmet.  There 
was  negligible  degree  of  flexion.  He  underwent 
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a closed  reduction  of  tihe  dislocation.  Subse- 
quent myelogram  demonstrated  a herniated  nu- 
cleus pulposus  C-3,  4.  Anterior  C-3,  4 discec- 
tomy and  fusion  were  performed.  The  patient 
remains  quadriplegic. 

Case  9.  RR,  20  years  old,  was  participating  in 
a 150-pound  intercollegiate  game,  playing  de- 
fensive back.  He  made  a tackle,  sustained  a 
fracture/dislocation  of  C-5  on  C-6,  and  was 
rendered  quadriplegic.  He  had  an  anterior  spine 
fusion  but  remains  quadriplegic  with  neurologic 
deficit,  both  motor  and  sensory,  from  the  level 
of  the  lesion. 

Case  10.  MK,  a 17-year-old,  was  participating 
in  a varsity  interscholastic  football  game.  Play- 
ing defensive  back,  he  made  a tackle  and  sus- 
tained a fracture/dislocation  on  C-5  on  C-6, 
rendering  him  quadriplegic.  In  the  words  of  the 
patient,  “I  struck  the  ball  carrier  in  his  groin 
with  the  top  of  my  helmet.”  Neurologic  deficit, 
both  motor  and  sensory,  is  permanent  from  the 
level  of  the  lesion. 

Case  11.  JS,  a 15-year-old,  was  participating 
in  an  unsupervised  sandlot  pickup  football  game. 


Running  with  the  ball,  he  attempted  to  head  butt 
a tackier.  He  sustained  a dislocation  of  C-3  on 
C-4  and  was  rendered  quadriplegic  from  the 
level  of  the  lesion.  He  was  subsequently  treated 
with  anterior  spine  fusion.  His  sensation  to 
position,  sense,  and  touch  returned;  there  was 
no  return  of  vibratory  sensation  or  hot  and  cold 
sensation.  Although  there  was  some  gross  motor 
return  to  all  major  muscle  groups  involving  up- 
per and  lower  extremities,  the  patient  remains 
quadriplegic,  being  unable  to  walk  indepen- 
dently, feed  himself,  or  control  his  bowels  or 
bladder  six  months  post  injury. 

Case  12.  DR,  a 20-year-old,  was  injured  while 
participating  in  a varsity  intercollegiate  NCAA 
Division  III  football  game.  While  playing  de- 
fensive back,  he  made  a tackle  and  sustained  a 
fracture  of  C-6  without  neurologic  involvement. 
He  was  treated  with  traction  and  Minerva  cast 
immobilization,  with  full  recovery. 

Discussion 

During  the  course  of  the  1975  football  season 
twelve  severe  neck  injuries  occurred  dn  the  two 
states  of  Pennsylvania  and  New  Jersey.  One  re- 


* 


We  look  out  for  your  interest. 


Where  all  savings  accounts 
are  compounded  continuously 
to  earn  the  highest  effective 
yield  allowed  by  law. 


annual 

interest 


annual 


6' 

7o  /n  interest 

compounded 

Earns  6.81% 

annual  yield  on  i and  2 year  Invest- 


5/4/0 

compounded 

Earns  5.47% 

effective 

annual  yield  on  Regular  Savings. 
Min.  Bal.  S 5 .00 

03/0/  m j 

Earns  7.08%co~ntinuously 


ment  Accounts.  Min.  Bal.  $ 1,000 


compounded 
continuous! 
effective 

annual  yield  on  3 year  Investment 


Accounts.  Min.  Bal.  §1,000 

Early  withdrawal  from  investment  accounts 
carry  minimum  Federal  penalties. 


flRTISflnS’ 

sflvinGS  BoriK 


Wilmington:  9th  and  Tatnall  Streets  • Graylyn  and  Midway  Shopping  Centers  • (302)  658-6881 

Newark:  Polly  Drummond  Shop.  Ctr.  (302)  658-6881  • Dover:  1555  S.  Governors  Ave.  (302)  674-3214 


.c*Sk 


272 


Del  Med  Jrl,  May  1977 — Vol  49,  No  5 


Severe  and  Catastrophic  Neck  Injuries  Resulting  from  Tackle  Football — Torg 


suited  in  death,  and  seven  in  permanent  quadri- 
plegia.  An  interesting  comparison  can  be  made 
between  these  figures  and  those  of  Schneider’s 
study  of  cervical  spine  injuries  occurring  between 
1959  and  1963  in  the  United  States.  He  reported 
thirty  quadriplegias  over  five  years,  or  an  average 
of  six  per  year  for  all  the  states.  Although  we 
recognize  that  comparing  seven  per  year  in  two 
states  in  1975  to  six  per  year  in  all  the  states  in 
1959-1963  is  not  statistically  valid,  we  believe 
that  it  is  an  indication  of  the  probable  emergence 
of  a significant  national  health  problem. 

Schneider  also  described  a variety  of  mecha- 
nisms responsible  for  severe  head  and  neck  in- 
juries. These  include  knee^to-head  injuries, 
tackling  by  face  mask,  hyperflexion  injuries  sec- 
ondary to  spearing  and  buttblocking,  and  hyper- 
extension  injuries  of  the  cervical  spine  due  to  the 
levering  effect  of  the  face  mask. 

One  purpose  of  this  paper  is  to  describe  a 
previously  unreported  cause  of  fatal  and  near- 
fatal  head  and  neck  injury:  collision  with  spring- 
loaded  blocking  and  tackling  dummies.  During 
the  month  of  September,  1975,  two  such  injuries, 
one  resulting  in  death,  occurred  within  a 100- 
mile  radius  of  Philadelphia.  In  addition,  it  has 
been  established  that  there  had  previously  re- 
cently occurred  elsewhere  another  such  injury 
which  resulted  in  quadriplegia.  As  yet  unsub- 
stantiated information  suggests  the  occurrence  of 
other  similar  injuries. 

In  response  to  the  apparent  danger  presented 
by  the  use  of  these  devices,  the  NCAA  Commit- 
tee on  Competitive  Safeguards  and  Medical  As- 
pects of  Sports  issued  the  following  position 
statement  on  the  subject  of  self-propelled  block- 
ing and  tackling  mechanisms: 

“From  review  of  recent  evidence,  the  NCAA 
Committee  on  Competitive  Safeguards  and  Medi- 
cal Aspects  of  Sports  advises  football  coaches 
against  the  use  of  self-propelled  mechanized 
blocking  and  tackling  apparatus  because  of  the 
apparent  undue  risk  of  head/neck  injury  un- 
necessarily accepted  in  the  teaching  of  these 
techniques.  It  is  further  recommended  that  the 
activating  mechanism  of  such  apparatus  already 
in  the  field  be  made  inoperable.” 


Evaluation  of  the  mechanism  of  injury  re- 
sponsible for  the  cervical  spine  fractures  and/or 
dislocations  resulting  in  quadriplegia  was  reveal- 
ing. Of  the  eight  injuries  resulting  in  quadri- 
plegia, six  occurred  to  youngsters  making  a tackle 
while  playing  defensive  back.  In  each  instance, 
the  victim’s  head  and  helmet  were  used  as  a 
battering  ram  while  “head  tackling.”  Specifically, 
striking  an  opponent  with  the  top,  or  crown,  of 
the  helmet  in  a high  impact  situation  was  par- 
ticularly implicated  as  the  responsible  mecha- 
nism. 

In  response  to  this  evidence,  the  NCAA  Foot- 
ball Rules  Committee  implemented  the  following 
rules  addition  and  modifications  for  the  1976 
season: 

1)  Rule  9,  Section  1,  Article  2-N 

“No  player  shall  intentionally  strike  a run- 
ner with  the  crown  or  top  of  the  helmet.” 

2)  Rule  2,  Section  24 

Old  Rule:  “Spearing  is  the  deliberate  and 
malicious  use  of  the  head  and 
helmet  in  an  attempt  to  punish 
an  opponent  after  his  momen- 
tum has  been  stopped.” 
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New  Rule:  “Spearing  is  the  deliberate  use 
of  the  helmet  in  an  attempt  to 
punish  an  opponent.” 

3)  Rule  9,  Section  1,  Article  2-L 

Old  Rule:  “No  player  shall  deliberately 
and  maliciously  use  his  helmet 
or  head  to  butt  or  ram  an  oppo- 
nent.” 

New  Rule:  “No  player  shall  deliberately 
use  his  helmet  to  butt  or  ram 
an  opponent.” 

Conclusion 

One  death,  eight  quadriplegics,  and  three 
severe  cervical  spine  injuries  without  neurologic 
involvement  occurred  in  New  Jersey  and  Penn- 
sylvania during  the  1975  football  season.  Two 
of  the  injuries,  one  of  which  resulted  in  death, 
were  due  to  the  use  of  spring-loaded  blocking 
and  tackling  devices.  It  is  recommended  that 
the  use  of  such  devices  be  discontinued. 

Use  of  the  head  and  helmet  as  the  primary 
assault  weapon  in  blocking,  tackling,  and  head 
butting  when  running  with  the  football  was  im- 
plicated in  the  other  eleven  injuries.  Such  tech- 
nique is  to  be  condemned;  implementation  and 
enforcement  of  the  rules  changes  must  be  im- 
mediate. It  must  be  understood  that  it  is  not 
sufficient  for  coaches  to  refrain  from  teaching 
techniques  utilizing  the  top  or  crown  of  the  hel- 
met as  the  primary  point  of  contact.  The  coaches 
must  also  prohibit  their  players  from  using  such 
playing  techniques. 

Analysis  of  these  injuries  did  not  implicate 
“face  in  the  numbers”  blocking  and  tackling 
techniques  in  the  line  of  scrimmage  as  causing 
catastrophic  cervical  spine  injuries. 

The  National  Athletic  Trainers  Association  and 
the  Temple  University  Center  for  Sports  Medi- 
cine and  Science  have  combined  resources  to 
establish  a National  Football  Head  and  Neck 
Injury  Registry.  The  purpose  of  this  registry  is 
to  collect  data  to  allow  evaluation  of  the  effect  of 
rule  changes.  We  are  urgently  soliciting  your 
cooperation  to  help  us  obtain  information  re- 
garding head  and  neck  injuries  that  have  occur- 
red at  your  school. 

We  are  interested  in  knowing  about  any  stu- 
dent who  has  sustained  a head  and/or  neck  foot- 
ball injury  that  required  hospitalization  for  more 
than  72  hours,  required  surgical  intervention,  in- 


volved a fracture  and  /or  dislocation,  or  resulted 
in  permanent  paralysis  or  death.  We  would  like 
to  know  the  player’s  name,  his  school,  home  ad- 
dress, attending  physician,  and,  if  known,  his 
diagnosis.  All  information  will  be  held  in  the 
highest  confidence  and  used  only  for  epidemio- 
logic survey  purposes.  The  data  will  be  recorded 
by  the  Temple  University  Center  for  Sports 
Medicine  and  Science,  and  in  no  instance  will 
individuals  or  schools  be  identified  in  subsequent 
reports. 

We  believe  that  the  football  head  and  neck 
injury  problem  is  of  significant  magnitude  to 
warrant  the  concern  of  all  responsible  individ- 
uals. 
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CHIROPRACTORS 


HEALERS  OR  QUACKS? 

The  Eiqhty-Year  War  With  Science 


EDITOR’S  NOTE:  S.  B.  11  (Relating  to  the 
Eligibility  of  Chiropractic  Physicians  for  Com- 
pensation from  Insurance,  Group  Hospital  Ser- 
vices and  Related  Plans;  and  Further  Provid- 
ing Medical  Care  to  the  Indigent  and  Medically 
Indigent)  has  passed  the  Delaware  Senate 
and  is  currently  before  the  House. 


In  a voice  charged  with  emotion,  Dr.  Joseph 
Janse,  president  of  the  National  College  of 
Chiropractic,  was  addressing  the  hushed  audi- 
ence in  the  conference  room. 

“For  me  to  stand  here  and  exclaim  or  explain 
that  I and  my  people,  or  those  who  preceded 
me,  have  never  indulged  in  mishap  or  overclaim 
. . . would  be  dishonest. 

“.  . . I am  not,  and  we  are  not,  necessarily 
proud  of  those  that  we  are  responsible  for,  and 
have  to  live  with.  But  I do  hope  . . . this  work- 
shop will  not  deny  the  people  of  my  profession 
the  privilege  of  progress  and  ethics.” 

As  on  many  previous  occasions.  Dr.  Janse  was 
responding  to  a challenge  to  chiropractic.  But 
this  occasion  in  February,  1975  was  different 
from  the  rest. 

The  conference,  a “Workshop  on  the  Research 
Status  of  Spinal  Manipulative  Therapy,”  was 
taking  place  in  Bethesda,  Md.,  at  the  National 
Institutes  of  Health  (NIH).  Never  before  had 
chiropractors  participated  in  an  international 
scientific  conference  in  the  United  States,  much 
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less  at  the  NIH,  one  of  the  world’s  foremost 
medical  and  biological  research  organizations. 
Throughout  its  eighty-year  history,  in  fact,  chiro- 
practic has  largely  rejected  or  ignored  advances 
in  medical  science  fostered  by  agencies  like  the 
NIH.  In  turn,  medical  and  government  officials 
have  generally  branded  chiropractic  as  “an  un- 
scientific cult”  or  “a  significant  hazard  to  the 
public.”  This  time,  however,  the  planning  com- 
mission for  the  meeting — which  was  held  in 
response  to  a Congressional  mandate — included 
three  chiropractors  among  its  eight  members. 

The  arrival  of  chiropractic  in  such  a presti- 
gious stronghold  of  science  marked  the  latest  in 
a series  of  developments  that  would  seem  to  lend 
support  to  the  chiropractor’s  demand  for  general 
recognition  as  a legitimate  practitioner  of  the 
healing  arts. 

Despite  opposition  from  organized  medicine 
and  the  United  States  Public  Health  Service, 
chiropractors  in  1973  won  the  right  to  render 
some  services  under  both  Medicare  and  Medi- 
caid. Soon  after,  they  achieved  licensure  in 
Louisiana  and  Mississippi,  the  last  two  holdouts 
among  the  fifty  states.  (The  same  period  saw 
similar  chiropractic  gains  in  Canada.) 

The  crowning  triumph  for  American  chiro- 
practors come  in  August  1974,  when  the  United 
States  Commissioner  of  Education  recognized  an 
accrediting  agency  for  chiropractic  colleges.  This 
meant  that  colleges  accredited  by  the  Council  on 
Chiropractic  Education  would  have  official  na- 
tional standing.  Previously,  degrees  conferred 
by  such  institutions — for  example,  the  Doctor  of 
Chiropractic  degree  ( DC) — were  listed  as  “spuri- 
ous” by  the  United  States  Office  of  Education. 
Recognition  also  meant  that  accredited  chiro- 
practic schools  would  be  eligible  for  financial 
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assistance  under  a variety  of  federal  funding 
programs. 

Chiropractic,  in  short,  has  made  undeniable 
progress  in  professional  status  and  access  to 
government-funded  programs.  Whether  those 
gains  mean  equivalent  progress  for  health  care, 
however,  is  another  question.  In  Consumer 
Union’s  (CU’s)  view,  the  answer  depends  on 
whether  chiropractic  is  a valid  method  of  treat- 
ment or,  as  its  critics  contend,  a form  of  quackery. 

To  explore  that  question,  CU  studied  the  cur- 
rent claims  and  practices  of  the  profession  to 
determine  what  chiropractic  is  and  what  poten- 
tial benefits  or  harm  a patient  might  experience. 
The  resulting  report  is  based  on  a six-month  in- 
vestigation that  included  an  extensive  review  of 
chiropractic  and  medical  literature,  as  well  as  the 
findings  of  pertinent  national,  state  and  pro- 
vincial government  studies  conducted  in  the 
United  States  and  Canada  over  the  last  decade. 
CU  visited  three  chiropractic  colleges — Palmer, 
National,  and  Canadian  Memorial — and  also  in- 
terviewed officials  of  the  principal  chiropractic 
associations,  whose  memberships  include  virtually 
all  of  the  fifteen  thousand  chiropractors  in  active 
practice  in  the  United  States  and  some  fourteen 
hundred  chiropractors  in  Canada.  CU  also  con- 
ducted interviews  with  American  Medical  Asso- 
ciation representatives  and  with  medical  practi- 
tioners in  orthopedics,  physical  medicine,  neuro- 
surgery, radiology,  and  other  specialties.  In  the 
interest  of  objectivity,  the  assistance  of  CU’s 
medical  consultants  was  sought  only  for  clarify- 
ing medical  terminology  or  practices. 

Chiropractic,  which  literally  means  “done  by 
hand,”  originates  from  the  theories  of  Daniel 
David  Palmer,  a tradesman  who  operated  a 
“magnetic  healing”  studio  in  Davenport,  Iowa, 
late  in  the  nineteenth  century.  According  to 
Palmer’s  writings,  one  of  the  passions  of  his  life 
had  been  to  discover  the  ultimate  cause  of  dis- 
ease— why  one  person  should  be  ill  while  another 
person,  "eating  at  the  same  table,  working  in  the 
same  shop,”  was  spared  illness.  “This  question,” 
according  to  Palmer,  “had  worried  thousands  for 
centuries  and  was  answered  in  September  1895.” 

The  answer  occurred  to  him,  wrote  Palmer,  af- 
ter treating  a janitor  he  claimed  was  deaf.  Palmer 


alleged  that  he  restored  the  man’s  hearing  by 
adjusting  one  of  his  vertebrae,  the  bony  segments 
of  the  spine. 

Apparently  unaware  that  the  nerves  of  hearing 
are  entirely  in  the  skull,  Palmer  theorized  that 
he  had  relieved  pressure  on  a spinal  nerve  that 
affected  hearing.  Adjusting  the  vertebrae,  he  de- 
cided, had  removed  interference  with  the  nerve 
supply  and  thereby  allowed  the  body’s  “Innate 
Intelligence”  to  effect  a cure.  Innate  Intelligence, 
according  to  Palmer,  was  the  “Soul,  Spirit  or 
Spark  of  Life,”  which  he  believed  expressed  itself 
through  the  nervous  system  to  control  the  healing 
process.  By  supposedly  impeding  that  expression, 
misaligned  vertebrae  were  judged  by  Palmer  as 
the  cause  of  most  disease. 

In  1895,  Palmer’s  emphasis  on  the  spine  raised 
fewer  eyebrows  among  medical  practitioners 
than  it  does  today.  Louis  Pasteur  had  only  re- 
cently demonstrated  the  plausibility  of  the  germ 
theory  of  disease.  And  little  more  than  a gener- 
ation separated  Palmer  from  many  eminent  phy- 
sicians who  had  viewed  the  spine  as  the  seat  of 
innumerable  human  ills.  It  had  been  a common 
practice,  in  fact,  to  apply  leeches,  irritants,  or 
even  hot  irons  to  tender  sites  along  the  spine  as 
a treatment  for  various  disorders. 

By  the  end  of  the  nineteenth  century,  however, 
such  practices  had  waned.  The  scientific  revolu- 
tion that  would  shatter  the  boundaries  of  medi- 
cine in  the  twentieth  century  had  already  begun. 

Osteopathy,  which  emerged  a few  years  before 
chiropractic,  adapted  to  the  change.  While  re- 
taining a separate  identity — in  part  because  of  its 
use  of  manipulative  therapy  and  its  emphasis  on 
the  muscles  and  skeletal  system — osteopathy 
gradually  adopted  the  concepts  and  practices  of 
orthodox  medical  science  as  well.  Osteopathic 
students  now  receive  training  similar  to  that  of 
medical  students  and  earn  a Doctor  of  Oste- 
opathy ( DO ) degree.  In  contrast,  chiropractic 
maintained  its  allegiance  to  the  nineteenth-cen- 
tury focus  on  the  spine. 

Some  chiropractors  still  cling  strictly  to  Palm- 
er’s theory  that  misalignments  of  the  vertebrae 
— or  “subluxations” — are  the  principal  cause  of 
disease.  Such  practitioners  tend  to  advertise 
that  chiropractic  is  crucial  to  good  health.  One 
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recent  ad,  for  instance,  called  vertebral  sublux- 
ation “a  killer  of  millions  of  people  yearly.”  In 
the  main,  however,  chiropractic  recognizes  other 
factors  in  illness.  It  does  tend  to  assign  bacteria 
and  viruses  a back  seat,  but  it  no  longer  ignores 
their  existence.  Essentially,  it  has  modified 
Palmer’s  theories  to  accommodate  some  basic 
scientific  realities.  For  example,  modern  chiro- 
practic agrees  with  medicine  that  germs  are  fac- 
tors in  disease  and  that  the  body  has  inherent 
defense  mechanisms  against  them.  However, 
chiropractic  stresses  that  mechanical  disturbances 
of  the  nervous  system  are  what  impair  the  body's 
defenses.  According  to  this  theory,  minor  “off- 
centerings”  of  the  vertebrae  or  pelvis  might  dis- 
turb nerve  function  and  lower  the  body’s  resist- 
ance to  germs.  Structural  misalignments,  say 
chiropractors,  may  also  disturb  nerve  impulses 
to  the  visceral  organs,  allegedly  causing  or  ag- 
gravating such  illnesses  as  heart  disease,  stomach 
ulcers,  and  diabetes. 

“While  many  factors  impair  man’s  health,  dis- 
turbances of  the  nervous  system  are  among  the 
most  important,”  asserts  the  American  Chiroprac- 


tic Association  (ACA).  According  to  the  asso- 
ciation, almost  anything  can  cause  a mechanical 
subluxation  that  might  trigger  nerve  disturb- 
ances: gravitational  strain,  asymmetrical  activi- 

ties and  efforts,  developmental  defects,  or  other 
mechanical,  chemical,  or  psychic  irritations. 
“Once  produced,”  claims  the  association,  “the 
lesion  becomes  a focus  of  sustained  pathological 
irritation.” 

While  Palmer’s  theory  of  disease  has  been 
modified,  the  primary  chiropractic  treatment  tor 
all  human  illness  remains  the  same  as  in  1S95: 
spinal  adjustment. 

Chiropractic  adjustment  is  a specific  form  of 
spinal  manipulation.  The  technique,  which  is 
also  used  occasionally  by  osteopaths,  physical 
therapists,  and  some  medical  doctors,  is  distin- 
guished bv  the  suddenness  or  speed  of  the  ma- 
neuver, which  prevents  any  control  by  the  pa- 
tient. By  comparison,  a patient  can  voluntarily 
resist  — and  therefore  control  — a manipulation 
when  the  therapist  does  it  slowly  or  rhythmically. 
If  there  is  pain,  for  example,  the  patient  can 
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physically  prevent  further  movement  or  advise 
the  therapist  accordingly.  Th  latter  technique, 
which  is  generally  called  mobilization,  is  the  most 
common  type  of  joint  manipulation  used  by  phy- 
sical therapists. 

In  contrast,  chiropractors  emphasize  the  sud- 
den maneuver,  which  they  call  a dynamic  thrust 
It  may  be  done  gently  or  forcefully,  but  always 
with  a quick  movement.  The  maneuver  often 
produces  a click-like  sound  in  the  manipulated 
joint. 

Those  medical  and  osteopathic  practitioners 
who  use  this  technique  sav  that  it  is  sometimes 
effective  for  treating  certain  joint  abnormalities 
or  pain  originating  in  the  back  or  neck.  There 
is  disagreement  among  them,  however,  about 
what  conditions  it  helps  and  exactly  how  it  does 
so. 

One  prominent  theory  is  that  the  manipulation 
essentially  restores  joint  mobility,  including  a 
measure  of  “joint  play”  that  isn’t  apparent  in 
voluntary  movements.  Another  is  that  the  tech- 
nique may  displace  a small  fragment  of  a spinal 
disk  that  mav  be  pressing  against  adjacent  tissue. 
Others  suggest  that  the  sudden  force  may  stretch 
a contracted  muscle  or  tear  adhesions,  possibly 
relieving  a local  pain-causing  spasm.  Some 
manipulators  subscribe  to  one  theory  while  others 
believe  several  are  possible.  As  yet,  there’s  no 
proof  that  anv  of  these  theories  are  correct. 

The  chiropractic  explanation  is  that  the  maneu- 
ver corrects  subluxations.  The  current  chiro- 
practic definition  of  subluxation  is  so  broad,  how- 
ever, that  it  takes  in  virtually  any  mechanical  or 
functional  derangement  of  the  spine — or,  as  one 
speaker  at  the  NIH  workshop  put  it,  “anv  vari- 
ance from  the  normalcy  of  a newborn  child.”  As 
a result,  the  chiropractic  view  does  not  reject  any 
of  the  other  theories.  A locked  joint  or  offend- 
ing disk  fragment  would  simply  be  labeled  a 
subluxation. 

Thus,  most  manipulators  believe  that  their  ac- 
tion affects  some  local  condition,  whatever  it  may 
be.  The  real  quarrel  arises  when  chiropractors 
claim  that  their  manipulation  also  influences  the 
nervous  system  and  helps  prevent  or  cure  disease, 
an  issue  we  will  discuss  later  in  this  report. 

Despite  chiropractic’s  origin  and  all-embrasing 


theory  of  disease,  many  persons  tend  to  view 
chiropractors  as  specialists  in  muscle  or  joint 
problems,  particularly  those  of  the  back. 

Part  of  the  reason,  of  course,  is  that  chiroprac- 
tic manipulation  focuses  on  the  spine.  Whatever 
its  ultimate  intent,  the  therapy  involves  direct, 
physical  action  on  the  back.  So  people  may  con- 
clude that  that’s  what  the  treatment  is  for. 

But  there  are  other  reasons  as  well  for  this 
traditional  association.  For  one  thing,  the  medi- 
cal contemporary  of  the  early  chiropractor  gave 
little  priority  to  back  ailments.  The  new  science 
of  bacteriologv  held  immense  promise  for  treat- 
ing otherwise  fatal  illnesses,  as  did  other  develop- 
ments in  diagnosis  and  surgery.  Hence,  medical 
efforts  in  the  first  third  of  this  century  focused  on 
infectious  disease  and  similarly  urgent  problems. 
Backaches  could  wait.  Not  until  the  1930s  did 
the  medical  profession  start  paying  much  atten- 
tion to  phvsical  medicine  and  rehabilitation.  In 
the  interim,  chiropractic  seemed  to  offer  hope 
in  an  area  that  medicine  had  largely  ignored. 

Even  todav,  manv  phvsicians  find  little  satis- 
faction in  treating  back  ailments.  Chronic  pain 
mav  often  be  influenced  by  psychological  prob- 
lems or  phvsical  habits  that  patients  are  unable 
or  unwilling  to  change.  Exact  diagnosis  can  be 
elusive  and  expensive,  and  follow-up  treatment 
can  be  time-consuming  for  the  doctor.  Specialists 
in  phvsical  medicine  and  orthopedics  interviewed 
bv  CU  asserted  that,  too  often,  treatment  by  some 
phvsicians  simplv  meant  prescribing  a painkiller, 
muscle  relaxant,  or  tranquilizer  rather  than  tak- 
ing the  time  and  effort  such  ailments  might  de- 
mand. 

Chiropractors,  meanwhile,  have  usually  been 
readv  and  willing  to  see  patients  repeatedly  and 
provide  active  treatment — manipulation,  exercise 
programs,  heat  application,  and  the  like.  In 
CU’s  opinion,  such  accommodation  has  probably 
reinforced  the  belief  that  chiropractors  specialize 
in  back  ailments.  Indeed,  a survey  conducted 
several  vears  ago  bv  the  University  of  Kentucky 
College  of  Medicine  revealed  that  most  of  the 
people  in  the  studv  who  visited  chiropractors  be- 
lieved that  a chiropractor  has  more  specialized 
training  in  musculoskeletal  back  and  joint  prob- 
lems than  a phvsician  has.  Actually,  ehiroprac- 
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tors  usually  have  more  training  than  medical 
doctors  in  only  one  area:  manipulative  therapy. 

Chiropractors  who  belong  to  the  International 
Chiropractors  Association  (abut  37  percent  of 
practitioners ) often  confine  their  treatment  solely 
to  manipulation.  Besides  spinal  adjustment,  treat- 
ment may  include  various  “soft-tissue”  manipu- 


sustained  pressure  to  ligaments.  But  the  basic 
approach  is  “hands  only.” 

Most  other  chiropractors,  however,  use  a 
variety  of  treatment  techniques.  The  scope  gen- 
erally depends  on  what’s  permitted  by  state  or 
provincial  law.  Chiropractors  may  not  practice 
surgery  or  order  prescription  drugs.  But  many 
jurisdictions  allow  them  to  use  physiotherapy  and 
to  recommend  various  nutritional  supplements, 
such  as  vitamins  and  minerals. 

The  types  of  treatment  are  often  similar  to 
some  used  by  physicians  or  physical  therapists 
(although  the  purpose  of  application  may  not 
always  be  the  same).  In  addition  to  exercise 
; 1 programs,  such  measures  may  include  the  use  of 
braces  or  casts,  whirlpool  baths,  hot  or  cold 
I packs,  ultrasound,  diathermy  machines,  and  other 
h devices. 

Chiropractic,  in  short,  is  seldom  limited  to 
spinal  adjustment  alone.  Chiropractors  often 
can,  and  do,  make  use  of  common  measures  for 
treating  muscle  or  joint  complaints.  And  some 
limit  their  practice  almost  exclusively  to  such 
complaints,  frankly  dismissing  Palmer’s  disease 
theory  as  “cultism”  or  “chiroquackery.” 

An  undetermined  number  also  try  to  cooperate 
with  local  physicians,  referring  to  chem  patients 
who  appear  to  need  medical  care  and  occasion- 
ally receiving  a referral  in  turn.  In  April  1975, 
for  instance,  Medical  Economics,  a magazine  dis- 
tributed to  physicians,  reported  the  response  of 
more  than  a thousand  office-based  MDs  to  a 
survey  it  conducted  of  referral  relationships  with 
chiropractors.  More  than  20  percent  stated  that 
they  received  some  referrals  from  chiropractors. 
Also  5 percent  of  the  respondents  said  they  some- 
times referred  patients  to  chiropractors. 

On  the  basis  of  CU’s  investigation,  however, 
such  instances  of  cooperation,  or  of  chiropractic 
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willingness  to  limit  its  scope  of  practice,  tend  to 
be  the  exception  rather  than  the  rule.  Chiro- 
practic officials  and  educators  invariably  told  CU 
that  the  chiropractor’s  role  was  that  of  a primary 
physician,  not  a muscle-and-joint  practitioner. 
They  emphasized  that  chiropractors  should  serve 
as  one  of  the  “portals  of  entry”  to  the  health-care 
system,  functioning  essentially  as  family  doctors 
and  referring  patients,  when  appropriate,  to  other 
health  professions. 

Such  a role  assumes  that  chiropractors,  despite 
much  less  diagnostic  training  than  MDs  or  DOs, 
will  recognize  when  to  treat  a patient  and  when 
to  refer  one  to  a physician.  It’s  on  this  point — 
and  on  the  question  of  scientific  validity — that 
chiropractic  clashes  most  seriously  with  orga- 
nized medicine. 

For  years,  chiropractic  spokesmen  have  argued 
that  medical  or  scientific  opposition  to  chiro- 
practic is  largely  a business  quarrel.  According 
to  the  charge,  organized  medicine  is  a monopoly 
concerned  primarily  with  aggrandizement  of  phy- 
sicians, and  the  American  Medical  Association 
( AMA ) is  just  trying  to  keep  out  the  competition. 
The  book  Chiropractic-.  A Modern  Way  to 
Health,  which  was  recommended  to  CU  by  chiro- 
practic officials,  typically  points  the  accusing 
finger  at  the  AMA:  “.  . . the  AMA  is  a private 
group  of  men  and  women  with  a common  private 
business  interest,  namely  the  practice  of  medi- 
cine,” writes  the  author  Julius  Dintenfass,  DC, 
a charter  member  of  the  New  York  State  Board 
of  Chiropractic  Examiners.  “Despite  their 
vaunted  concern  for  the  public  health  and  wel- 
fare, the  medical  sachems  act  toward  chiropractic 
as  any  collection  of  businessmen  being  threat- 
ened by  a rival  concern  which  seems  to  have  the 
kind  of  merchandise  that  customers  prefer.” 

When  CU  discussed  the  allegation  with  chiro- 
practic officials,  we  expected  to  find  wide  agree- 
ment with  it.  We  didn’t. 

“It’s  not  true,”  said  Richard  C.  Schafer,  DC, 
director  of  public  affairs  for  the  ACA,  in  an  in- 
terview with  CU.  “The  average  medical  doctor 
has  more  patients  than  he  can  handle,”  Dr. 
Schafer  said.  “They’re  not  afraid  of  competi- 
tion.!” 

Why,  then,  does  organized  medicine  oppose 
chiropractic? 
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CU  got  several  answers  from  AMA  represen- 
tatives and  other  critics.  They  involved  charges 
of  inferior  education  and  training,  rejection  of 
medical  science,  and  abuses  or  hazards  arising 
from  the  practice  of  chiropractic. 

Since  those  allegations  have  serious  implica- 
tions for  patient  care  and  safety,  CU  investigated 
them  in  detail. 

There  is  virtually  no  denial  that  educational 
standards  for  chiropractors  in  the  past  were  often 
little  short  of  appalling.  As  late  as  1942,  accord- 
ing to  Medical  Economics,  it  was  still  possible 
to  get  the  mail-order  Doctor  of  Chiropratic  de- 
gree from  a Chicago  college  for  $127.50. 

Although  standards  later  improved,  glaring  de- 
ficiencies prevailed  until  recent  years.  The  scope 
of  the  problem  was  outlined  in  a thorough  evalu- 
ation of  chiropractic  schools  conducted  in  1964 
by  Dewey  Anderson,  PhD,  who  was  at  that  time 
the  director  of  education  for  the  ACA.  Some  of 
the  inadequacies  that  were  mentioned  in  Dr. 
Anderson’s  1964  report  were:  “Too  many  instruc- 
tors teaching  the  basic  sciences  without  having 
had  any  advanced  or  graduate  training  in  these 
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sciences.  Too  many  instructors  not  trained  or 
qualified  as  teachers  nor  masters  of  their  fields, 
resulting  in  slavish  devotion  to  textbook  teaching 
and  instruction  considerably  below  the  level  of 
post-college  professional  education.” 

The  academic  credentials  of  the  students,  Dr. 
Anderson  noted,  were  similarly  deficient:  “One 
of  the  most  serious  handicaps  ...  is  that  of  try- 
ing to  teach  at  the  post-college  professional  level 
students  who  for  the  most  part  have  not  gone 
beyond  high  school,  and  who  in  high  school  were 
not  in  the  upper  half  of  their  classes.  For  many 
of  them  a professional  college  course  is  too  diffi- 
cult to  master.” 

The  result,  said  Dr.  Anderson,  was  to  down- 
grade instruction  so  that  students  could  pass  the 
courses. 

A comprehensive  study  of  chiropractic  con- 
ducted in  1965  for  the  government  of  Quebec 
reached  similar  conclusions.  Student  admission 
requirements  were  termed  “too  liberal,  and  in- 
adequate,” and  the  training  required  of  teachers 
was  judged  “definitely  inferior”  to  that  demanded 
either  by  medical  schools  or  by  university  science 
departments.  “A  great  number  of  these  teachers 
are  chiropractors  who  have  received  training  in 
basic  sciences  of  very  little  value,”  said  the  Que- 
bec study. 

Landmark  studies  of  chiropractic  by  the  United 
States  Department  of  Health,  Education,  and  | 
Welfare  (HEW)  in  1968  and  Ontario’s  Com- 
mittee on  the  Healing  Arts  in  1970  expressed  j 
similarly  critical  findings.  In  addition  to  poorly  | 
qualified  teachers,  inferior  basic  science  courses, 
and  notably  low  admission  requirements,  both 
reports  criticized  the  lack  of  emphasis  on  re-  I 
search.  The  HEW  report  also  noted  the  absence 
of  inpatient  hospital  training  and  a poor  ratio 
of  faculty  to  students.  At  the  time  of  HEW’s 
study,  chiropractic  schools  averaged  about  one 
faculty  member  for  each  nineteen  students,  com- 
pared with  1 per  1.7  students  in  medical  schools. 

( Both  figures  include  part-time  instructors  with 
administrative  duties  or  outside  practices.) 

“The  scope  and  quality  of  chiropractic  educa- 
tion do  not  prepare  the  practitioner  to  make  an 
adequate  diagnosis  and  provide  appropriate 
treatment,”  the  HEW  report  concluded.  The 
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Ontario  committee  endorsed  HEW’s  findings  on 
education  and  judged  the  chiropractor’s  diag- 
nostic ability  as  “verv  limited  at  best.” 

A studv  conducted  for  the  state  of  Wisconsin 
in  1972  found  conditions  largely  unchanged. 
While  commending  rhe  “sincerity  and  dedica- 
tion” of  both  students  and  faculty,  the  Wiscon- 
sin study  committee  concluded  that  “the  defi- 
ciencies are  too  pervasive  to  permit  an  adequate 
educational  experience.” 

Since  the  early  1970s,  chiropractic  schools  have 
actively  sought  to  raise  their  educational  stan- 
dards. This  was  evident  at  the  colleges  CU 
visited.  They  still  require  only  a “C”  average  for 
admission,  but  entering  students  must  now  have 
two  years  of  college  or  the  equivalent,  including 
courses  in  biologv  and  chemistry.  Actually,  about 
half  of  the  current  entrants  at  National  College 
of  Chiropractic  in  Lombard,  111.,  and  at  Canadian 
Memorial  College  of  Chiropractic  in  Toronto  al- 
ready have  college  degrees. 

The  change  in  the  academic  background  of 


students  is  perhaps  most  dramatic  at  Palmer  Col- 
lege of  Chiropractic  in  Davenport,  Iowa,  which 
is  by  far  the  world’s  largest  chiropractic  school 
(Palmer  trains  about  one-third  of  all  chiroprac- 
tors). Its  January  1975  enrollment  still  included 
about  550  students  whose  previous  education 
was  limited  to  high  school  or  an  equivalency  pro- 
gram. Virtually  all  were  seniors  scheduled  to 
graduate  that  year,  however.  The  rest  of  Palm- 
er’s 2,100  students  had  one  or  more  years  of  col- 
lege; 416  of  them  held  college  degrees. 

Academic  requirements  for  faculty  members 
have  also  been  upgraded.  Increasingly,  instruc- 
tors in  basic  science  subjects  must  have  recog- 
nized qualifications  in  their  disciplines,  and  the 
colleges  are  giving  preference  to  candidates  with 
graduate  degrees. 

Insistence  on  advanced  qualifications  tends  to 
be  most  pronounced  at  National  College.  In- 
structors in  basic  sciences  must  generally  have  a 
graduate  degree  in  their  specialty,  and  the  col- 
lege says  it  will  not  hire  a teacher  with  only  a 
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master’s  degree  unless  the  candidate’s  depart- 
ment already  includes  a PhD.  A DC  degree  is 
still  acceptable,  though,  for  instructors  in  chiro- 
practic or  clinical  courses. 

In  short,  chiropractors  are  no  longer  teaching 
all  subjects.  And  the  colleges  have  also  narrowed 
the  ratio  of  faculty  to  students.  Canadian  Me- 
morial, for  example,  has  roughly  one  teacher  for 
every  eight  students.  Instructors  are  still  spread 
fairly  thin  at  Palmer,  with  one  per  thirty  students. 
But  that’s  an  improvement  over  its  l-to-45  ratio 
of  a few  years  ago.  Library  facilities  have  also 
been  expanded,  and  National  College,  for  one, 
has  initiated  a modest  research  project  with  a 
federal  agency. 

Despite  improvements  in  other  areas,  educa- 
tion in  diagnosis  remains  a stepchild — especially 
in  comparison  with  training  received  by  physi- 
cians. Part  of  the  problem  is  historical.  Tradi- 
tionally, chiropractors  believed  it  wasn’t  impor- 
tant to  “name”  a disease.  The  important  thing 
was  to  find  and  correct  the  subluxation  allegedly 
causing  it.  It  made  little  difference,  for  example, 
if  a liver  disorder  involved  congestion,  cirrhosis, 
or  cancer;  the  object  was  to  relieve  nervous-sys- 
tem disturbances  that  were  supposedly  respon- 
sible for  the  disorder. 

Accordingly,  that  approach  placed  little  or  no 
emphasis  on  making  a differential  diagnosis — that 
is,  one  that  considers  possible  causes  of  a pa- 
tient’s symptoms  and  establishes  probable  as  well 
as  alternative  diagnoses.  While  differential  diag- 
nosis is  fundamental  in  the  practice  of  medicine, 
chiropractors  generally  shunned  it,  preferring  to 
call  their  approach  “spinal  analysis”  rather  than 
diagnosis.  Even  today,  some  practitioners  insist 
that  medical  diagnosis  is  out  of  place  in  chiro- 
practic. 

“It  is  a trap  for  the  unwary  in  this  profession,” 
wrote  William  D.  Harper,  DC,  president  of  Texas 
Chiropractic  College,  in  1975  in  The  Digest  of 
Chiropractic  Economics.  “We  waste  too  much 
time  in  our  curriculum  on  medical  diagnosis.” 

Many  chiropractic  officials  and  educators  dis- 
agree with  that  sentiment,  however.  And  diag- 
nostic training  is  now  an  integral  part  of  the 
curriculum  at  most  chiropractic  colleges.  Yet 
most  of  the  people  teaching  diagnosis  are  the 


very  same  chiropractors  who  were  trained  in  the 
1960s  and  earlier,  when  educational  standards — 
and  attitudes  toward  diagnosis — were  far  from 
ideal.  Those  instructors,  moreover,  labor  under 
a burden  common  to  all  chiropractors — the  lack 
of  inpatient  hospital  training. 

“The  medical  doctor  has  the  benefit  of  patient 
exposure  that  we  do  not  have,”  says  Andries  M. 
Kleynhans,  DC,  director  of  clinical  sciences  at 
National  College.  Because  of  the  lack  of  chiro- 
practic hospitals,  chiropractors  seldom  see  or 
treat  diseases  that  the  medical  doctor  does.  That 
gap,  Dr.  Kleynhans  told  CU,  places  chiropractors 
at  a disadvantage  hi  their  diagnostic  training. 

In  addition,  chiropractors  cannot  use  many  of 
the  sophisticated  diagnostic  techniques  available 
to  the  physician.  This  is  true  even  for  some 
major  diagnostic  aids  involving  the  spine.  A 
herniated  spinal  disk,  for  example,  isn’t  visible  on 
a simple  X-ray.  If  it’s  necessary  to  confirm  the 
disk  protrusion,  a physician  may  order  a myelo- 
gram, an  X-ray  technique  that  involves  injecting 
an  opaque  dye  into  the  space  surrounding  the 
spinal  cord.  Chiropractors  are  neither  trained  to 
interpret  myelograms  nor  permitted  to  perform 
them. 

Nor  do  they  have  the  benefit  of  the  more  ex- 
tensive education  and  training  required  of  phy- 
sicians. In  contrast  to  the  chiropractor’s  two 
years  of  college  (now)  and  four  years  of  pro- 
fessional school,  the  physician  must  have  four 
years  of  college,  four  years  of  medical  school,  and 
usually  three  or  more  years  of  hospital  residency. 
Moreover,  the  physicians  subsequent  affiliation 
with  a hospital  provides  a center  for  continuing 
education.  At  the  hospital,  the  physician’s  medi- 
cal knowledge  is  reinforced  and  expanded 
through  conferences,  discussions,  and  association 
with  colleagues,  as  well  as  through  experiences 
with  patients.  Chiropractors,  in  comparison,  gen- 
erally work  alone. 

Clearly,  the  scope,  quality,  and  length  of  chiro- 
practic education  cannot  provide  the  depth  of 
diagnostic  training  a physician  receives.  Even 
more  fundamental,  however,  is  the  validity  of 
what  the  chiropractor  learns.  If  it’s  unsound, 
more  training  might  only  compound  the  error. 
The  crucial  question,  therefore,  is  whether  chi- 
ropractic theory  is  true  or  false. 
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Chiropractors:  Healers  or  Quacks? 


The  belief  that  minor  interference  with  the 
spinal  nerves  can  cause  or  aggravate  disease  is 
the  cornerstone  of  chiropractic  theory.  It  is  also 
the  focus  of  scientific  objections.  A few  ana- 
tomical facts  may  help  to  explain  why. 

There  are  twenty-six  pairs  of  nerves  that  exit 
from  mobile  segments  of  the  spine.  They  are  the 
only  part  of  the  nervous  system  conceivably  ac- 
cessible to  manipulation.  Twelve  pairs  of  cranial 
nerves,  which  exist  through  openings  in  the  base 
of  the  skull  and  bypass  the  spine,  are  out  of 
reach  of  manipulation.  So,  too,  are  five  pairs 
exiting  from  the  sacrum,  a solid  bone  formed  by 
the  fusion  of  five  vertebrae  in  the  lower  spine. 
The  spinal  cord  (which  is  surounded  by  spinal 
fluid  as  well  as  by  protective  layers  of  tissue) 
and  the  brain  itself — with  all  its  interconnecting 
nerve  pathways — are  also  out  of  reach. 

Thus,  the  chiropractor’s  action  is  exerted  on 
only  a limited  part  of  the  nervous  system.  It  ex- 
cludes, for  example,  the  nerves  of  sight,  hearing, 
taste,  and  smell,  and  the  entire  parasympathetic 
nervous  system.  The  latter,  along  with  the  sym- 
pathetic nervous  system,  form  the  balancing 
halves  of  the  automatic,  or  “involuntary,”  nervous 
system,  which  serves  the  vital  organs. 

Scientists,  of  course,  accept  the  importance  of 
the  nervous  system  in  body  functions.  What 
they  reject,  however,  is  the  assertion  that  ma- 
nipulation directed  at  a limited  part  of  this  in- 
tricate system  can  prevent  or  cure  disease.  In 
the  first  place,  there’s  no  scientific  evidence  that 
minor  off-centerings  of  the  vertebrae  impinge  on 
spinal  nerves.  One  study  in  1973,  which  tested 
fresh  cadaver  spines,  suggested  that  impingement 
does  not  occur  even  when  the  spine  is  twisted 
into  extreme  positions  or  abnormal  forces  are 
applied  to  the  vertebrae.  Second,  if  such  a par- 
tial block  could  occur,  its  effect  would  be  nil. 
Research  by  neurophysiologists  shows  that  a 
nerve  impulse  travels  more  slowly  in  a zone  of 
partial  compression  but  resumes  its  flow  immedi- 
ately thereafter.  The  impulse  transmitted  is 
normal  in  all  respects.  What  is  perhaps  hardest 
for  scientists  to  accept,  though,  is  chiropractic’s 
singular  concept  of  the  nervous  system  itself. 

According  to  that  view,  the  nervous  system  is 
the  overall  master  of  all  body  functions,  regulat- 


ing everything  from  major  organs  to  intricate 
cellular  activities.  A typical  statement  of  this 
concept  appears  in  the  current  pamphlet,  How 
Chiropractic  Heals,  one  of  many  such  pamphlets 
for  patients  distributed  by  chiropractors.  “None 
of  the  body  functions  ‘just  happen,’  ” says  the 
pamphlet.  “Your  heart  .doesn’t  just  happen  to 
beat.  Your  lungs  don’t  just  happen  to  inhale 
and  exhale.  Your  stomach  doesn’t  just  happen 
to  digest  your  dinner.  All  doctors  know  that 
your  brain  and  nerve  system  coordinate  these 
functions  which  make  for  fife  instead  of  death, 
health  instead  of  sickness.” 

Actually,  all  doctors  know  no  such  thing.  The 
heart  just  does  happen  to  beat.  It  will  beat  for 
a period  of  time  even  if  removed  from  the  body 
and  cut  off  from  all  nerve  impulses,  so  long  as 
it’s  surrounded  by  a nutrient  fluid.  Transplanted, 
it  is  capable  of  sustaining  life  in  another  human 
being  without  any  immediate  connection  to  the 
brain,  spinal  cord,  or  other  nerve  tissue.  The 
heart  has  an  intrinsic  rhythm  of  its  own  and  thus 
can  function  automatically. 

Similarly,  the  stomach  digests  automatically. 
There  are  inherent  processes  that  govern  the 
functions  of  organs  as  important  as  the  heart, 
stomach,  intestines,  blood  vessels,  and  the  like. 
Their  function  doesn’t  depend  entirely  on  the 
nervous  system.  A paraplegic  woman,  for  ex- 
ample, may  conceive,  carry  her  pregnancy  to 
term,  and  give  birth  to  a normal  baby — despite 
severe  injury  to  her  spinal  cord.  Except  for  blad- 
der and  bowel  problems,  internal  organs  of  a 
quadriplegic  still  continue  to  function,  even 
though  the  spinal  nerves  are  useless  from  the 
neck  down.  In  short,  life  goes  on — despite  even  , 
massive  “interference”  with  nerve  impulses.  That 
doesn’t  mean  the  spinal  nerves  aren’t  important. 
But  their  importance  doesn’t  render  other  funda-  , 
mental  life  processes  trivial. 

The  immunological  defense  system,  for  instance, 
can  work  independently  of  nerve  impulses.  Ar- 
tificially cultured  white  blood  cells  will  continue 
to  engulf  germs  even  though  entirely  divorced  j 
from  nerve  influence.  At  the  cellular  level,  to 
which  chiropractic  claims  to  extend,  the  same 
autonomy  has  been  documented.  Molecular  re- 
search has  become  so  precise  that  it  can  some- 
times pinpoint  which  portion  of  a molecule  is 
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responsible  for  a particular  disease.  These  bio- 
chemical life  processes  are  fundamental — and 
completely  independent  of  the  nervous  system. 

Not  a single  scientific  study  in  the  eighty-year 
existence  of  chiropractic  or  the  entire  history  of 
medicine  shows  that  manipulation  can  affect  any 
of  these  basic  life  processes.  But  a vast  amount 
of  evidence  suggests  it  cannot. 

In  1895,  neither  Palmer  nor  his  contemporaries 
could  foresee  that  research.  Today,  however, 
there’s  no  excuse  for  ignoring  it.  Unless  most 
medical  research  in  the  twentieth  century  is 
wrong.  Palmer’s  disease  theory  belongs  in  the 
pages  of  nineteenth-century  history,  with  bleed- 
ing, purging,  and  other  blind  alleys  of  medicine. 

When  chiropractic  theory  is  put  into  practice, 
its  efforts  can  sometimes  border  on  the  ludicrous. 
Several  chiropractic  pamphlets  that  have  been 
used  in  Canada,  for  example,  tout  spinal  manipu- 
lation as  a cure  for  childhood  bed-wetting.  Ac- 
tually, the  nerves  to  the  bladder  emerge  from 
the  rigid  bone  of  the  sacrum.  There  is  no  way 
to  manipulate  them.  Further,  a true  nerve  defect 
would  cause  constant  bladder  problems,  not  just 
bed-wetting. 

Spinal  manipulation  is  also  promoted  fre- 
quently for  patients  with  high  blood  pressure. 
A typical  pamphlet  obtained  from  the  sales  de- 
partment at  Palmer  College  suggests  that  the 
ailment  may  be  treated  through  “proper  adjust- 
ment by  hand.” 

While  the  basic  causes  of  high  blood  pressure 
in  most  patients  are  still  unknown,  the  portion 
of  the  nervous  system  involved  in  lowering  blood 
pressure  is  well  identified — the  parasympathetic 
nervous  system.  It  is  fed  by  the  cranial  and 
sacral  nerves,  and,  as  noted  earlier,  is  entirely 
inaccessible  to  manipulation. 

Another  pamphlet  from  Palmer,  entitled  Eye 
Trouble,  suggests  that  manipulation  may  be  ap- 
plicable to  some  eye  problems.  The  optic  nerves 
are  completely  self-contained  in  the  skull.  There 
is  no  conceivable  way  to  reach  them  manually. 

Other  pamphlets  obtained  from  Palmer  tout 
manipulation  for  conditions  ranging  from  acne 
and  appendicitis  to  stomach  trouble  and  tonsil- 
litis. There  isn’t  a shred  of  scientific  evidence 
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showing  that  those  ailments  respond  to  manipu- 
lation. 

Such  unproved  claims  have  bedeviled  some 
chiropractors  for  years.  In  an  August  1974  letter, 
Herbert  W.  E.  Poinsett,  a Florida  chiropractor, 
took  the  ACA  to  task  for  one  of  its  pamphlets. 
“The  new  ACA  tract  on  the  kidneys  is  a dis- 
grace to  this  profession,”  wrote  Dr.  Poinsett.  “The 
statement,  ‘Your  doctor  of  chiropractic  treats 
many  kidney  disorders,’  is  pure  nonsense!  I ask 
you,  what  disorders? 

“Does  chiropractic  treat  the  following  success- 
fully? Neoplasms,  tumors  of  the  adrenal  gland, 
calculi,  hydronephrosis,  tuberculosis,  nonspecific 
infections  .... 

“Are  you  telling  the  people  that  we  can  treat 
such  pathologies?  If  you  are,  then  we  deserve 
the  title  of  ipaack  and  cultists!” 

“Many  within  the  profession,  I’m  sure,  may 
agree  with  your  comments,”  an  ACA  official  re- 
plied. However,  he  noted,  others  might  want  to 
utilize  the  tract  in  their  practices.  “This  tract, 
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in  one  version  or  another,  has  been  a stock  item 
for  over  forty  years  and  has  been  redesigned  to 
meet  the  sustained  needs  of  the  interested  mem- 
bership.” 

Most  chiropractic  officials  interviewed  by  CU 
frankly  admitted  the  problem  of  over-claiming. 
“We  as  a profession  have  claimed  too  much 
without  valjd  proof,”  said  Donald  C.  Sutherland, 
DC,  executive  director  of  the  Canadian  Chiro- 
practic Association.  He  indicated  that  the  Cana- . 
dian  orgaoS^pion  was  actively  trying  to  limit 
chiropractic's  scope  of  practice.  Neither  in  Can- 
ada nor  in  the  United  States,  however,  could  CU 
find  excrete '.evidence  that  abuses  in  the  field 
were  abating- 
• vf.:'  -V,' 

At  the  "Sherpian  College  of  Chiropractic  in 
Spartanburg,  S.C.,  for  example,  the  criteria  for 
accepting  a patient  are  liberal  indeed.  Accord- 
ing to  an  editorial  by  Douglas  Gates,  a dean  of 
the  college;  requirements  for  a “chiropractic- 
case”  are  threefold:  Does  the  patient  have  a 
spinal  column?  Does  the  patient  have  a nervous 
system?  Is  the  patient  alive? 


For  some  chiropractors,  economics  probably 
plays  a large  part  in  the  range  of  illnesses  treated. 
A limited  scope  of  practice  can  often  mean  fewer 
patients.  And  those  who  confine  themselves  to 
musculoskeletal  problems — sprains,  strains,  and 
back  or  neck  ailments — tend  to  cut  their  income 
potential. 

According  to  the  AC  A,  United  State  chiroprac- 
tors in  1974  earned  an  average  annual  income  of 
about  $31,000.  Canadian  practitioners  averaged 
roughly  the  same.  Often  contributing  to  the 
attainment  of  that  income  are  various  practice- 
building  organizations  that  seem  to  abound  with- 
in the  profession. 

Among  the  oldest  of  such  groups  is  the  Parker 
Chiropractic  Research  Foundation,  which  offers 
a comprehensive,  hard-sell  approach  for  attract- 
ing patients  and  keeping  them  coming  back. 
Over  the  last  twenty  years,  several  thousand  chi- 
ropractors or  their  assistants  have  attended  the 
Parker  courses. 

Parker  encourages  practitioners  to  advertise 
and  stresses  the  use  of  a Chiropractic  Research 
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Chart  and  a “nerve”  chart.  The  former  lists 
numerous  disorders  purportedly  helped  by  chiro- 
practic treatment  and  gives  the  percentage  of 
“success”  for  each.  The  nerve  chart  shows  a 
picture  of  the  spine  and  specifies  the  diseases 
supposedly  caused  by  misalignment  at  each  level. 

Neither  chart  has  any  scientific  validity  or  any 
acceptable  evidence  to  support  its  claims.  Be- 
cause of  such  advertising,  the  Canadian  Chiro- 
practic Association  refuses  to  release  its  mailing 
list  to  the  Parker  organization. 

Another  of  the  most  successful  practice 
builders  is  Clinic  Masters,  which  claims  a mem- 
bership of  about  12  percent  of  all  United  States 
and  Canadian  chiropractors  in  active  practice. 
According  to  its  membership  contract,  a chiro- 
practor who  “desires  to  have  the  Clinic  Masters 
System  revealed  to  him”  must  agree  to  pay  $10,- 
000  and  not  “divulge  or  share,  directly  or  indi- 
rectly,” any  portion  of  the  system  with  anyone 
other  than  a Clinic  Masters  client. 

Clinic  Masters  teaches  a variety  of  specific  in- 

Icome-building  techniques  and  promotes  the  idea 
that  higher  income  means  greater  service  to  pa- 
tients. Some  ways  of  providing  such  service  in- 

1 eludes  multiple  billing,  which  means  charging 
for  each  spinal  adjustment  or  other  unit  of  treat- 
ment rather  than  accepting  a flat  office  fee;  a 
“case  basis”  approach,  which  involves  charging 
by  the  case  (like  a surgeon)  rather  than  by  num- 

How  Chiropractors 

Years  ago  some  surgeons  thought  they  had 
developed  a promising  cure  for  angina,  the  chest 
pain  associated  with  coronary  heart  disease.  Ty- 
ing off  an  artery  in  the  chest  appeared  to  offer 
relief.  The  cure  was  short-lived,  however.  Sub- 
sequent research  showed  that  a sham  operation, 
consisting  of  just  a superficial  incision  on  the 
chest  wall,  was  equally  successful. 

That  experiment,  like  countless  others,  demon- 
strated the  broad  influence  of  the  “placebo-ef- 
fect,” a psychological  reaction  to  a medication 
or  procedure  that  results  in  improvement  or  cure 
of  symptoms.  Because  of  it,  a sham  operation 
may  ease  anginal  pain  or  a dummy  pill  may  re- 
lieve the  nausea  of  pregnancy. 


ber  of  visits;  and  “intensive  day  care,”  which 
adds  room  or  ward  fees  to  the  bill. 

In  recognition  of  their  “service  to  humanity,” 
clients  earn  membership  ranks  in  one  of  twelve 
Clinic  Masters  clubs.  The  lowest  is  the  Levia- 
than club,  for  those  earning  $4,000  to  $8,000  a 
month.  The  highest  is  the  Purple  & White  Me- 
dallion club,  which  was  recently  added  for  mem- 
bers earning  $50,000  or  more  a month. 

According  to  the  major  chiropractic  associa- 
tions, none  of  the  billing  practices  mentioned 
above  is  considered  “a  reasonable  and  customary 
procedure”  in  the  profession.  But  criticism  has 
been  stifled  somewhat  by  Clinic  Masters’  threat 
to  sue  those  whose  remarks  it  judges  to  be  libel- 
ous. It  offers  a $10,000  reward  to  anyone  who  is 
first  to  report  and  substantiate  “disparaging  state- 
ments about  Clinic  Masters”  that  lead  to  a suc- 
cessful lawsuit. 

Despite  the  excesses  of  some  practitioners  and 
chiropractic’s  rejection  of  science,  the  profession 
nevertheless  maintains  that  it  offers  an  important 
health  service.  And  each  year  more  than  five 
million  men,  women,  and  children  obtain  chiro- 
practic treatment  in  the  United  States  and  Can- 
ada. Many  of  those  patients  sincerely  believe 
that  chiropractors  help  them,  that  those  practi- 
tioners are  a good  deal  more  than  common 
quacks.  In  fact,  how  many  patients  sometimes 
benefit  from  chiropractic  treatment?  And  what 
risks  do  they  face  in  the  process? 

Can  Help — or  Harm 

It  matters  little  whether  the  treatment  is  sur- 
gery, drugs,  manipulation,  or  incantations.  The 
key  factors  in  the  placebo  effect  are  the  patient’s 
confidence  in  the  healer  and  the  healer’s  faith 
in  the  therapy — especially  when  that  faith  is 
communicated  to  the  patient. 

Throughout  much  of  medical  history,  the 
placebo  effect  was  frequently  all  any  healer  could 
offer.  Indeed,  a patient  was  often  fortunate  if 
the  actual  treatment  was  of  psychological  value, 
or  even  merely  worthless,  rather  than  harmful  or 
fatal.  Today,  despite  all  the  acumen  and  para- 
phernalia of  modem  medicine,  such  pshycho- 
logical  effects  are  still  an  important  factor  in 
therapy.  And  they  frequently  account  for  some 
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of  the  benefits  obtained  from  the  most  skilled  of 
physicians.  They  also  explain,  in  part,  why  chi- 
ropractors can  sometimes  help  people. 

Physicians  have  long  recognized  the  potent 
psychological  effect  of  the  “laying  on  of  hands.” 
Chiropractors  at  the  NIH  conference  in  February 
1975  also  acknowledged  its  role  in  treatment.  In 
fact,  one  prominent  chiropractic  speaker,  Dr. 
Scott  Haldeman  of  Vancouver,  B.C.,  felt  that  such 
placebo  effects  should  be  considered  an  advan- 
tage of  manipulation. 

“Clinicians  who  practice  spinal  manipulations 
often  become  very  defensive  when  their  detrac- 
tors derisively  state  that  all  results  can  be  ex- 
plained on  the  basis  of  psychological  effects,” 
Dr.  Haldeman  said.  “However,  there  are  very 
few  therapies  that  have  the  advantages  of  laying 
on  of  hands,  relaxing  tense  muscles,  causing  a 
sensation  in  the  area  of  pain,  the  click  or  pop  of 
the  adjustment,  and  a clinician  who  has  complete 
confidence  in  his  therapy.  It  is  a pity  that  this 
possibility  has  been  considered  a criticism  of  the 
therapeutic  procedure  instead  of  one  of  its  ad- 
vantages.” 

Numerous  studies  show  that  placebo  treatment 
in  many  disorders  helps  about  one-third  of  pa- 
tients. Temporary  relief  of  pain  or  other  symp- 
toms has  been  demonstrated,  for  example,  in 
arthritis,  hay  fever,  headache,  cough,  high  blood 
pressure,  peptic  ulcer,  and  even  cancer. 

The  psychological  aspects  of  many  disorders 
also  work  to  the  healer’s  advantage.  According 
to  CU’s  interviews  with  specialists  in  internal 
medicine,  one-third  to  one-half  of  the  complaints 
patients  present  in  routine  office  visits  either  have 
obvious  psychological  origins  or  do  not  arise  from 
organic  disease.  Hence,  treatment  offering  some 
psychological  benefit  can  often  be  helpful.  A 
sympathetic  ear  for  the  patient’s  complaints  or 
firm,  authoritative  reassurance  that  no  serious 
disease  is  involved  can  prove  therapeutic  in  itself. 

One  of  the  most  important  factors,  suggested 
a physician  at  the  NIH  conference,  is  that  pa- 
tients are  relieved  of  the  responsibility  of  their 
illness  and  suffering  when  they  hand  that  burden 
over  to  the  healer.  “That  silent  act,”  he  asserted, 
“is  probably  ...  as  important  as  anything  else 
that  goes  on,  and  often  many  of  the  things  that 


we  do  after  that  point  we  get  by  with  rather 
than  being  effective  with.” 

Beyond  psychological  influences  in  treatment, 
there  are  also  the  recuperative  powers  of  the 
body  itself.  Medical  scientists  estimate  that 
about  two-thirds  of  human  illness  is  self-limiting. 
Regardless  of  what  type  of  outside  intervention 
or  treatment  is  used,  the  patients  eventually  get 
well  by  themselves. 

“If  it  were  more  than  that  figure  ...  I suspect 
there’d  be  no  need  for  any  of  us.”  commented 
Fletcher  McDowell,  MD,  of  Cornell  University, 
to  NIH  conference  participants.  “If  it  were  less 
than  50  percent,  we’d  either  all  be  out  of  work 
or  in  jail.  I’m  not  sure  which.” 

Even  some  chronic  disorders,  such  as  rheuma- 
toid arthritis  or  multiple  sclerosis,  have  sponta- 
neous remissions.  The  symptoms  may  disappear, 
regardless  of  treatment,  for  months  or  more,  af- 
fording temporary  or,  at  times  long-term  relief. 

If  the  patient  happens  to  be  under  treatment  at 
the  time,  the  practitioner  and  the  type  of  therapy 
may  get  credit  for  such  relief. 

Most  back  problems  will  also  resolve  them- 
selves. Several  studies  show  that  about  60  per- 
cent of  patients  with  back  pain  get  well  within 

three  weeks  and  at  least  90  percent  recover  with- 
in two  months — regardless  of  the  type  of  treat- 
ment received.  Only  about  2 percent  eventually 
undergo  surgery,  usually  for  serious  bone  or  disk 
problems. 

! 

Although  physicians  and  chiropractors  empha- 
size  different  methods  of  treatment  in  common 
back  problems,  a recent  study  comparing  both  j 
groups  showed  essentially  no  difference  in  the 
outcome  of  therapy.  Both  the  physicians  and 
the  chiropractors  achieved  satisfactory  results  j 
with  more  than  90  percent  of  patients  suffering  f 
from  back  or  neck  ailments. 

Perhaps  the  most  interesting  part  of  the  study,  1 
which  was  conducted  by  researchers  at  the  Uni- 
versity of  Utah  College  of  Medicine,  was  the  re- 
action of  patients  to  their  respective  practitioners.  J 
The  chiropractic  patients  were  significantly  more 
satisfied  with  the  explanations  they  received 
about  their  problems  and  the  degree  to  which 
they  were  made  to  feel  welcome. 
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Reporting  their  findings  in  The  Lancet , a 
British  medical  journal,  in  June  1974,  the  authors 
stressed  the  implications  of  the  patients’  reac- 
tions: “On  the  basis  of  our  study  and  others,  it 
appears  that  the  chiropractor  may  be  more  at- 
tuned to  the  total  needs  of  the  patient  than  is 
his  medical  counterpart.  The  chiropraotor  does 
not  seem  hurried.  He  uses  language  patients  can 
understand.  He  gives  them  sympathy,  and  he 
is  patient  with  them.  He  does  not  take  a su- 
perior attitude  toward  them.  In  summary,  it  is 
an  egalitarian  relationship  rather  than  a super- 
ordinate/subordinate relationship.” 

Their  findings,  the  authors  concluded,  “under- 
score the  powerful  potential  for  the  doctor-pa- 
tient relationship  in  effective  treatment,  whether 
in  chiropractic  or  traditional  medicine.” 

Many  positive  responses  to  chiropractic  treat- 
ment undoubtedly  stem  from  the  doctor-patient 
relationship  or  the  self-limiting  nature  of  various 
illnesses.  But  some  favorable  results  can  be 
ascribed  directly  to  manipulation  itself. 

Government  studies  in  the  United  States  and 
Canada  have  judged  manipulation  to  be  a po- 
tentially useful  technique  for  certain  conditions, 
such  as  the  loss  of  joint  mobility.  Research  in 
manipulation  is  still  meager,  and  controlled  clini- 
cal studies  are  rare.  But  chiropractors  and  other 
practitioners  who  use  manipulative  therapy  agree 
it  can  help  some  muscle  or  joint  problems. 

Treatment  of  tension  headaches  by  massage, 
for  example,  is  well  recognized.  Those  head- 
aches can  stem  from  tense  muscles  in  the  neck, 
and  proper  massage  may  relieve  symptoms.  Some 
practitioners  also  report  that  a stiff  joint  in  the 
neck  may  sometimes  cause  headache  pain  that 
can  be  treated  by  manipulation. 

In  general,  back  or  neck  pain  that  might  arise 
from  restricted  movement  in  a spinal  joint  may 
respond  to  manipulation.  Such  pain  is  usually 
localized  in  the  area  of  the  joint.  The  pain  may 
sometimes  be  referred  to  another  part  of  the 
body,  such  as  the  chest,  however.  Such  referred 
pain  may  occasionally  mimic  the  symptoms  of 
other  disorders,  such  as  angina. 

“Thus  we  find  a perfectly  reasonable  basis  in 
fact  for  the  somewhat  bizarre  stories  of  miracu- 
lous cures  by  spinal  manipulation,”  says  John 
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McM.  Mennell,  MD,  an  authority  on  manipula- 
tive therapy.  “Almost  invariably  the  basis  of 
these  stories  is  that  the  patient  has  been  told  a 
diagnosis  which  he  believes  and  remembers,” 
writes  Dr.  Mennell  in  his  book,  Back  Pain.  “It 
his  symptoms  are  then  unrelieved  by  orthodox 
treatment,  but  are  later  cured  by  a manipulator, 
it  is  not  surprising  that  the  patient  claims  to  have 
been  cured  of  the  visceral  disease.”  Many  chi- 
ropractors and  other  manipulators  share  Dr. 
Mennell’s  view. 

There  are,  in  short,  a variety  of  possible  rea- 
sons why  patients  may  experience  benefits  from 
chiropractic  treatment.  That  may  not  be  all  they 
experience,  however.  The  Chiropractic  Study 
Committee  for  the  State  of  Wisconsin  in  1972 
underscored  a critical  issue  surrounding  chiro- 
practic: “It  is  beyond  question  that  substantial 
numbers  of  people  believe  themselves  to  have 
been  helped  by  chiropractic  treatment,”  said  the 
committee  report.  “It  is  also  beyond  question 
that  if  they  feel  better,  for  whatever  reason,  they 
have,  in  some  sense  been  helped.  There  is,  how- 
ever, a balancing  factor  that  screams  to  be  con- 
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sidered.  That,  of  course,  is  the  potential  hazard 
of  treatment  that  ignores  established  scientific 
knowledge.” 

On  the  basis  of  CU’s  investigation,  there  are 
several  major  areas  for  concern.  Since  many 
human  illnesses  are  self-resolving,  any  interven- 
tion by  a practitioner  should  avoid  exposing  a 
patient  to  unnecessary  risks.  The  maxim,  as  a 
medical  aphorism  puts  it,  is  primum  non  nocere: 
“First  of  all,  do  no  harm.” 

The  ACA  states  that  spinal  manipulation  is  “a 
painless  and  safe  procedure.”  But  a review  of 
chiropractic  and  medical  literature  by  CU  indi- 
cates that  manipulation  is  not  without  hazard. 
The  adverse  effects  reported  range  from  minor 
sprains  and  soreness  to  serious  complications  and 
death.  Serious  complications  included  fracture, 
spinal  disk  rupture,  paraplegia,  and  stroke.  Chi- 
ropractors say  that  such  catastrophic  conse- 
quences of  manipulation  as  stroke  are  relatively 
rare;  and,  indeed,  CU’s  investigation  uncovered 
only  twelve  documented  cases  of  severe  stroke 
from  chiropractic  manipulation  since  1947. 

The  exact  incidence  of  injury  is  virtually  im- 
possible to  determine,  however.  Unlike  medical 
reports,  none  of  the  many  chiropractic  surveys 
or  journals  that  CU  reviewed  gave  any  statistics 
on  complication.  The  only  data  are  from  iso- 
lated medical  studies  by  a few  physicians. 

In  an  attempt  to  fill  that  gap,  a study  pub- 
lished in  Clinical  Orthopaedics  and  Related  Re- 
search in  1971  reported  the  injuries  from  chiro- 
practic manipulation  recorded  by  one  physician 
over  a three-year  period.  The  physician  reported 
that  172  of  the  patients  he  examined  in  his  prac- 
tice had  previously  undergone  chiropractic  ma- 
nipulation. Seven  of  those,  or  4 percent,  had 
suffered  direct  injuries,  ranging  from  aggravation 
of  pain  to  serious  nerve  damage.  “Injury  asso- 
ciated with  spinal  manipulation,”  the  physician 
concluded,  “appears  more  frequent  than  the 
present  North  American  medical  literature  sug- 
gests.” 

Therapy  often  involves  risks.  The  question  is 
whether  those  risks  are  warranted.  Many  sur- 
gical procedures  and  drugs  used  in  medical  prac- 
tice are  hazardous.  Accordingly,  physicians  will 
weigh  such  risks  against  the  proven  value  of 


treatment  so  that  patients  will  not  be  endangered 
unnecessarily.  While  an  individual  physician’s 
judgment  may  be  faulty,  the  emphasis  of  medi- 
cine on  proven  therapy  tends  to  increase  the 
average  patient’s  chances  of  genuine  therapeutic 
benefits  for  the  risks  taken. 

If  spinal  manipulation  were  a proven  form  of 
universal  therapy,  there  would  be  no  reason  to 
restrict  it  to  muscle  or  joint  disorders,  even  if 
it  involved  some  risk.  But  as  CU  pointed  out  in 
the  first  part  of  this  report,  chiropractic  use  of 
manipulation  in  other  illnesses  contradicts  much 
of  the  basic  medical  research  of  the  twentieth 
century.  In  such  applications,  CU  concludes,  any 
risk  of  injury  is  unwarranted. 

Unlike  physicians,  chiropractors  receive  no 
education  or  training  in  pharmacology  or  drug 
therapy.  What  they  learn  about  drugs  is  often 
self-taught.  That  lack  of  scientific  background 
or  experience  in  drug  therapy  may  well  con- 
tribute to  what  CU  views  as  a dangerous  ap- 
proach to  drugs  by  many  chiropractors.  Spe- 
cifically, it  involves  undermining  the  use  of  ac- 
cepted drug  therapies  and  espousing  the  use  of 
unproven  ones. 

Various  chiropractic  pamphlets  for  the  public 
employ  direct  scare  tactics  against  drugs.  Such 
titles  as  Drug-Caused  Diseases  and  Drugs — Dan- 
gerous Whether  Pushed  or  Prescribed  are  typi- 
cal. One  published  by  the  ACA,  Reware  of 
Overuse  of  Drugs,  lists  scores  of  possible  adverse 
reactions  to  such  drugs  as  antibiotics,  oral  con- 
traceptives, and  medicines  for  high  blood  pres- 
sure. The  pamphlet  then  asserts  that  chiroprac- 
tors use  no  drugs,  “thus  avoiding  dnig-induced 
illnesses  and  dangerous  side  effects  often  more 
jerious  than  the  condition  being  treated/*  There’s 
no  mention  that  some  of  those  drugs  may  be  life- 
saving for  patients  who  need  them. 

A common  tactic  is  to  link  drug-taking  with 
drug-abuse.  “Don’t  be  a pill  popper,”  says  the 
headline  of  an  ad  put  out  by  the  ACA.  “Drug-  1 
ging  your  pain  and  your  problems  is  not  your  1 
answer  to  good  health.”  According  to  the  ad, 
“drugs  and  medications  only  mask  the  pain  and 
dull  the  symptoms  of  a health  problem.” 

The  consequences  of  such  advice  can  be  tragic,  i 
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These  are  typical  of  the  cases  CU  has  come 

! across: 

■ Under  chiropractic  care,  an  elderly  woman 
with  high  blood  pressure  was  advised  to  stop 
medication.  Her  blood  pressure  rose  sharply, 
and  after  a month  she  suffered  a stroke. 

■ A diabetic  patient  gave  up  insulin  on  instruc- 
tion of  a chiropractor.  An  infection  held  in  check 
bv  good  control  of  the  diabetes  with  insulin  then 
spread  and  caused  the  patient’s  death. 

■ Parents  of  a six-vear-old  epileptic  girl  stopped 
anticonvulsive  therapy  on  the  advice  of  a chiro- 
practor. Until  then,  the  child  had  been  doing 
well  and  was  seizure-free.  Without  the  medica- 
tion, she  had  a prolonged  seizure  that  resulted 
in  brain  damage  and  subsequent  mental  retarda- 
tion. 

Chiropractic  antipathv  to  medication,  however, 
appears  limited  to  prescription  drugs — which  chi- 
ropractors may  not  legally  order.  Other  medi- 
cations, such  as  vitamin  preparations,  are  widely 
recommended  and  sold  in  chiropractic  practice. 
In  CU’s  opinion,  that  distinction  can  be  a dan- 
gerous one.  A substance  is  defined  as  a drug  by 
its  use,  not  bv  arbitrary  categories.  In  medicine, 
a drug  is  any  substance  used  in  medication  for 
a disease.  Water  prescribed  for  a dehydrated 
patient  can  be  defined  as  a drug.  Ordering  vita- 
mins for  a deficiency  disease  is  prescribing  a 
drug. 

For  the  patient’s  safety,  any  prescriber  should 
have  sufficient  training  to  know  when  and  why 
a specific  drug  is  indicated.  Chiropractors  have 
no  such  training.  In  CU’s  view,  a brief  course 
in  nutrition  at  a chiropractic  school  is  no  substi- 
tute for  years  of  training  in  drug  therapy.  Yet 
i chiropractors  sometimes  presume  they  can  treat 
complex  illnesses  with  vitamin  pills. 

An  article  in  the  March  1975  issue  of  The  AC  A 
Journal  of  Chiropractic , for  example,  espoused 
high-dose  vitamins  for  treating  schizophrenia,  a 
complex  and  sometimes  crippling  mental  illness. 
The  author  noted  that  “there  is  a great  deal  of 
controversy”  surounding  such  treatment,  but  he 
concluded  that  “the  megavitamin  approach  is  a 
practical  alternative”  for  treating  schizophrenia. 
The  approach,  he  said,  “should  be  considered  by 

Del  Med  Jhl,  May  1977 — Vol  49,  No  5 


chiropractic  as  an  adjunct  to  spinal  manipula- 
tion.” 

Indeed,  there  once  was  “a  great  deal  of  con- 
troversy” about  megavitamin  therapy  for  schizo- 
phrenia. But  that  was  before  several  carefully 
controlled  studies  showed  it  to  have  no  thera- 
peutic benefit.  On  the  contrary,  the  findings 
suggested  potentially  adverse  effects,  including 
longer  hospitalization,  increased  need  for  other 
drugs,  and  poorer  adjustment  to  home  and  com- 
munity life  after  patients  left  the  hospital.  Over- 
all, the  treatment  was  judged  inferior  to  a pla- 
cebo. Thus,  the  chiropractic  author  is  recom- 
mending that  a complicated  mental  disorder  be 
treated  with  a drug  less  effective  than  a dummy 
pill. 

One  of  the  worst  dangers  of  chiropractic  treat- 
ment, say  'As  critics,  is  that  it  might  divert  the 
patient  from  seeking  appropriate  medical  atten- 
tion in  time.  The  result,  they  contend,  may  have 
serious  or  even  fatal  consequences  that  might 
otherwise  have  been  avoided. 

Part  of  the  problem  is  the  confusing  nature  ol 
back  pain.  Most  patients  who  visit  chiropractors 
go  initially  because  of  back  troubles.  But  back 
pain  can  arise  from  a variety  of  conditions,  from 
a simple  sprain  to  heart  disease.  It  may  be 
muscular  or  skeletal  in  origin,  or  a symptom  of 
ulcers,  cancer,  or  disorders  of  the  uterus  or  ova- 
ries. It  can  also  be  caused  bv  diseases  of  the 
lungs,  kidnevs,  liver,  bladder,  intestines,  or  other 
organs. 

When  a disorder  of  the  internal  organs  is  sus- 
pected, many  chiropractors  will  refer  the  patient 
to  a physician.  But  the  chiropractor’s  limited 
diagnostic  training  presents  a major  handicap 
to  earlv  recognition  of  such  illnesses.  And  some 
chiropractors  will  continue  to  treat  a patient  re- 
gardless of  anv  diagnosis,  apparently  convinced 
by  chiropractic  theory  that  they  are  relieving 
the  true  cause  of  the  disease.  Meanwhile,  the 
illness  mav  grow  worse. 

There  is  relatively  little  information  available 
about  the  tvpe  or  frequency  of  serious  conse- 
quences resulting  from  such  delays.  According 
to  AMA  officials,  physicians  are  usually  reluctant 
to  report  such  instances  for  fear  of  lawsuits.  The 
court  cases  that  CU  is  aware  of,  however,  show 
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that  delays  in  proper  treatment  have  resulted  in 
mental  retardation,  paralysis,  and  deaths  from 
tuberculosis,  spinal  meningitis,  and  cancer. 

In  most  of  these  cases,  the  victims  were  young 
children.  The  most  bitter  criticism  of  chiroprac- 
tic that  CU  encountered,  in  fact,  was  from  pedi- 
atric hospitals.  Some  of  the  reasons  why  were 
underscored  in  a report  issued  jointly  in  1972  by 
the  Montreal  Children’s  Hospital  and  the  St. 
Justine  Hospital  for  Children. 

The  report  described  pamphlets  distributed  by 
chiropractors  to  patients  in  Quebec.  The  pam- 
phlets claimed  that  chiropractors  could  treat  epi- 
lepsy, croup,  cross-eye,  rheumatic  fever,  bron- 
chitis, pneumonia,  appendicitis,  leukemia,  and 
other  illnesses  affecting  children.  Such  claims, 
said  the  report,  constituted  “a  real  and  direct 
danger”  to  children.  “This  is  especially  so  in  that 
many  childhood  illnesses  are  of  an  acute  nature 
and  require  diagnosis  and  treatment  without  de- 
lay.” 

For  example,  one  pamphlet  then  in  circulation 


entitled  Chiropractic  for  Children,  advised  spinal 
manipulation  for  croup.  “In  actual  fact,”  said 
the  report  of  the  children’s  hospitals,  “croup  is  an 
acute  infectious  disease  involving  the  voice-box 
area  of  the  throat.  It  often  requires  prompt 
medical  attention  which  at  times  may  be  life- 
saving.” Cross-eye,  too,  should  be  treated  at  a 
relatively  early  age,  or  blindness  may  result  in 
the  affected  eye,  said  the  report. 

Parents  faced  with  a desperate  situation,  such 
as  a child  with  leukemia,  need  balanced  and  ma- 
ture advice,  the  report  stressed.  “By  calling 
himself  a ‘doctor,’  by  taking  X-rays,  by  pretend- 
ing to  be  qualified,  the  chiropractor  creates  a 
false  image  as  to  his  ability  to  deal  with  pediatric 
problems.  This  leads  directly  to  delay  in  the 
proper  diagnosis  being  made  and  the  correct 
therapy  being  started,  which  might  affect  the 
child  for  the  rest  of  his  life.” 

The  report  also  decried  earlier  opposition  of 
chiropractic  authorities  to  immunization.  It 
those  principles  had  been  accepted,  said  the  re- 
port, “then  this  world  would  now  be  filled  with 
smallpox,  people  paralyzed  [or]  dead  from  teta- 
nus, children  choking  to  death  from  diphtheria, 
the  uncontrolled  spread  of  typhoid  . . . and  in- 
nocent children  living  in  iron  lungs  because  of 
polio.” 

According  to  a survey  conducted  by  the  ACA 
in  August  1973,  about  81  percent  of  its  members 
reported  that  they  treat  children.  Those  chiro- 
practors saw  an  average  of  ninety-three  children 
annually,  about  30  percent  of  whom  were  of  pre- 
school age.  Respiratory  ailments,  allergies,  and 
nervous-system  disorders  were  among  the  five  , 
most  frequently  treated  conditions. 

Each  of  the  major  chiropractic  associations  in  i 
the  United  States  and  Canada  publishes  pam-  : 
phlets  promoting  chiropractic  care  for  children.  | 
None  of  the  current  ones  that  CU  reviewed 
makes  claims  about  treating  infectious  diseases, 
nor  do  they  argue  against  immunization  of  chil- 
dren. But  the  alarm  expressed  in  1972  by  the 
two  Canadian  children’s  hospitals  appears  to  us 
to  be  no  less  justified  today. 

i 

Of  particular  concern,  in  our  view,  is  advice  i 
published  in  the  October  1974  issue  of  The  ACA  i 
Journal  of  Chiropractic.  An  article  entitled 
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“Pediatrics”  recommended  chiropractic  treatment 
for  children  with  infectious  diseases,  digestive 
disorders,  respiratory  illnesses,  heart  problems, 
genitourinary  disorders,  and  other  illnesses.  “The 
infectious  diseases  usually  respond  well  to  chiro- 
practic care,”  said  the  author,  William  A.  Nelson, 
DC,  a charter  member  of  the  ACA.  The  “so- 
called  viral  diseases,”  he  stated,  “follow  the  same 
general  rule,”  with  chiropractors  deciding  which 
children  to  refer  to  physicians.  “We  must  not 
lose  sight  of  the  fact  that  . . . our  therapy  is  pre- 
eminent in  reestablishing  normal  physiology 
where  such  is  possible.” 

According  to  Dr.  Nelson,  chiropractors  can  also 
evaluate  heart  problems  in  children.  “If  not  an 
acute  emergency,”  he  advised,  “the  easiest  way 
may  well  be  a short  period  of  trial  treatment.” 
The  only  conditions  for  which  he  stressed  medi- 
cal referral  among  children  or  adolescents  were 
acute  poisoning  and  venereal  disease. 

To  CU’s  knowledge,  there  is  only  one  United 
States  or  Canadian  statute  that  recognizes  any 
specific  need  to  protect  children  under  chiroprac- 
tic treatment.  That  is  a New  York  State  law 
prohibiting  chiropractors  from  X-raying  anyone 
under  age  eighteen.  The  absence  of  any  other 
safeguards  represents,  in  CU’s  opinion,  a tragic 
negligence  on  the  part  of  legislators  of  both  coun- 
tries. 

Chiropractors  use  X-rays  to  diagnose  a disease 
process  that  does  not  exist.  Even  if  it  did,  though, 
X-rays  would  hardly  help.  Unlike  bone,  nerve 
tissue  can’t  be  seen  on  X-rays;  nor  do  other  fine 
details  of  soft  tissues  stand  out.  Hence,  what 
chiropractors  actually  look  for  on  X-rays  are 
curvatures  of  the  spine  and  departures  from 
postural  symmetry,  however  minor.  Those  are 
supposed  to  imply  the  presence  of  subluxations, 
which  allegedly  disturb  nerve  impulses. 

But  structural  variations  in  a normal  spine — 
and  any  movement  or  shift  from  a perfectly 
straight  posture  just  before  the  X-ray — will  also 
produce  departures  from  symmetry.  And  tbicDs^ 
ordinary,  inconsequential  variations  can  look 
much  the  same  as  chiropractic  “misalignments.” 
Generally,  the  variations  identified  as  misalign- 
ments by  chiropractors  are  judged  entirely  nor- 
mal by  radiologists,  who  have  much  more  exten- 


sive training  in  X-ray  interpretation  than  chiro- 
practors have.  Thus,  the  chiropractor’s  X-ray 
diagnosis  is  twice  removed  from  reality:  It  de- 
pends on  unscientific  appraisal  of  a nonexistent 
disease. 

X-rays  can,  of  course,  show  true  bone  abnor- 
malities, such  as  a fracture  or  tumor.  But  the 
14-by-36  inch  film  frequently  used  by  chiroprac- 
tors for  examining  posture  does  not  produce  good 
bone  detail.  So,  unless  the  chiropractor  takes 
a smaller  and  more  detailed  view  as  well,  ab- 
normalities that  would  preclude  manipulation 
may  be  missed. 

Many  chiropractors  agree  that  the  large  film 
gives  too  little  detail  and  too  much  radiation  ex- 
posure. Indeed,  one  chiropractor  quoted  in  the 
March  1975  issue  of  The  ACA  Journal  of  Chiro- 
practic contended  that  “the  doctor  who  takes 
such  films  just  does  it  to  impress  the  patient.” 

Critics  of  chiropractic  concur  in  that  senti- 
ment and  often  charge  that  chiropractic  X-ravs 
are  a promotional  gimmick  rather  than  a diag- 
nostic aid.  Some  chiropractic  writings  lend  sup- 
port to  that  allegation.  A bald  example  appears 
in  the  1947  edition  of  Modern  X-Ray  Practice 
and  Chiropractic  Spinography,  by  P.  A.  Remier, 
who  in  the  mid-1960s  was  head  of  the  X-ray  de- 
partment at  Palmer  College  of  Chiropractic.  Ac- 
cording to  Remier,  some  of  the  reasons  why  chi- 
ropractors should  X-ray  “every  case”  were:  “It 
promotes  confidence.  It  creates  interest  among 
patients.  It  procures  business.  It  attracts  a bet- 
ter class  of  patients.  It  adds  prestige  in  your 
community.  It  builds  a reliable  reputation.” 

Today,  such  an  attitude  toward  radiation  no 
longer  prevails  at  Palmer  College  nor  at  the 
other  two  chiropractic  schools  CU  visited.  In 
general,  the  X-ray  departments  of  those  colleges 
appeared  to  teach  and  encourage  techniques  for 
reducing  radiation  exposure.  But  such  improve- 
ments fail  to  get  to  the  heart  of  the  problem. 
The  fact  is  that  chiropractic  X-rays  for  detecting 
“subluxations”  do  not  serve  a scientifically  valid 
purpose.  In  CU’s  opinion  all  such  radiation  is 
unwarranted. 

Although  current  figures  are  not  available,  a 
1971  survey  by  The  Journal  of  Clinical  Chiro- 
practic indicates  that  more  than  ten  million 
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X-rays  were  being  taken  by  United  States  and 
Canadian  chiropractors  annually.  About  two 
million  of  those  were  the  14-by-36  inch  type, 
which  irradiates  the  body  from  the  skull  to  the 
thigh,  including  the  lens  of  the  eye,  the  thyroid 
gland,  bone  marrow,  and  the  reproductive  organs 
— four  areas  considered  among  the  most  sus- 
ceptible to  radiation  damage.  Evidence  shows 
that  exposure  to  large  amounts  of  X-ray  increases 
the  likelihood  of  cataracts,  thyroid  cancer,  leu- 
kemia, and  reproductive-cell  damage.  Public- 
health  offiicals  are  particularly  concerned  about 
the  radiation  dose  to  reproductive  organs,  since 
damage  to  the  genetic  material  is  a potential 
source  of  harm  to  future  generations. 

“On  the  average,  3 percent  of  people  in  a 
medical  practice  are  X-rayed,”  says  the  Montreal 
children’s  hospitals’  report.  “For  the  chiroprac- 
tor, the  figure  is  over  90  percent.”  In  addition, 
14-by-36  full-trunk  X-rays  account  for  less  than 
one  in  every  ten  thousand  hospital  X-rays,  and 
the  great  majority  of  hospitals  do  not  take  full- 
trunk  X-rays  at  all.  In  contrast,  about  one  in 
five  chiropractic  X-rays  is  of  this  type. 

According  to  a report  prepared  for  the  Cana- 
dian Association  of  Radiologists  in  May  1974, 
chiropractic  use  of  full-trunk  X-rays  is  the 
greatest  source  of  unnecessary  gonadal  radiation 
in  Canada  (especially  for  women,  whose  repro- 
ductive organs  cannot  be  shielded  from  the  pri- 
mary X-ray  beam).  And  chiropractic  X-rays 
were  judged  second  only  to  medical  and  dental 
X-rays  as  the  leading  sources  of  man-made  radi- 
ation exposure  in  North  America  today.  In 
CU’s  view,  that  is  an  extremely  high  risk  to  take 
for  placebo  medicine. 

Despite  the  dangers  of  unscientific  treatment, 
chiropractors  today  enjoy  wider  leeway  in  their 
scope  of  practice  than  any  other  health  practi- 
tioner except  the  physician.  By  comparison, 
other  independent  health-care  providers  must 
practice  within  far  stricter  limits.  A dentist 
doesn’t  treat  stomach  ulcers.  A psychologist 
doesn’t  order  medication  for  a heart  condition. 
An  optometrist  doesn’t  treat  epilepsy.  But  chiro- 
practors may  often  do  all  three.  And  they  are 
permitted  to  offer  treatment  in  specialties  ranging 


from  pediatrics  to  psychiatry — without  having 
scientific  training  in  any  of  them.  Chiropractors 
have  won  that  freedom  without  engaging  in  re- 
search or  demonstrating  professional  capability 
in  those  field.  They  have  won  it  by  one  method 
alone:  political  action. 

For  years,  grass-roots  politics  has  been  the 
lifeblood  of  chiropractic.  By  marshaling  the 
support  of  chiropractic  patients,  the  profession 
has  often  achieved  an  effective  political  voice  in 
legislation  affecting  its  licensure  and  services. 
And  that  voice  has  been  its  protection  against 
science.  Opponents  of  chiropractic  come  to  legis- 
lative hearings  with  information,  with  scientific 
studies,  and  with  the  official  endorsements  of 
national  organizations.  Chiropractors  come  armed 
with  votes. 

The  inclusion  of  chiropractic  services  under 
Medicare,  after  a seven-year  campaign  by  chiro- 
practors and  their  supporters,  provides  a classic 
example.  Against  the  combined  opposition  of 
the  AMA,  the  United  States  Department  of 
Health,  Education,  and  Welfare,  the  National 
Council  of  Senior  Citizens,  and  numerous  other 
groups,  the  chiropractic  lobby  emphasized  one 
primary  weapon:  the  mailbox.  Congressional 
aides  were  reportedly  astonished  over  the  sacks 
of  prochiropractic  mail,  which  never  seemed  to 
diminish.  It  got  the  message  across. 

In  its  eighty  year  war  with  science,  chiroprac- 
tic has  won  the  major  battles.  Its  next  goal  is 
the  inclusion  of  chiropractic  under  a national 
health-insurance  program.  In  the  past,  the  pub- 
lic’s freedom  to  choose  among  health  practi- 
tioners has  been  honored  in  legislation  affecting 
chiropractors.  CU  believes  that  principle  will  be 
sustained  if  a national  health-insurance  bill 
emerges.  Before  such  services  are  included,  how- 
ever, we  think  that  public  safety  demands  a 
searching  review  and  thorough  reform  of  chiro- 
practic practies  by  appropriate  state  and  federal 
agencies. 

Recommendations 

Overall,  CU  believes  that  chiropractic  is  a 
significant  hazard  to  many  patients.  Current 
licensing  laws,  in  our  opinion,  lend  an  aura  of 
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legitimacy  to  unscientific  practices  and  serve  to 
protect  the  chiropractor  rather  than  the  public. 
In  effect,  those  laws  allow  persons  with  limited 
qualifications  to  practice  medicine  under  another 
name. 

We  believe  the  public  health  would  be  better 
served  if  state  and  federal  governments  used 
their  licensing  powers  and  their  power  of  the 
purse  to  restrict  the  chiropractor’s  scope  of  prac- 
tice more  effectively.  Specifically,  we  think  that 
licensing  laws  and  federal  health-insurance  pro- 
grams should  limit  chiropractic  treatment  to  ap- 
propriate musculoskeletal  complaints  and  ban 
all  chiropractic  use  of  X-rays  and  drugs,  includ- 
ing nutritional  supplements,  for  the  purported 
treatment  of  disease.  Above  all,  we  would  urge 
that  chiropractors  be  prohibited  from  treating 
children;  children  do  not  have  the  freedom  to 
reject  unscientific  therapy  that  their  parents  may 
mistakenly  turn  to  in  a crisis. 

If  you’ve  been  considering  a chiropractor  for 
the  first  time,  we  think  you’d  be  safer  to  recon- 


JOHN G.  MERKEL 
& SONS,  INC. 

Physicians  — Hospitals  — 
Laboratory  — Invalid  Supplies 


PHONE  654-8818 


807  N.  Union  Street 
Wilmington,  Delaware 


sider.  Even  if  you  are  dissatisfied  with  your 
physician’s  treatment  of  a back  problem,  you 
can  ask  for  a consultation  with  another  physi- 
cian, such  as  an  orthopedist  or  physiatrist  (a 
specialist  in  physical  medicine).  Then,  if  ma- 
nipulative treatment  were  indicated,  it  could  be 
performed  bv  that  specialist  or  by  a physical 
therapist. 

Despite  this  recommendation,  we  recognize 
that  some  persons  will  decide  to  use  the  services 
of  a chiropractor.  For  those  who  do,  and  who 
wish  to  avoid  some  of  the  dubious  practices  that 
occur,  we  think  some  advice  given  to  CU  by 
chiropractic  officials  themselves  may  be  helpful. 

■ Avoid  anv  practitioner  who  makes  claims 
about  cures,  either  orally  or  in  advertising.  Any- 
one who  implies  or  promises  guaranteed  results 
from  treatment  should  be  held  suspect. 

■ Beware  of  chiropractors  who  ask  you  to  sign 
a contract  for  services.  A written  agreement  is 
not  customarv  praotice. 

■ Reject  anyone  advertising  free  X-rays.  Radi- 
ation should  not  be  used  as  a lure. 

■ Ask  whether  the  chiropractor  refers  patients 
to  other  health  professions.  If  the  answer  is 
‘No’ — or  if  the  chiropractor  disparages  other  pro- 
fessions or  accepted  treatment — walk  out. 

■ Don’t  make  advance  payments.  Most  chiro- 
practors have  a flat  office  fee  and  don’t  offer 
“discounts”  for  prepayment.  Nor  is  it  accepted 
practice  to  charge  extra  for  “units  of  treatment,” 
such  as  manipulation,  heat  therapy,  and  the  like. 
That  should  be  included  in  the  office  fee. 

■ Don’t  be  pressured  by  scare  tactics,  such  as 
threats  of  “irreversible  damage”  if  treatment  isn’t 
begun  promptly.  And  watch  out  for  those  who 
encourage  “intensive  treatment”  because  “any- 
thing less  would  be  a patch-up  job.”  The  in- 
tensive treatment  may  apply  to  your  bank  ac- 
count. 

CU  would  add  one  more  precaution:  See  a 
physician  as  well  and  find  out  what  he  or  she 
has  to  say  about  the  problem. 
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The  following  in-depth  report  prepared  by  the 
National  Health  Council,  Inc.  provides  keen  insight 
into  the  extensive  investigative  activities  that  the 
Federal  Trade  Commission  has  launched  within  the 
medical  and  health  care  field  in  the  past  18  months 
or  so.  During  this  time  span  the  FTC  has  issued 
at  least  70  subpoenas  to  medical  organizations  as 
part  of  its  often-vague  investigative  thrust.  Among 
those  subpoenaed  have  been  the  AMA,  numerous 
state  and  county  medical  societies,  medical  specialty 
boards,  and  medical  specialty  societies. 

Summary 

The  Federal  Trade  Commission  (FTC)  has 
taken  more  actions  in  the  past  eighteen  months 
which  affect  delivery  and  financing  of  health 
services  than  at  any  time  in  its  60-year  history. 
Most  actions  have  not  been  concluded  and  re- 
main in  some  stage  of  consideration.  But  the 
FTC  health  effort  is  young,  and  its  pace  is 
quickening.  With  parallel  activities  from  the 
Justice  Department,  Federal  regulation  of  medi- 
cal care  through  anti-trust  laws  is  likely  to  in- 
crease. Moreover,  an  important  object  of  govern- 
ment attention  is  the  professions  and  their  eco- 
nomic relationships.  Because  the  FTC  does  not 
have  constituent  ties  with  these  groups  its  in- 
terventions often  are  based  on  legal  analyses 
which  are  freshly  developed.  They  frequently 
strike  at  the  heart  of  established  patterns  of  pro- 
fessional behavior,  such  as  fee  setting  arrange- 
ments and  peer  review  of  educational  institutions. 
In  one  instance  where  FTC  action  has  reached 
some  conclusion — outlawing  use  of  relative  value 
scales  by  some  professions — there  are  indications 
that  legislation  may  be  offered  to  rescind  the 
results.  Whether  FTC  efforts  will  lead  to  lower 
costs,  increased  competition,  and  better  health 
care  in  the  long  run  is  difficult  to  perceive  now. 

Barney  Sellers,  Editor.  Debra  Shapiro,  Research  Assistant. 
Copyright,  1977,  National  Health  Council,  Inc. 


But  it  is  clear  that  Federal  regulatory  activities 
in  the  health  delivery  system  are  no  longer  con- 
fined to  HEWs  health  financing  and  planning 
programs,  and  they  represent  another  aspect  of 
increasing  consumer  involvement  in  the  delivery 
and  financing  of  health  services. 

Powers  of  the  FTC 

The  FTC  is  an  independent  regulatory  com- 
mission created  in  1914  to  protect  consumers  and 
businessmen  from  unfair  competition  and  trade 
practices.  Its  five  commissioners  are  appointed 
by  the  President  with  Senate  approval;  there  is 
currently  one  vacancy.  The  chairperson,  cur- 
rently Calvin  Collier,  is  selected  by  the  President 
and  serves  at  his  pleasure.  (Collier  is  a former 
general  counsel  of  the  FTC. ) The  Commission’s 
meetings  are  now  open  to  the  public  as  a result 
of  the  1976  “Government  in  the  Sunshine  Act” 
(PL  94-409). 

As  an  independent  regulatory  agency  the  FTC 
shares  a unique  governmental  status  with  other 
independent  bodies.  The  independence  derives 
in  part  from  the  agencies’  close  working  relation- 
ship with  Congress,  with  laws  assuring  very 
limited  White  House  interference  on  budgetary 
and  legislative  matters.  Moreover,  legal  powers 
granted  the  agencies  obscure  traditional  separa- 
tion of  administrative,  legislative,  and  judicial 
authority. 

The  FTC  in  particular  has  the  broadest  statu- 
tory base  for  action  among  all  regulatory  bodies, 
and  unequalled  powers  “to  represent  itself  in 
court,  enforce  its  own  orders,  or  conduct  its  own 
litigation  . . .”  Sanctions  can  include  voluntary 
agreements,  consent  orders,  injunctions,  referrals 
to  Justice  for  criminal  action,  and  heavy  civil 
monetary  penalties.  Agreements  can  include  re- 
quirements that  damages  or  refunds  be  paid.  In 
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addition,  the  FTC  is  the  only  regulatory  agency 
with  specific  authority  (up  to  $1  million)  to  pay 
expenses  of  persons  or  groups  who  would  not 
otherwise  be  able  to  participate  in  rule-making 
proceedings  — and  participation  includes  the 
right  to  cross-examine  witnesses.  The  current 
appropriation  is  $500,000.° 

FTC  authority  has  grown  since  1914  and  now 
includes  a variety  of  somewhat  differing  laws 
covering  both  broad  economic  ills,  such  as  in- 
dustrial concentration,  and  specific  retail  prac- 
tices and  products,  such  as  advertising  and 
flammable  fabrics.  In  general,  its  tasks  include 
three  basic  law  enforcement  responsibilities: 

• To  preserve  competition  by  acting  against 
“unfair  methods  of  competition.”  This 
authority  is  outlined  in  Section  5 of  the 
FTC  Act.  The  Bureau  of  Competition 
(280  employees)  in  the  FTC  is  primarily 
responsible  for  its  enforcement.  The  pro- 
vision is  intended  directly  to  aid  business- 
men and  indirectly  the  consuming  public. 

• To  protect  consumers  from  “unfair  or  de- 
ceptive acts  or  practices.”  Section  5 also 
covers  this  authority.  The  Bureau  of  Con- 
sumer Protection  (340  employees)  is  pri- 
marily responsible  for  its  enforcement.  It 
is  intended  to  cover  actions  which  directly 
affect  the  buying  public.  Courts  have  lib- 
erally interpreted  this  FTC  mandate  to 
include  anti-trust  and  related  issues. 

• To  enforce  specific  consumer  protection 
statutes  covering  such  items  as  wool  and 
fur  products  labeling,  fair  packaging,  fair 
credit,  truth-in-lending,  and  warranty  pro- 
tection. At  least  seven  statutes  are  in- 
volved here,  including  public  health  ciga- 
rette smoking  legislation.  The  Bureau  of 
Consumer  Protection  usually  is  responsible 
for  these  statutes  as  well. 

In  addition,  the  FTC  Act  also  grants  broad 
authority  to  the  Commission  to  gather  and  report 
information  on  corporations  and  industries.  Legis- 
lative history  indicates  this  power  was  intended 
to  provide  the  President  and  Congress  with  in- 
formation about  inappropriate  concentrations  of 
industrial  economic  power,  but  it  can  justify  any 
major  investigation. 

•Note,  however,  that  a recent  opinion  of  the  Comptroller  General 
states  that  other  regulatory  agencies  may  also  provide  similar 
financial  assistance  in  certain  circumstances. 
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One  statute  limits  the  powers  of  the  FTC  and 
its  authority  over  health-related  activity:  the  Mc- 
Carran-Ferguson  Act  (15  USC  1011)  generally 
leaves  to  the  states  the  power  to  regulate  the  in- 
surance business  and,  in  particular,  allows  the 
FTC  Act  to  cover  that  area  only  “to  the  extent 
that  such  business  is  not  regulated  by  State  law.” 
This  Note  concentrates  on  the  first  two  authori- 
ties, those  described  in  Section  5 of  the  FTC  Act. 
These  provisions  provide  legal  authority  for  the 
FTC  to  review  a wide  range  of  health  activities.* 
The  FTC  and  Health:  Why? 

The  FTC  is  involved  in  health  services  for  a 
variety  of  reasons;  some  have  much  to  do  with 
the  history  and  changing  character  of  the  agency, 
rather  than  with  health  specifically.  The  most 
important  factors  are  the  impact  of  increased 
consumer  activism;  the  importance  of  recent 
Supreme  Court  decisions  affecting  professions; 
congressional  support  for  increased  FTC  activity; 
and  the  economic  character  of  our  health  delivery 
system. 

Increased  Consumer  Activism 

During  much  of  its  history  the  FTC  has  suf- 
fered a variety  of  complaints  that  it  has  been 
either  unable  or  unwilling  to  do  its  job.  Two 
reports  in  a long  series  of  public  analyses  seem 
to  have  had  the  most  effect.  In  1969  a team  of 
students  under  Ralph  Nader’s  direction  released 
a highly  critical  report  noting,  as  some  others 
had  before,  the  existence  of  poor  management, 
sluggish  enforcement,  involvement  in  trivia,  low 
quality  staff,  etc.  Subsequently,  President  Nixon 
asked  the  American  Bar  Association  to  conduct 
another  study  and  its  conclusions  were  at  least 
as  critical.  In  calling  for  reform  and  an  end  to 
study  the  ABA  said: 

“Further  temporizing  is  indefensible.  Not- 
withstanding the  great  potential  of  the  FTC  in 
the  field  of  antitrust  and  consumer  protection, 
if  change  does  not  occur,  there  will  be  no  sub- 
stantial purpose  to  be  served  by  its  continued 
existence.” 

The  reports  had  an  effect,  and  their  impact  in 
part  reflected  a growing  consumer  influence. 
Early  in  1970  the  FTC  started  on  a course  which 

*The  vagueness  of  the  Section  5 language  has  led  to  two  different 
complaints.  Targets  of  FTC  investigations  have  attacked  the 
“fishing  expeditions”  of  preliminary  subpoenas  issued  by  the  Com- 
mission. One  large  drug  company,  for  example,  recently  claimed 
it  would  take  95  person-years  and  $2  million  to  respond  to  the 
agency’s  initial  inquiry.  On  the  other  hand,  consumer  critics  of 
the  agency  have  decried  its  tendency  to  get  involved  in  “trivial  mat- 
ters,” rather  than  issues  which  have  potential  for  substantially 
influencing  market  behavior. 
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has  led  to  marked  changes  in  its  management 
capability,  activism  on  behalf  of  consumers, 
ability  to  attract  quality  staff,  and  general 
growth.  Between  1971  and  1976  the  agency’s 
budget  more  than  doubled.  Its  $53  million  an- 
nual budget  now  supports  1700  staff,  about  one- 
quarter  of  whom  are  in  eleven  regional  offices. 
Though  the  agency  is  plagued  by  relatively  high 
turnover  at  top  levels,  it  has  become — in  contrast 
to  prior  years — an  attractive  place  to  work  for 
professionals.  Generally,  the  staff  is  younger  in 
age  and  tenure  than  ever  before.  Most  attorneys 
working  on  health-related  issues,  for  example, 
have  been  with  the  agency  for  two  to  three  years. 

In  the  words  of  one  nationally  regarded  at- 
torney specializing  in  FTC  work,  the  agency’s 
concern  with  consumer  issues  is  now  “para- 
mount.” Although  consumer  criticisms  of  the 
FTC  still  continue,  they  nevertheless  reflect  an 
assessment  that  the  FTC  is  a changed  agency. 
To  the  extent  that  a relatively  secretive  law  en- 
forcement agency  can  have  a constituency,  in  the 
case  of  the  FTC  it  clearly  includes,  more  than 


ever,  consumers  both  in  general  and  in  a more 
organized  sense.  One  of  the  groups  which  pro- 
vide advice  and  stimulation  in  the  health  field, 
for  example,  is  Ralph  Nader’s  Health  Research 
Group. 

Recent  Supreme  Court  Cases 

In  the  past  two  years  the  Supreme  Court  has 
had  before  it  important  cases  relating  to  adver- 
tising and  price  competition  in  the  professions. 
The  cases  have  been  brought  by  private  parties, 
two  aided  by  the  Public  Citizen  Litigation 
Group.  They  have  successfully  argued  against 
established  patterns  of  professional  behavior. 
The  Anti-trust  Division  of  the  Department  of 
Justice — which  started  anti-competition  litiga- 
tion against  lawyers,  accountants,  real  estate 
brokers,  and  engineers  several  years  ago — has 
either  joined  these  cases  or  acted  afterward  to 
expand  their  potential  impact. 

In  1974  a unanimous  Supreme  Court,  speaking 
through  the  Chief  Justice,  outlawed  minimum  fee 
schedules  established  by  the  Virginia  State  Bar 
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Association.  (Bar  rules  are  usually  enforced  by 
state  courts.)  In  Goldfarb  v Virginia  State  Bar 
the  Court  characterized  this  system  as  “a  classic 
illustration  of  price  fixing”  and  concluded  there 
was  no  congressional  intent  to  exempt  “learned 
professions”  from  anti-trust  legislation. 

In  June  1975  the  FTC  proposed  a trade  regula- 
tion rule,  which  has  the  force  of  law,  to  allow 
retail  pharmacies  the  right  to  advertise  prescrip- 
tion drug  prices.  It  followed  later  that  year 
with  a series  of  actions  concerning  advertising 
in  the  health  field.  In  May  1976  the  Supreme 
Court  decided  a consumer  suit  which  challenged 
state  restrictions  on  advertising  of  prescription 
drug  prices.  In  a 7-1  vote  it  overturned  the  state 
prohibitions.  It  did  so  on  First  Amendment 
grounds  by  concluding  that  commercial  speech  is 
constitutionally  protected  from  state  restrictions. 
(The  FTC  is  now  deciding  whether  that  case 
eliminates  the  necessity  for  their  proposed  rule 
on  the  same  subject.) 

In  June  1976  Justice  sued  the  American  Bar 


Association  under  the  Sherman  Anti-Trust  Act 
to  knock  down  restrictions  on  professional  adver- 
tising. A trial  is  now  set  for  mid- 1977.  In  July 
1976  the  Court  ruled  in  Cantor  v Detroit  Edison 
on  an  unrelated  case  which  further  reduced  state 
regulatory  immunity  from  federal  anti-trust  ac- 
tion. Finally,  in  December  1976  the  Justice  De- 
partment demonstrated  its  continued  interest  in 
the  issue  by  urging  the  Supreme  Court  in  the 
pending  Bates  v Arizona  case  to  outlaw  a state 
prohibition  on  advertising  by  lawyers. 

An  important  part  of  the  current  FTC  health 
program  is  consistent  with  and  was  spurred  by 
these  decisions,  especially  the  1974  Goldfarb  case 
and  the  May  1976  drug  advertising  case.  The 
Court  decisions  have  freed  the  FTC  to  act 
against  professions  in  general,  and  health  pro- 
fessions in  particular,  by  removing  from  profes- 
sional practices  a legal  patina  which  previously 
shielded  them  from  review. 

Congressional  Support 

Although  there  have  been  legislative  efforts  to 
limit  the  impaot  of  FTC  actions,  Congress  has 
generally  been  supportive  of  inoreased  FTC  ac- 
tivity. In  December  1974  the  93rd  Congress 
approved  an  FTC  Improvement  Act  which  codi- 
fied and  expanded  certain  agency  powers,  includ- 
ing enforcement  authorities.  In  addition,  in  the 
past  five  years  Congress  has  substantially  in- 
creased the  agency’s  budget.  And,  through  the 
House  Subcommittee  on  Oversight  and  Inves- 
tigations, it  has  pushed  for  increased  and  more 
efficient  FTC  enforcement  activity.  In  two  days 
of  oversight  hearings  in  1976,  for  example,  the 
Subcommittee  concentrated  on  FTC  delays  and 
on  misallocation  of  resources. 

Although  no  attention  was  paid  to  the  health 
field  specifically,  public  statements  from  Chair- 
man John  Moss  prior  to  the  hearing  and  com- 
ments in  the  Subcommittee’s  October  regulatory 
reform  report  specifically  noted  “very  promising” 
investigations  and  proposed  rules  in  the  health 
area.  But  these  observations  reflected  an  aware- 
ness rather  than  deep  member  interest.  The 
future  may  change  that.  The  Subcommittee  is 
organized  to  cover  a limited  number  of  areas, 
and  these  include  both  health  and  regulatory 
reform.  There  are  indications  that  some  effort 
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may  be  made  in  1977  to  blend  these  two  interests 
to  promote  more  FTC  health  activity. 

In  short,  the  Subcommittee  has  had  an  effect 
on  the  agency  mainly  through  general  oversight 
encouraging  more  vigorous  exercise  of  FTC 
powers  on  behalf  of  consumers: 

Economic  Character  of  Health  Services 

FTC  officials  indicate  that  certain  perceived 
characteristics  of  our  health  care  system  clearly 
were,  and  are,  important  to  the  agency’s  decision 
to  take  action.  These  include: 

• The  proportion  of  GNP  consumed  for 
health  services  is  very  large  and  continues 
to  grow,  therefore  making  health  services 
an  obviously  important  sector  in  the  econ- 
omy. 

• The  inflation  rate  for  health  and  medical 
care  services  is  unusually  high,  prompting 


the  agency  to  question  whether  unjustified 
“artificial”  constraints  operate  to  raise 
prices. 

• Many  other  characteristics  of  the  system 
appear  to  be  disproportionately  controlled 
or  influenced  by  relatively  few  partici- 
pants; these  characteristics  include  de- 
mand for  services,  product  information, 
and  market  entrv  and  participation  by 
practitioners. 

• The  system  is  so  structured  that  cost  con- 
sciousness is  virtually  nonexistent. 

• In  short,  the  controls  inherent  in  a com- 
petitive, knowledgeable,  free  market  sys- 
tem do  not  appear  to  operate  in  the  de- 
livery of  health  services;  and,  says  the 
FTC,  it  should  seek  to  correct  that  situa- 
tion as  much  as  possible. 

( Part  II  will  appear  in  the  June  issue ) 
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THERE  AREA 
LOT  OF  PEOPLE 
i GETTING  BETWEEN 

YOU  AND YOUR 

PATIENT. 

Medicine  today  is  in  the  spotlight,  subjected  to  all 
ds  of  scrutiny.  Your  control  over  patient  therapy  is 
lag  monitored,  judged  and  occasionally  abrogated, 
s|  letimes  by  unknown  third  parties. 

Il  The  worry  is  that  in  the  wake  of  this  focus,  the  rela- 
tfhship  between  you  and  your  patient  will  be  weakened, 
fihout  offsetting  benefits.  Consider  three  examples: 

!;!  Drug  Substitution  In  most  states,  pharmacy  laws, 
relations  or  professional  custom  stipulate  that  your 
i l-generic  prescriptions  be  filled  with  the  precise  prod- 
i 5 you  prescribe.  But  in  the  last  five  years,  a dozen  or 
a re  State  laws  have  been  changed,  permitting  the  phar- 
Icist  in  most  cases  to  select  a product  of  the  same 
| leric  drug  to  fill  any  prescription. 

| Ironically,  this  dilution  of  physician  control  has 
len  place  against  a background  of  growing  evidence 
:|  t purportedly  equivalent  drug  products  may  be  in- 
livalent,  since  neither  present  drug  standards  nor  their 
lorcement  are  optimal.  In  fact,  the  FDA  itself  says  it 
I not  enforced  the  same  standards  for  hundreds  of 
i ■ llow-on”  products  that  it  had  applied  to  the  original 
' )A  approvals.  Thus  physician  control  over  patient 
frapy  is  being  eroded  with  a risk  that  patients  may  be 
S iosed  to  drugs  of  uncertain  quality. 

1 The  major  advertised  claim  for  substitution  is  reduced 
I scription  prices  for  consumers.  Yet  no  documentation 
| iny  significant  savings  has  been  produced. 

MAC  Maximum  Allowable  Cost,  MAC  for  short,  is 
1 ederal  regulation  designed  to  cut  the  Government’s 
j g bill  by  setting  price  ceilings  for  drugs  dispensed  to 
| dicare  and  Medicaid  patients.  Unless  the  prescriber 
tifies  on  the  prescription  that  a particular  product  is 
dically  necessary,  the  Government  intends  to  pay  only 
the  cost  of  the  lowest-priced,  purportedly-equivalent, 


generally-available  product.  The  effect  of  the  program 
may  be  that  elderly  and  indigent  patients  will  be  restricted 
to  products  which  someone  in  Washington  believes  are 
priced  right.  Practicing  doctors  will  have  little  to  say  about 
administration  of  the  program,  since  Government  will 
have  absolute  authority  to  make  its  choices  stick. 

The  drug  lag  The  future  of  drug  and  device  re- 
search depends  upon  a scientific  and  regulatory  environ- 
ment that  encourages  therapeutic  innovations.  The 
American  pharmaceutical  industry  annually  is  spending 
more  than  $ 1 billion  of  its  own  funds  and  evaluating 
more  than  1 ,200  investigational  compounds  in  clinical 
research.  Disease  targets  include  cancer,  atherosclerosis, 
viruses  and  central  nervous  system  disorders,  among 
others.  But  there  is  a major  barrier  to  the  flow  of  new 
drugs  to  your  patients : The  cost  of  the  research  is  more 
than  ten  times  what  it  was,  per  product,  in  1962;  and 
whereas  governmental  clearance  of  new  drug  applica- 
tions took  six  months  then,  it  commonly  consumes  two 
years  now. 

The  FDA  needs  adequate  time,  of  course,  to  consider 
data.  But  it  is  equally  clear  that  the  present  approval  proc- 
ess contributes  to  needless  delay  of  needed  therapy. 
That’s  why  the  increased  efficiency  of  the  drug  approval 
process  is  vital  to  all  our  futures. 

If  these  issues  concern  you,  we  suggest  that  you  make 
your  voice  heard— among  your  colleagues  and  your  repre- 
sentatives in  State  legislatures  and  in  Washington. 

It  could  make  a difference  in  your  practice  tomorrow. 


ini 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W,  Washington,  D.C.  20005 
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TWO  TAX  SCHEMES  THAT  ARE  TOO 
GOOD  TO  BE  TRUE 


While  good,  even  aggressive,  tax  and  estate 
planning  is  important  to  every  physician,  two 
recently  promoted  arrangements  are  extremely 
dubious.  Many  doctors  seem  so  smitten  with 
the  suggested  advantages  of  these  schemes  that 
we  hope  this  article  will  reestablish  some  com- 
mon sense.  The  schemes  are,  we  believe,  excel- 
lent examples  of  “letting  the  tax  tail  wag  the 
dog.” 

The  first  arrangement  is  known  as  the  “Educa- 
tional Benefit  Trust,”  a scheme  by  which  a pro- 
fessional corporation  might  set  aside  moneys  each 
year  to  fund  the  college  educational  costs  of  its 
key  employees  (essentially  the  doctors).  This 
would  be  done,  according  to  the  promotions,  tax 
deductibly  for  the  corporation  and  without  tax 
to  the  physician-parent. 

The  second  scheme  offers  even  more  dramatic 
tax  avoidance.  It  usually  operates  under  the 
name  of  “Family  Trust”  with  the  concept  that 
a doctor  can  transfer  all  his  assets,  and  even  his 
“lifetime  services,”  to  a trust  which  will  there- 
after insulate  him  from  income  and  estate  taxa- 
tion. 

In  our  opinion,  these  two  appealing  proposals 
should  be  rejected  by  any  sensible  physician.  The 
first  trust  mentioned  (called  “EBT”)  is  encoun- 
tering adverse  tax  treatment,  which  responsible 
advisors  have  expected  all  along.  Furthermore, 
even  assuming  reasonable  tax  results,  we  calcu- 
late that  there  is  little  real  financial  advantage 
to  the  scheme.  The  “Family  Trust”  idea,  how- 

Messrs,  Beck  and  Kalogredis  are  the  principal  consultants  of 
Management  Consulting  for  Professionals,  Inc.,  Bala  Cynwyd, 
Pennsylvania. 


Leif  C.  Beck,  LL.B. 
Vasilios  J.  Kalogredis,  J.D. 


ever,  is  an  out-and-out  preposterous  promotion 


enjoined  as  fraudulent  in  several  states. 


Let  us  briefly  describe  the  characteristics  of 
each  concept  so  physicians  may  be  better  pre- 
ared  to  deal  with  their  obvious  tax-saving  ap- 
peals. 

The  Educational  Benefit  Trust 

EBT’s  have  been  promoted  for  some  four  or 
five  years  as  offering  high  income  employees  a 
way  to  cope  with  alarming  increases  in  educa- 
tional costs.  The  major  promoter  has  been  called 
“Educo,”  operating  out  of  Chicago,  while  a 
recently  noticed  program  called  “EDIT”  oper- 
ates out  of  North  Carolina.  There  are  others, 
including  one  promoted  from  suburban  Philadel- 
phia, but  they  are  all  based  on  the  same  under- 
iving principles. 

Under  the  EBT,  a professional  corporation 
would  create  a trust  to  finance  the  educational 
costs  for  children  of  certain  “key  employees.” 
The  key  employees  would,  of  course,  include  the 
physician-shareholders  although  it  should  also 
include  one  or  more  non-physicians  to  avoid  the 
appearance  of  absolute  discrimination.  The  pro- 
moters would  provide  the  documents  and  plan- 
ning for  the  trusts’  creation,  ongoing  actuarial 
advice  as  to  contributions  required,  and  ad- 
ministrative assistance — all  for  their  fees. 

The  promoters  suggest  that  the  corporation’s 
payments  to  the  trust  each  year  would  be  de- 
ductible by  the  corporation  and  not  taxed  to  the 
doctors  involved.  Thus,  the  before-tax  dollars 
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could  compound  in  the  trust  until  needed  for 
each  child’s  college  expenses,  payments  for  which 
would  be  tax-free  as  “scholarships.” 

Most  responsible  advisors  felt  from  the  be- 
ginning that  these  tax  results  would  not  stand 
up  under  IRS  review.  Finally,  the  Service  is- 
sued its  official  position  in  a 1975  “Revenue  Rul- 
ing” as  anticipated — the  payments  would  not  be 
tax  deductible  when  made  and  would  be  taxed 
to  the  employee-physician  when  used  for  his 
son’s  or  daughter’s  benefit.  Educo  and  EDIT, 
among  the  others,  have  continued  to  market  their 
EBT’s  by  claiming  the  Ruling  to  be  wrong  and 
taking  the  issue  to  court.® 

Some  doctors  are  considering  the  EBT  despite 

'Since  this  article  was  put  in  print,  the  U.S.  Tax  Court  has  de- 
cided a case  involving  an  EBT  promoted  by  Educo.  It  concluded 
that  the  tax  treatment  is  entirely  consistent  with  the  IRS's  posi- 
tion. 


Two  Tax  Schemes  that  are  Too  Good  to  he  True 

uncertain  (at  best)  tax  prognosis.  We  have  thus 
made  an  evaluation  of  it  on  purely  economic 
terms,  assuming  moderate  tax  results  which 
would  be  less  than  the  promoters  claim  but 
better  than  the  IRS  proposes.  In  our  view,  if 
an  EBT  would  not  be  overwhelmingly  advanta- 
geous under  such  results,  it  should  not  be  worth 
adopting.  We  found  that,  after  ten  years  of 
operation,  a doctor  would  have  more  college 
funding  available  simply  by  investing  half  the 
annual  funds  (recognizing  50%  personal  tax 
rate)  in  tax-free  municipal  bonds! 

One  should  further  recognize  that  an  EBT 
causes  the  doctor  to  irrevocably  part  with  control 
over  the  moneys  involved.  If  his  child  dies,  be- 
comes disabled,  or  fails  to  go  to  college,  the 
moneys  cannot  be  returned  to  him.  Under  some 
EBT’s,  if  the  doctor  should  leave  his  professional 
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corporation  to  practice  elsewhere,  his  children 
cease  to  be  beneficiaries. 

Our  views  here  are  simple  and  to  the  point — 
to  lose  control  over  one’s  funds  and  leave  them 
subject  to  contingencies  beyond  one’s  control 
would  be  absolute  folly  except  possibly  in  cases 
of  overwhelmingly  favorable  tax  and  economic 
results.  Those  results  are  for  from  certain  in  the 
EBT  situations,  which  we  consider  more  as  ap- 
peals to  the  emotions  of  college  costs  than  to 
logic. 

The  Femily  Trust 

Whereas  the  EBT  has  been  presented  in  fash- 
ion permitting  reasonable  evaluation,  die  so- 
called  “Family  Trust”  seems  little  more  than 
flim-flam  designed  to  overwhelm  the  tax-naive 
doctor.  We  have  reviewed  the  promotional  ma- 
terials of  one  such  presentation  and  found  it  so 
wrought  with  tax  inaccuracies  and  mis-oitations 
that  logical  response  was  difficult.  And,  as  an- 
other attorney  observed  to  us,  “The  promotors 
make  it  all  like  quicksilver,  changing  a detail 
here  and  there  to  suggest  each  criticism  has  been 
remedied,  but  letting  it  all  slide  through.” 

The  basic  arrangement,  with  myriad  variations, 
is  as  follows.  A doctor  and  his  spouse  would 
irrevocably  transfer  virtually  all  their  assets,  in- 
cluding home,  automobile,  etc,  to  a trust  of 
which  he  would  be  one  of  the  trustees.  He 
might  also  enter  into  a so-called  “lifetime  ser- 
vices” contract  with  this  trust  so  income  he  there- 
after earns  would  inure  to  his  trust.  The  trust 
would  grant  “units  of  beneficial  interest”  to  the 
doctor,  who  might  give  many  of  them  to  his 
spouse,  his  children,  or  even  another  trust — thus 
allegedly  enabling  him  to  split  his  income  and 
estate  for  tax  purposes. 

Under  the  Family  Trust  (variously  known  as 
“family  estate  trust,”  “estate  trust,”  “living  trust,” 
and  even  “Constitutional  trust”),  the  doctor  could 
be  paid  consulting  fees  for  some  of  his  work 
while  the  rest  would  be  retained  and  spread  to 
the  owners  of  the  units.  Furthermore,  the  trust 
would  manage  and  maintain  the  home,  the  auto- 
mobiles, etc. — all  partly  or  wholly  tax  deductible 
as  normal  trustee  expenditures. 

The  promoters  jealously  guard  their  Family 


Trust  documents  and  generate  their  incomes 
by  charging  substantial  fees  to  help  create  the 
arrangements.  Attorneys  who  have  seen  the 
legal  papers  involved,  however,  have  found  those 
documents  to  be  poorly  drafted  and  defective. 

These  arrangements  simply  will  not  stand  up 
for  tax  purposes.  They  are  contrary  to  several 
older  court  decisions,  and  they  are  specifically 
considered  by  four  IRS  Revenue  Rulings  issued 
in  1975.  Among  other  things,  those  Rulings  held 
that  all  the  income  would  be  taxed  directly  to 
the  doctor-grantor  of  the  trust  and  that  all  the 
property  would  still  be  subject  to  death  taxes. 
In  our  view,  the  Rulings  are  clearly  justified 
under  the  tax  laws. 

The  Family  Trust  promoters  have  made  much 
of  the  apparent  fact  that  no  one  who  created 
their  trusts  has  yet  been  assessed  by  the  IRS. 
There  was  even  an  article  written  by  one  doctor 
“daring’  the  IRS  to  take  him  to  court.  This  is 
a specious  argument,  however,  for  in  several  lo- 
cations every  person  who  has  created  a Family 
Trust  through  the  promoters  involved  presently 
has  his  tax  returns  held  up  for  special  investiga- 
tion. The  assessment  step  simply  has  not  yet 
been  necessary. 

Perhaps  most  telling  is  the  history  of  Family 
Trust  promoters  over  the  past  couple  of  years. 
We  spoke  first-hand  to  attorneys  in  Denver, 
Colorado,  where  the  sponsoring  organization 
seemed  to  be  located.  We  learned  that  actions 
are  outstanding  against  the  organization  or  its 
agents  for  fraud  in  at  least  Colorado,  Wisconsin, 
and  Texas,  with  injunctions  against  them  to  pre- 
vent further  marketing  of  the  trusts.  While  it 
has  been  suggested  that  such  actions  are  merely 
acts  to  stop  good  new  ideas  from  embarrassing 
the  legal  establishment,  we  must  point  out  that 
criminal  fraud  findings  pretty  well  convince  us. 

These  Family  Trusts  are  presently  being  pro- 
moted in  this  area.  Physicians  should  thus  be 
well  aware  of  the  concept  and  recognize  its  de- 
fects. We  believe  our  readers  should  be  ex- 
trmely  critical  of  any  scheme  which  causes  them 
to  lose  flexibility  and  control  over  their  own 
assets  in  exchange  for  tax  results  which  seem  too 
good  to  be  true.  They  usually  are. 
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THE  DIAGNOSIS  OF  URINARY  TRACT 
INFECTIONS 

While  there  are  many  sophisticated  procedures 
for  the  confirmation  and  localization  of  infection 
of  the  urinary  tract,  the  primary  basis  for  diag- 
nosis remains  the  demonstration  of  a significant 
number  of  bacteria  in  the  urine.  Unfortunately, 
there  is  an  increasing  tendency  for  physicians  to 
treat  patients  with  urinary  symptoms  without 
demonstrating  bacteriuria. 

While  the  symptom  complex  consisting  of 
urgency,  frequency,  and  dysuria  is  common  in 
women,  controlled  studies  indicate  that  only  50% 
of  the  individuals  presenting  with  these  com- 
plaints actually  have  bacterial  urinary  tract  in- 
fection (what  the  other  50%  have  is  beyond  the 
scope  of  this  editorial,  but  “irritable  colon  syn- 
drome” is  probably  the  second  most  common 
cause  of  such  symptoms ) . 

Examination  of  the  urine  (stained  or  un- 
stained) for  bacteria  is  a simple  procedure  and 
should  be  done  before  antibacterial  therapy  is 
prescribed.  The  clinician  who  does  not  have 
ready  access  to  a laboratory  should  have  a micro- 
scope in  his  office  for  this  purpose.  Paramedi- 
cal personnel  can  easily  be  trained  to  recognize 
bacteria  in  the  urine. 

In  most  instances,  microscopic  confirmation 
of  bacteriuria  justifies  initiation  of  antibacterial 
therapy,  and,  likewise,  the  absence  of  bacteria 
in  the  urine  following  therapy  is  all  that  is  re- 
quired to  confirm  success.  Patients  with  recur- 
rent infection  or  those  who  do  not  respond  to 
routine  therapy  require  a urine  culture  so  that 
the  pathogen  can  be  identified  and  in  vitro  sus- 
ceptibility determinations  carried  out. 

Urine  specimens  from  male  patients  obtained 
by  a midstream  technique  are  usually  reliable, 
but  obtaining  a clean  voided  urine  specimen  in 
female  patients  can  be  more  difficult.  Some  skill 
is  required  to  avoid  contamination,  and  even 
with  expert  supervision,  the  reliability  of  any 
such  specimen  must  be  questioned.  Most  au- 
thorities require  two  consecutive  midstream 
urine  cultures  with  the  same  organism  in  a 
colony  count  of  103  for  confirmation  of  significant 
bacteriuria,  but  the  original  data  indicating  a 


95%  confidence  level  were  based  on  three  se- 
quential cultures. 

The  microbiologist  responsible  for  the  urine 
culture  is  entitled  to  as  much  information  as  pos- 
sible concerning  the  patient  and  the  method  of 
collection  of  the  specimen.  This  may  assist  him 
in  interpreting  the  significance  of  organisms  iso- 
lated from  the  culture  and  allow  him  to  identify 
contaminants.  The  microbiologist  must  feel  free 
to  suggest  to  the  clinician  and  patient  that  a 
particular  urine  specimen  is  contaminated  and 
request  a repeat  specimen  (at  no  cost  to  the 
patient).  Laboratory  personnel  should  not  report 
contaminants  and  should  never  perform  anti- 
microbic  susceptibility  testing  on  these  organ- 
isms. Incidentally,  patients  with  urinary  infection 
seldom  have  more  than  one  organism  in  the 
urine,  and  polymicrobic  specimens  should  be  re- 
garded with  suspicion  except  from  patients  with 
indwelling  catheters. 

The  expense  of  a urine  culture  is  justified 
when  the  procedure  is  indicated  and  the  test 
well-performed.  In  most  instances,  outpatients 
can  be  properly  managed  with  the  more  rapid 
and  less  expensive  urine  gram-stain. 


William  J.  Holloway,  M.D. 


Baynard  Optical 
Company 

Prescription  Opticians 


We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians" 
Prescriptions 


CONCORD  PLAZA  MEDICAL  CENTER 
3411  Silverside  Rd.  1003  Delaware  Ave. 
2323  Pennsylvania  Avenue 
Wilmington,  Delaware 


Del  Med  Jrl,  May  1977 — Vol  49,  No  5 


315 


ONE-STAGE  RECONSTRUCTION  OF 
THE  BREAST  FOLLOWING  MASTECTOMY 

Reuven  K.  Snyderman,  M.D.,  Clinical  Profes- 
sor of  Surgery  (Plastic),  College  of  Medicine 
and  Dentistry  of  New  Jersey,  Rutgers  University, 
Piscataway,  New  Jersey.  Adapted  from  a presen- 
tation to  the  Wilmington  Medical  Center  Depart- 
ment of  Surgery  sponsored  by  the  American  Can- 
cer Society. 

At  the  present  time,  about  90,000  mastectomies 
are  carried  out  each  year  in  the  United  States. 
Approximately  80  percent  of  these  women  are 
able  to  adapt  to  their  post-surgical  state  follow- 
ing surgery;  by  means  of  proper  prostheses  and 
altered  clothes  they  are  able  to  adapt  psycho- 
maining  20  percent  find  it  difficult  to  adjust;  they 
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logically  to  their  new  physical  state.  The  re- 
should be  given  the  opportunity  of  discussing 
reconstruction  with  a plastic  surgeon  interested 
in  this  problem. 

In  recent  years,  the  classical  radical  mastec- 
tomy has  given  way  to  a modified  radical  mas- 
tectomy. The  pectoralis  major  muscle  is  not  re- 
moved, and  the  incision  is  now  more  frequently 
transverse  than  vertical  and  does  not  run  up  into 
the  axillary  area.  When  a patient  who  has  un- 
dergone modified  radical  mastectomy  inquires 
about  reconstruction,  it  is  possible  to  offer  her 
a procedure  that  will  include  bilateral  recon- 
struction for  symmetry  at  one  operative  session. 

It  is  important  that  the  patient  understand 
what  can  and  cannot  be  accomplished.  A careful 
discussion  before  the  surgery  is  extremely  neces- 
sary. The  goal  in  this  operation  is  to  allow  the 
patient  to  appear  satisfactory  in  a bra  or  a bath- 
ing suit.  While  some  patients  may  look  excep- 
tionally good  even  in  the  nude,  normally  this 
operation  is  not  a true  cosmetic  triumph.  Usually, 
there  will  be  some  difference  in  size  and  shape 
after  the  surgery,  but  as  long  as  the  volume  is 
fairly  equal  the  patient’s  bra  will  cover  these 
minor  defects.  The  main  post-reconstruction  im- 
provement to  many  women  is  that  they  no  longer 
have  to  wear  an  external  prosthesis.  This  is 
especially  true  for  younger  women  and  those 
who  are  athletically  inclined. 

It  is  the  opinion  of  breast  surgeons  such  as 
Henry  Leis  and  Jerome  Urban  of  New  York  City 
that  reconstruction  following  a mastectomy  in  no 
way  jeopardizes  the  patient’s  chance  for  survival. 
However,  since  the  woman  who  developed  can- 
cer in  one  breast  has  a 25  percent  chance  of 
developing  cancer  in  the  other,  it  is  necessary, 
of  course,  to  carefully  examine  any  tissue  which 
is  removed  from  the  remaining  breast  when  it  is 
elevated  or  reduced. 

In  the  future  it  may  be  advisable  to  remove 
the  second  breast  and  carry  out  simultaneous 
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bilateral  reconstruction  since  it  is  frequently 
easier  to  reconstruct  both  sides  than  attempt  to 
make  the  reconstructed  breast  equal  in  size  and 
appearance  to  the  remaining  breast. 

w « vt 


SHORT-TERM  ASSAYS  FOR  PREDICTING 
CHEMICAL  CARCINOGENICITY 

David  F.  Krahn,  Resident  Molecular  Biologist, 
Haskell  Laboratory  for  Toxicology  and  Industrial 
Medicine , E.  I.  duPont  de  Nemours  & Company. 
Adapted  from  a presentation  to  the  Delaware 
Occupational  Medicine  Association. 

There  is  strong  evidence  that  chemicals  play 
an  important  role  in  the  causation  of  the  majority 
of  human  cancers.  Carcinogenic  chemicals  may 
be  man-made  or  occur  naturally.  Our  contact 
with  carcinogens  may  occur  by  breathing  pol- 
luted air  and  smoking,  through  our  diet,  or 
through  specific  occupation-related  contact.  The 
identification  of  those  chemicals  that  are  carcino- 
gens, followed  by  action  to  minimize  the  expo- 
sure of  humans  to  them,  should  be  an  effective 
means  to  reduce  the  cancer  incidence. 

The  standard  means  that  is  used  to  assess  the 
carcinogenic  activity  of  a chemical  is  to  deter- 
mine whether  that  chemical  can  induce  cancer 
in  one  or  more  animal  species.  This  approach  is 
too  expensive  and  time-consuming,  however,  to 
be  routinely  used  to  evaluate  large  numbers  of 
chemicals.  In  order  to  handle  the  increased  test- 
ing load,  efforts  are  being  made  to  develop  and 
evaluate  short-term  assays.  In  the  short-term 
assays,  suspect  carcinogens  are  identified  by  their 
ability  to  induce  mutations,  damage  chromo- 
somes, cause  repairable  DNA  damage,  or  trans- 
form normal  cultured  cells  to  a state  that  can 
cause  tumors.  These  assays  utilize  bacteria, 
yeast,  fungi,  cultured  mammalian  cells,  Droso- 
phila, or  cells  from  treated  animals  that  are 
analyzed  in  culture.  Most  of  the  cells  used  in 
these  assays  cannot  metabolize  potential  carcino- 
gens to  the  active  intermediates  that  are  gener- 
ated in  human  tissue.  To  correct  for  this  defi- 
ciency, homogenates  of  rodent  liver  tissue  can  be 
incorporated  into  these  tests. 


The  reliability  of  some  short-term  tests  has 
been  established.  The  Ames  assay,  in  which 
mutations  in  special  strains  of  Salmonella  typhi- 
murium  are  measured,  has  been  used  to  test 
hundreds  of  carcinogenic  and  noncaroinogenic 
chemicals.  The  assay  has  been  found  to  give  a 
high  correlation  ( about  90% ) between  muta- 
genicity and  carcinogenicity,  as  determined  by 
animal  studies,  and  has  identified  suspect  chemi- 
cals that  were  later  found  to  be  carcinogens. 
Other  assays  are  in  various  stages  of  develop- 
ment. In  general  these  assays  show  promise  as 
predictors  of  carcinogenic  activity,  but  have  not 
been  evaluated  with  large  numbers  of  chemicals. 
Several  transformation  assays,  in  which  the  car- 
cinogenic process  is  mimicked  in  culture  by 
causing  normal  cells  to  become  tumorigenic,  are 
being  developed. 

It  is  becoming  clear  that  short-term  assays  are 
a valuable  aid  in  identifying  suspect  carcinogens. 
The  information  from  short-term  tests  is  most 
reliable  when  results  are  considered  on  a case 
by  case  basis  with  data  from  several  different 
types  of  tests — the  battery  approach.  At  this 
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time,  the  information  from  short-term  tests  or 
batteries  of  such  tests  is  considered  to  be  insuf- 
ficient to  justify  a definitive  judgement  on  the 
carcinogenicity  of  a chemical.  Whole  animal 
studies  must  be  performed.  The  value  of  short- 
term assays  is  to  aid  in  setting  priorities  for 
whole  animal  tests,  to  identify  suspect  caroino- 


ME  ME 


gens  early  in  the  development  of  new  product 
candidates,  and  to  provide  guidance  for  design- 
ing out  mutagenic  activity  from  chemicals  that 
are,  or  may  be,  beneficial.  As  short-term  tests 
become  more  sophisticated,  it  is  likely  that  more 
weight  will  be  given  to  the  information  obtained 
from  them. 


ME 


Speakers  on  Speakers  for  June  1977  on  the  Tuesday  radio  program  (11:05  a.m.,  WDEL)  pro- 

"Ask  the  Doctor”  duced  by  the  Medical  Society  of  Delaware  are:  June  7,  Richard  H.  Bonder,  M.D., 
Skin  Cancer;  June  14,  Forrest  G.  Hawkins,  M.D.,  Childhood  Auto  Safety;  June 
21,  Charles  Levy,  M.D.,  Hypertension;  June  28,  Michael  Peters,  M.D.,  Medicine 
for  Coronary  Artery  Disease. 

In  the  News  On  March  29,  1977,  the  Board  of  Directors  of  Milford  Memorial  Hospital  passed 
a resolution  honoring  Felix  Mick,  M.D.,  of  Milford,  for  his  twenty  years  as  Chief 
of  the  Hospital’s  Department  of  Medicine.  The  resolution  commends  Doctor 
Mick  for  his  help  in  forming  hospital  policies  and  expresses  appreciation  for  his 
leadership.  Doctor  Mick  is  being  succeeded  by  Harvey  E.  Mast,  M.D. 

James  E.  Marvil,  M.D.,  of  Lewes,  has  been  elected  by  the  directors  of  Sussex 
Trust  Company  to  serve  as  interim  president  of  the  bank.  He  will  serve  in  the 
position  until  a permanent  successor  to  deceased  President  Robert  Short  is  ap- 
pointed. 

Roger  B.  Thomas,  Jr.,  M.D.,  of  Wilmington,  has  been  elected  a Fellow  of  the 
American  College  of  Physicians. 

Robert  T.  Beattie,  M.D.,  of  New  Castle,  has  been  named  to  a committee  to  study 
marijuana  use  in  Delaware  and  consider  new  means  of  regulation. 

ACP-MKSAP  SV  The  American  College  of  Physicians  will  sponsor  23  courses,  providing  intensive 
review  of  the  entire  spectrum  of  medicine.  The  ACP  courses  complement  self- 
learning activities  (through  the  American  College  of  Physician’s  Medical  Knowl- 
edge Self-Assessment  Program  IV)  and  will  also  serve  to  prepare  physicians  for 
this  fall’s  American  Board  of  Internal  Medicine  Recertification  Examination.  For 
more  information  and  a catalog  on  the  courses  contact:  Registrar,  ACP-MKSAP 
Courses,  American  College  of  Physicians,  4200  Pine  Street,  Philadelphia,  PA 
19104.  Dates  and  locations  of  the  courses  are:  Atlanta,  Georgia,  August  15-19; 
Burlington,  Vermont,  August  15-19;  New  York,  New  York,  August  15-19;  Bir- 
mingham, Alabama,  August  22-26;  Baltimore,  Maryland,  August  29-September 
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2;  Seattle,  Washington,  August  29-September  2;  Ann  Arbor,  Michigan,  Septem- 
ber 7-11;  Richmond,  Virginia,  September  7-11;  San  Francisco,  California,  Sep- 
tember 7-11;  Kansas  City,  Missouri,  September  14-18;  Cambridge,  Massachusetts, 
September  26-30;  Los  Angeles,  California,  September  26-30;  Philadelphia,  Penn- 
sylvania, September  26-30;  Rochester,  Minnesota,  September  26-30,  Washington, 
D.C.,  September  26-30;  Montauk  Point,  New  York,  October  1-5;  Cincinnati,  Ohio, 
October  3-7;  Denver,  Colorado,  October  3-7;  Houston,  Texas,  October  3-7,  Pitts- 
burgh, Pennsylvania,  October  3-7;  Chicago,  Illinois,  October  10-14;  Cleveland, 
Ohio,  Ootober  17-21;  New  Orleans,  Louisiana,  October  17-21. 


CLINICAL  NOTICES  AND  MEETINGS 


Annual  The  Department  of  Otolaryngology  of  the  Abraham  Lincoln  School  of  Medicine,  Uni- 

Otolaryngologic  versity  of  Illinois  at  the  Medical  Center,  will  present  the  ANNUAL  OTOLARYNGO- 

Assembly  LOGIC  ASSEMBLY  OF  1977,  September  10-16,  in  the  Eye  and  Ear  Infirmary  of  the 

University  of  Illinois  Hospital.  For  information  contact:  Otolaryngology,  1855  West 
Taylor  Street,  Chicago,  Illinois  60612. 


Perinatology  The  College  of  Medicine  and  Dentistry  of  New  Jersey  (CMDNJ)  will  sponsor  the 

Conference  Third  Memorial  Ignatz  Semmelweis  Seminar  on  MEDICAL  COMPLICATIONS  IN 

MODERN  PERINATOLOGY,  September  15-18,  Atlantic  City,  New  Jersey.  The  pro- 
gram has  been  approved  for  35  cognates  by  the  ACOG,  32  prescribed  credits  by  the 
AAFP,  and  25  credits  by  the  AMA.  The  program  is  also  open  to  obstetrical  nurses. 
For  information  contact:  Leslie  Iffy,  M.D.,  Program  Director,  Department  of  Obste- 
trics and  Gynecology,  CMDNJ-New  Jersey  Medical  School,  Martland  Medical  Center, 
Newark,  New  Jersey  07107.  Telephone  (201)  643-0407  or  0408. 


American  Cancer  The  American  Cancer  Society  and  the  National  Cancer  Institute  will  sponsor  the  NA- 

Society  Conference  TIONAL  CONFERENCES  ON  THE  LYMPHOMAS  AND  THE  LEUKEMIAS,  Sep- 

tember 29-October  1,  at  the  Waldorf-Astoria  Hotel  in  New  York  City.  The  program 
is  acceptable  for  15Y2  hours  of  Category  I credit  for  the  Physician’s  Recognition 
Award;  15%  elective  hours  by  the  American  Academy  of  Family  Physicians;  Category 
II-D  credit  by  the  American  Osteopathic  Association.  For  information  contact:  Sidney 
J.  Arje,  M.D.,  American  Cancer  Society-National  Cancer  Institute,  National  Conference 
on  the  Lymphomas  and  the  Leukemias,  777  Third  Avenue,  New  York,  New  York  10017. 
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Pediatric 

Orthopedic 

Conference 


The  University  of  Tennessee  College  of  Medicine  will  sponsor  the  PEDIATRIC  OR- 
THOPEDIC CONFERENCE,  October  20-22,  at  the  Sheraton  Hotel,  Gatlinburg,  Ten- 
nessee. The  subject  matter  to  be  covered  will  include  all  aspects  of  pediatric  ortho- 
pedics from  sports  medicine  to  neurological  problems  for  the  family  practitioner,  the 
pediatrician,  and  the  orthopedic  surgeon.  For  information  contact:  Harvey  L.  Good- 
man, M.D.,  Director,  Continuing  Medical  Education,  University  of  Tennessee  Center 
for  the  Health  Sciences,  1925  Alcoa  Highway,  Knoxville,  Tennessee  37920.  Telephone 
(615)  971-3345. 


Emergency  Medicine  The  Johns  Hopkins  Medical  Institutions  Division  of  Emergency  Medicine,  in  coopera- 
Seminar  tion  with  the  Office  of  Continuing  Education,  University  of  California  at  San  Diego, 

and  the  Emergency  Medical  Associates,  is  sponsoring  EMERGENCY  MEDICINE — 
SYMPOSIUM  II:  TRAUMA  AND  SURGICAL  EMERGENCIES,  to  be  held  in  Balti- 
more, Maryland,  October  31-November  4.  The  program  is  approved  for  40  hours  of 
credit  in  Category  I toward  the  Physician’s  Recognition  Award  of  the  AMA.  For  in- 
formation contact:  Program  Coordinator,  Office  of  Continuing  Education,  Turner  Audi- 
torium, Room  17,  720  Rutland  Avenue,  Baltimore,  Maryland  21205.  Telephone  (301) 
955-5880. 
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FROM  THE  DELAWARE  CANCER  NETWORK* 

SIXTEENTH  ANNUAL  CONFERENCE  ON  DETECTION 
AND  TREATMENT  OF  BREAST  CANCER 


Ruben  A.  Teixxdo,  M.D. 


The  Sixteenth  Annual  Conference  on  “Detec- 
tion and  Treatment  of  Breast  Cancer”  sponsored 
by  the  American  College  of  Radiology  was  held 
in  Houston  in  March  1977.  Dr.  Henry  Leis,  Jr., 
of  New  York  Medical  College,  reported  on  Endo- 
crines,  Estrogens,  and  the  Birth  Control  Medica- 
tion in  the  Etiology  of  Human  Cancer.  Accord- 
ing to  the  most  recent  information  he  described 
estrogens  as  either  promotors  or  mediators  in 
reference  to  human  breast  cancer.  He  emphati- 
cally reported  that  widespread  use  of  the  con- 
traceptive pill  has  shown  no  increase  in  breast 
cancer  incidence,  and  that  the  administration  of 
the  exogenous  estrogens  has  shown  an  increased 
incidence  of  breast  cancer  in  two  main  groups: 
premenopausal  women  with  a history  of  breast 
cancer,  and  nulliparous  postmenopausal  women. 

William  McGuire,  M.D.,  Professor  of  Medicine, 
The  University  of  Texas  Health  Science  Center 
at  San  Antonio,  provided  updated  information 
with  regard  to  the  value  of  hormone  receptors 
and  biochemical  markers  in  the  diagnosis  and 
management  of  human  breast  cancer.  He  re- 
emphasized the  importance  of  two  main  types 
of  human  breast  cancer,  hormone-dependent  and 
autonomous  tumors.  In  his  review,  estrogen  re- 
ceptors are  present  in  77%  of  metastatic  lesions. 
He  also  reported  that  11%  of  estrogen  re- 
ceptor negative  tumors  respond  to  endocrine 
therapy  and  about  57%  of  estrogen  receptor 
positive  tumors  respond  to  endocrine  ther- 
apy. He  further  reported  that  there  appears 
to  be  a direct  relationship  between  the  rate  of 


response  and  the  percentage  of  estrogen  receptor 
units  reported  in  the  tumors.  If  less  than  three 
units  of  estrogen  receptors  are  present  in  the 
tumors,  only  6%  of  patients  respond  to  estrogen 
therapy,  and  with  between  three  and  ten  units, 
45%  respond.  When  the  numerical  value  is  be- 
tween 100  and  1000  units,  81%  of  the  patients 
respond  to  endocrine  therapy.  He  also  reported 
that  there  is  a direct  linear  relationship  between 
estrogen  receptors  and  progesterone  receptors  in 
tumors.  For  example,  in  estrogen  receptor  nega- 
tive and  progesterone  receptor  negative  tumors, 
the  response  to  endocrine  therapy  is  0%.  A 
combination  of  estrogen  receptor  negative  and 
progesterone  receptor  positive  tumors  is  a very 
rare  situation;  but  when  estrogen  receptors  are 
positive  and  progesterone  receptors  are  negative, 
only  41%  of  patients  respond.  When  estrogen 
receptors  are  positive  and  progesterone  receptors 
are  also  positive,  81%  of  the  patients  respond  to 
hormone  therapy. 

Dr.  Gerald  Urban  reported  on  minimal  cancers 
as  defined  at  the  Memorial  Sloan-Kettering  Can- 
cer Center  in  New  York  and  reported  98%  ten- 
year  survival. 

The  conference  included  an  interesting  path- 
ology workshop  in  which  the  pathologists  agreed 
that  patients  with  fibrocystic  disease  showing 
atypia  or  epithelial  hyperplasia  belong  to  a high 
risk  group,  and  these  findings  should  be  con- 
sidered seriously  because  of  the  very  high 
probability  that  these  patients  will  ultimately 
develop  breast  cancer. 

The  relative  risk  of  routine  mammography 


Dr.  Teixido  is  Assistant  Director,  Delaware  State  Tumor 
Registry. 


•An  NCI-supported  agency  located  at  1200  Jefferson  Street,  Wilmington,  Delaware  19801.  Tel.  (302)  428-2113. 
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versus  the  anticipated  benefit  was  discussed  in 
some  length,  but  no  firm  decision  reached. 

Dr.  Richard  G.  Lester,  a radiologist  from 
Houston,  Texas,  delivered  a position  paper  of 
the  American  College  of  Radiology  in  reference 
to  the  benefits  of  mammography  and  stated  that 
mammography  is  definitely  indicated  in  the  high- 
risk  group,  and  that  mammography  has  been  of 
great  benefit  and  increased  the  number  of  early 
cancers  found  and  treated.  There  was  general 


agreement  that  I RAD  of  radiation  delivered  to 
the  center  of  the  breast  increases  the  risk  ot 
developing  cancer  by  about  1%  of  normal  inci- 
dence. 

The  final  statistical  fact  given  by  Dr.  Arthur 
C.  Upton,  Professor  of  Pathology,  State  Univer- 
sity of  New  York  at  Stony  Brook,  was  that  the 
natural  observed  incidence  of  breast  cancer  in 
this  country  is  350  cases  per  million  women,  or 
one  in  14  in  their  lifetime. 


« V£  % 


S& etterd  to  the  'Qditor 


To  the  Editor: 

I differ  with  Dr.  Rosenblum’s  editorial  on 
child  abuse  in  your  April  1977  issue  prompted  by 
Judge  Cobin’s  opinion  in  State  v Suarez  (Family 
Court  1977),  reprinted  in  that  same  issue  be- 
cause I feel  that  its  concluding  paragraph  fails 
to  describe  in  sufficiently  strong  terms  the  legal 
duties,  under  Delaware  law,  of  physicians  who 
encounter  child  abuse. 

Dr.  Rosenblum  stated  “it  is  incumbent  upon 
the  medical  profession  to  make  every  effort  to 
recognize  the  possibility  of  child  abuse  in  a 
patient.  Physicians  should  report  the  patient  to 
the  proper  authority.  . . .”  The  law  imposes  a 
stricter  standard  and  severe  penalties  for  non- 
compliance. 

Sections  903  and  904  of  Delaware’s  child  abuse 
statute  (Title  16,  Chapter  9,  Delaware  Code) 
state:  “any  physician  . . . who  knows  or  reason- 
ably suspeots  child  abuse  or  neglect  shall  make 
a report  . . .”  to  the  Division  of  Social  Services 
immediately  via  telephone  or  orally.  Under  Sec- 
tion 909,  failure  to  make  such  a report  is  a 
criminal  offense  with  a penalty  of  15  days  im- 
prisonment or  a $100  fine  or  both.  Section  906 
of  the  act  gives  anyone  making  a report  of  child 
abuse  or  suspected  child  abuse  complete  im- 
munity from  civil  and  criminal  liability  if  he 
or  she  acts  in  good  faith.  The  physician-patient 
privilege  is  not  applicable  in  judicial  proceed- 


ings stemming  from  such  reports  by  virtue  of 
Section  90S.  In  addition.  Judge  Cobin’s  opinion 
cited  a California  Supreme  Court  case,  Landeros 
v Flood,  131  Cal  69,  551  P 2d  3S9  (1976)  hold- 
ing that  the  failure  by  a physician  to  diagnose 
and  report  to  the  proper  authorities  a case  of 
battered  child  syndrome  could  be  the  basis  for 
a civil  suit  for  damages  against  the  physician. 

In  fairness  to  Dr.  Rosenblum,  his  editorial  did 
state  that  there  is  “legislation  in  almost  every 
state  requiring  phvsicians  to  report  cases  of 
suspected  abuse  of  children  yet  giving  the  phy- 
sician legal  protection  in  ensuing  suits.’’  How- 
ever, I believe  the  editorial  did  not  sufficiently 
emphasize  the  mandatory  nature  of  child  abuse 
reports,  the  legal  immunity  for  physicians  who 
make  them,  and  the  very  severe  penalties  for 
failure  to  make  such  reports.  Too  many  child 
abuse  reports  come  from  our  hospital  emergency 
rooms  and  pediatrics  departments  which,  by 
their  very  nature,  treat  the  most  severe  cases. 
Too  few  reports  come  from  physicians  in  private 
practice  who  might,  by  prompt  reports,  be  able 
to  halt  child  abuse  before  hospital  care  is  needed. 
I hope  this  letter*  will  encourage  more  physi- 
cians to  participate  in  the  statutory  reporting 
program. 

David  Clayton  Cajsrad,  Esq. 

Wilmington,  Delaware 

•Editor’s  Note:  It  should,  or,  it  shall,  do  so? 
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To  the  Editor: 

I happened  to  read  a copy  of  the  article  by 
Ann  Corrozi,  R.D.,  and  Nannette  Cannon,  R.D., 
in  the  February,  1977  issue  of  your  journal.  They 
asked  how  one  might  handle  the  distraught 
parent  who  sees  a glimmer  of  hope.  I would 
suggest  that  the  physician  write  to  Syntex  and 
ask  for  copies  of  Tips  on  the  Detection  of  Food 
Sensitivity.  This  booklet  includes  a diet  which 
excludes  artificial  food  coloring  as  well  as  milk, 
wheat,  egg,  chocolate,  and  sugar.  In  my  per- 
sonal experience  this  relieves  symptoms  of  chil- 
dren who  have  sensitivities  to  these  particular 
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items  within  one  week,  and  then  by  adding  the 
foods  one  at  a time  back  into  the  diet  one  can 
readily  see  which  foods  cause  which  symptoms. 
This  at  least  helps  the  parent  to  know  whether 
the  hyperkinetic  child  is  having  symptoms  due 
to  food  items.  There  are  other  bits  of  informa- 
tion which  are  practical  and  might  also  help 
parents  or  physicians  in  coping  with  these  prob- 
lems. 

Doris  J.  Rapp,  M.D. 
Buffalo,  New  York 

Dr.  Rapp  is  a pediatric  allergist. 
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COMPLICATIONS  FROM  METHYLPREDNISOLONE 
ACETATE  (DEPO-MEDROL®) 

When  Injected  Into  the  Orbit,  Subarachnoid,  or 
Subdural  Spaces 


Speakers:  Robert  Abel,  Jr.,  M.D. 

Dewey  A.  Nelson,  M.D. 
James  L.  Bernat,  M.D. 
Moderator:  Thomas  S.  Vates,  Jr.,  M.D. 

Editor:  Dewey  A.  Nelson,  M.D. 


Dr.  Vates : Our  symposium  will  emphasize 
damage  to  tissues  of  the  orbit  and  to  the  central 
nervous  system.  Dr.  Robert  Abel  of  the  De- 
partment of  Ophthalmology  of  the  Wilmington 
Medical  Center  is  the  first  speaker.  One  might 
wonder  why  an  ophthalmologist  would  be  the 
lead-off  speaker  at  this  conference  organized  by 
the  Seotion  of  Neurology  to  deal  predominantly 
with  the  oentral  nervous  system.  As  neurologists 
we  work  closely  with  our  ophthalmologists,  and 
that’s  as  it  should  be.  Also,  let  us  not  forget 
that  from  a developmental  standpoint,  the  eye 
has  a special  place  in  the  embryology  of  the  spe- 
cial sense  organs.  In  the  human,  the  optic  sulci 
appear  as  the  neural  tube  is  formed  and  then 
evaginate  to  form  the  optic  vesicles.  The  eye 
is  thus  really  part  of  the  brain.  Dr.  Abel  will 
discuss  ocular  complications  of  Depo-Medrol 
( Upjohn). 

Dr.  Vates  is  a senior  in  the  Department  of  Medicine,  Section 
of  Neurology,  Wilmington  Medical  Center,  Wilmington,  Delaware. 

Dr.  Abel  is  an  associate  in  the  Department  of  Ophthalmology, 
Wilmington  Medical  Center. 

Dr.  Nelson  is  a senior  in  the  Department  of  Medicine,  and 
Chief  of  the  Section  of  Neurology,  Wilmington  Medical  Center. 

Dr.  Bernat  is  senior  resident,  Division  of  Neurology,  Dartmouth- 
Hitchcock  Medical  Center,  Hanover,  New  Hampshire. 

Adapted  from  a Symposium  at  the  Wilmington  Medical  Center. 
June,  1976 


Dr.  Abel:  Since  Coles  and  others  first  reported 
the  use  of  periocular  steroids  in  ocular  inflam- 
matory diseases,  the  ophthalmologist’s  awareness 
of  these  procedures  has  grown.  Several  corti- 
costeroid preparations  have  been  investigated 
(triamcinolone,  methylprednisolone  sodium  suc- 
cinate, and  methylprednisolone  acetate)  as  well 
as  different  techniques  of  inoculation.  With  the 
increasing  acceptance  of  periocular  Depo-Medrol 
therapy,  many  satisfying  results  have  been  seen 
in  chronic  inflammatory  disorders,  but  several 
complications  have  also  been  uncovered.  When 
the  indications  are  appropriate  and  the  injeotions 
are  given  correctly,  the  results  can  be  excellent. 

Topical  steroids  can  be  employed  for  inflam- 
matory conditions  of  the  anterior  third  of  the 
eye,  that  is  to  say,  anterior  to  the  lens.  The 
corticosteroid  does  not  penetrate  any  further 
than  the  crystalline  lens.  Systemic  steroids  do 
enter  the  eye,  especially  when  the  blood-aqueous 
barrier  is  altered.  The  chronic  administration  of 
large  doses  of  systemic  steroids  to  provide  ade- 
quate intraocular  levels,  however,  is  associated 
with  well  known  steroid  complications.  There- 
fore, orbital  repository  steroid  injection  has  a 


Del  Med  Jrl,  June  1977 — Vol  49,  No  6 


331 


Complications  from  Methylprednisolone  Acetate  (Depo-MedroP) 


specific  role  in  ophthalmic  therapy  to  deliver 
corticosteroids  to  the  target  organ  without  sys- 
temic toxicity. 

Corticosteroids  are  of  great  value  in  a wide 
variety  of  eye  diseases,  especially  in  the  man- 
agement of  uveitis  ( iritis,  anterior  uveitis,  granu- 
lomatous uveitis,  cyclitis  or  pars  planitis,  and 
posterior  uveitis  or  retinochoroiditis,  which  is  an 
inflammation  in  the  middle  layer  of  the  eye).  In 
many  cases,  short-term  administration  of  topical 
steroids  in  conjunction  with  cycloplegic  agents 
may  be  adequate;  however,  for  chronic  disorders, 
depot  injection  is  considered.  Hypersensitivity 
diseases  of  the  external  eye,  disciform  edema  of 
the  cornea  ( the  stromal  phase  of  herpes  simplex 
keratitis),  and  post-operative  ocular  surgical  care 
are  some  of  several  disorders  which  are  amen- 
able to  local  steroid  therapy.  ( Table  1 ) The  ad- 
vantage of  topical  steroids  in  these  diseases  is 
that  the  steroids  can  be  rapidly  tapered  to  a 
minimal  effective  dosage  and  also  quickly  in- 
creased as  indicated. 

In  chronic  or  long-acting  conditions  of  the  an- 
terior and  posterior  eye,  the  use  of  Depo-Medrol 
can  be  considered.  (Table  1)  Topical  steroids 
have  demonstrated  little  or  no  value  in  condi- 
tions such  as  chronic  anterior  uveitis,  the  ocular 
inflammation  caused  by  suspected  histoplasmosis 
or  toxoplasmosis,  or  optic  neuritis.  The  subcon- 
junctival route  provides  higher  concentrations  of 
steroid  in  the  anterior  uvea.  In  the  experimental 
animal,  retrobulbar  administration  has  been 
shown  to  deliver  high  concentrations  of  medicine 
to  the  optic  nerve,  choroid,  and  retina  and  are 
clinically  effective  in  selected  patients  with  pos- 
terior ocular  disease. 

Depot  steroids  possess  the  same  complications 
as  do  repeated  topical  steroids  (Table  2);  how- 
ever, with  depot  injections,  the  physician  cannot 
control  the  dosage  once  it  is  administered.  The 
complications  may  be  mechanical  or  steroid-  re- 
lated. After  subconjunctival  steroid  administra- 
tion, a number  of  patients  demonstrate  a per- 
sistent accumulation  of  a whitish  material. 
Therefore,  drug  delivery  beneath  Tenon’s  cap- 
sule or  through  the  lid  is  advocated  by  many. 
Multiple  injections  through  the  orbital  septum 
can  produce  a laxity  or  entropion  of  the  lid,  while 
the  rare  accidental  inoculation  into  a muscle 


TABLE  1 

OCULAR  CONDITIONS  RESPONSIVE  TO 
CORTICOSTEROID  THERAPY 

Topical  Administration: 

Allergic  blepharitis  and  conjunctivitis 
Seborrheic  blepharoconjunctivitis 
Contact  dermatitis  blepharoconjunctivitis 
Phlyctenular  keratoconjunctivitis 
Vernal  keratoconjunctivitis 
Irritant  and  chemical  conjunctivitis  and 
keratitis 

Staphylococcal  marginal  ulcers 
Superficial  punctate  keratopathy 
Infiltrative  corneal  disease 
Viral  keratitis:  adenovirus  (late),  herpes 

zoster,  herpes  simplex  (stromal  phase), 
vaccinia 

Interstitial  keratitis 
Acne  rosacea 

Post-operative  corneal  surgery 
Corneal  graft  reactions 
Scleritis  and  episcleritis 

Subconjunctival  Administration: 

Corneal  graft  reactions 
Iritis,  iridocyclitis 
(?)  Juvenile  xanthogranuloma 
Pars  planitis,  posterior  uveitis 
Intraocular  surgery  (selected  cases  with  pre- 
existing inflammatory  conditions) 

Sub-Tenon’s  or  Retrobulbar  Administration: 
Posterior  uveitis 
Uveal  effusion  syndrome 
Pseudotumor  of  the  orbit 
Retinal  vasculitis 
Temporal  arteritis 
Toxoplasmosis  retinochoroiditis 
(?)  Histoplasmosis  retinitis 
Optic  neuritis 
Sympathetic  ophthalmia 
( ?)  Arachnoiditis 


sheath  may  cause  ocular  motility  problem.  By 
far  the  greatest  hazard  of  orbital  Depo-Medrol 
administration  has  been  the  inadvertent  intra- 
ocular injection  of  this  material.  In  several  re- 
ports, this  complication  has  resulted  in  intra- 
ocular scarring  and  irreparable  deterioration  of 
vision.  At  die  present  time,  we  are  unaware  of 
orbital  toxicity  of  Depo-Medrol  (which  includes 
polyethylene  glycol  and  buffers  in  addition  to 
the  methylprednisolone);  however,  this  has  never 
been  specifically  investigated. 
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TABLE  2 

COMPLICATIONS  OF  TOPICAL  AND 
DEPOT-CORTICOSTEROID  THERAPY 

Open-angle  glaucoma  in  susceptible  individuals 

Posterior  subcapsular  cataract 

Reversible  pupillary  dilation 

Slight  ptosis 

Change  in  periocular  flora  and  susceptibility  to 

infection  (Concomitant  ocular  disease  is  usu- 
ally necessary. ) 

Recurrence  and  exacerbation  of  pseudomonas, 
herpes  simplex,  and  fungal  keratitis 

Corneal  dehydration  with  superficial  punctate 
keratopathy,  delayed  re-epithelialization, 
melting 

Retarded  wound  healing 

The  most  frequently  encountered  complication 
of  repeated  steroid  administration  is  the  develop- 
ment by  many  patients  of  ocular  hypertension. 
In  other  words,  if  bi-weekly  Depo-Medrol  inocu- 
lations were  to  be  given  for  several  months,  20- 
30%  of  the  patients  would  develop  a variably 
reversible  glaucoma-like  condition.  In  addition, 
cataract  development  may  be  seen  in  patients 
receiving  steroids  by  any  route  of  administration 
over  a long  period  of  time,  although  the  chronic 
intraocular  inflammatory  conditions  which  neces- 
sitate the  therapy  may  also  give  rise  to  cataract 
formation.  Depot-steroid  administration  during 
the  time  of  ocular  surgery  may  also  increase  sus- 
ceptibility to  infection;  therefore  this  technique 
is  limited  to  patients  in  whom  there  is  evidence 
of  pre-existing  inflammatory  disease. 

In  summary,  we  are  aware  that  corticosteroids 
delivered  to  the  eye  represent  a double-edged 
sword.  Orbital  administration  of  Depo-Medrol 
has  precise  indications  for  a few  chronic  inflam- 
matory conditions  affecting  the  more  posterior 
tissues  of  the  eye  for  which  systemic  steroids 
would  be  the  only  alternative.  Meticulous  tech- 
nique must  be  exercised  since  superficial  inocu- 
lation under  the  conjunctiva  will  cause  the  ac- 
cumulation of  a whitish  material  which  only 
slowly  disappears.  With  forced  penetration  dur- 
ing inoculation,  there  always  exists  the  possibility 
of  inadvertent  ocular  perforation. 


Depo-Medrol  administration  in  the  orbit  has 
some  very  specific  indications  and  has  been  of 
excellent  value  in  the  hands  of  ophthalmologists 
who  are  familiar  with  the  delivery  technique. 
With  depot-steroids,  there  is  no  way  to  taper 
corticosteroid  therapy  rapidly  when  the  condition 
abates  or  when  complications  (ie,  secondary 
glaucoma  or  cataract  formation)  ensue.  There 
is  always  the  possibility  that  future  toxicity  will 
be  discovered  with  increasing  experience. 

Dr.  Votes-.  Our  next  speaker  is  Dr.  Dewey  A. 
Nelson,  Chief  of  the  Section  of  Neurology  of  the 
Wilmington  Medical  Center.  Between  1963  and 
1970,  Dr.  Nelson  and  others  began  to  investigate 
the  effects  of  intrathecal  steroids  given  as  treat- 
ment to  patients  with  multiple  sclerosis.  This 
work  has  been  presented  and  published  on  sev- 
eral occasions,  and  this  investigation  is  continu- 
ing. 

Dr.  Nelson:  Nine  patients  with  arachnoiditis 
as  a complication  from  steroid  administration 
are  summarized.  (Table  3)  Six  of  these  patients 
are  from  this  community;  three  have  been  re- 
ported in  the  literature  from  other  parts  of  the 
United  States  and  France.  Patient  No.  6 who 
will  be  discussed  by  Dr.  Bernat,  was  seen  and 
autopsied  at  Dartmouth  in  Hanover,  New  Hamp- 
shire. 

The  first  patient,  reported  in  Review  Neuro- 
logique,  was  a 27-year-old  male  who  received 
12  spinal  injections  of  hydrocortisone,  probably 
of  the  acetate  type.  If  he  had  received  suocinate, 
he  probably  would  have  had  seizures,  which 
have  been  reported  many  times  when  that  type 
of  steroid  is  rapidly  released.  These  injections 
were  given  over  a 96-day  period  for  multiple 
sclerosis  attacks  affecting  the  optic  nerves,  cere- 
bellum, and  spinal  cord.  He  was  given  dilute 
injections  of  2.5%  hydrocortisone  only;  I am 
unsure  of  the  total  dosage  in  milligrams.  He 
developed  pain  and  additional  weakness  of  his 
legs;  die  spinal  fluid  prctein  rose  from  550  rng/dl 
to  600  mg/dl.  Myelogram  revealed  a complete 
block  to  the  dye  between  T3  and  T7,  following 
which  he  was  taken  to  neurosurgery.  He  im- 
proved after  arachnoidal  fibrous  tissue  was  re- 
moved. I want  to  emphasize  the  rapid  onset  of 
leg  pain,  the  increasing  spinal  fluid  protein,  the 
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Complications  from  Methylprednisolone  Acetate  (Depo-MedroF ) 


mid-thoracic  spinal  block,  and  the  fact  that  this 
was  the  only  patient  of  the  nine  we  are  report- 
ing who  did  not  receive  Depo-Medrol. 

Patient  No.  2 came  to  our  attention  after  we 
had  published  our  first  report  of  Depo-Medrol 
complications  in  Acta  Neurologica  Scandinavica 
in  1973.  This  patient  was  autopsied  in  1967, 
following  terminal  pneumonia  and  decubitous 
infections.  Her  illness  ran  a protraoted  course 
from  1964  to  1967  with  progressive  paraplegia 
developing  during  her  eight  injections  of  from 
40  to  80  mg  of  methylprednisolone  acetate.  She 
also  had  chest  pain  and  loss  of  bladder  control. 
The  protein  content  in  cerebrospinal  fluid  from 
her  first  spinal  tap  was  only  26  mg/dl,  but  over 
the  next  ten  months,  as  her  injections  were  given 
the  protein  increased  to  1740  mg.  Her  myelo- 
gram showed  blockage  at  many  levels;  blockage 
was  complete  at  T7. 

Neuropathologic  examination  showed  that  she 
had  numerous  plaques  of  multiple  sclerosis.  The 
subarachnoid  space  was  almost  totally  replaced 
by  scar  tissue.  (Figure  1)  Surgical  removal  was 
not  possible  because  of  her  advanced  multiple 
sclerosis  and  the  multiple  levels  of  scarring. 

Case  No.  3 was  reported  by  Dr.  Norman  Gold- 
stein of  the  Mayo  Clinic  in  1970.  The  patient, 
a Wilmington  resident,  received  all  17  of  her 
injections  at  the  Mayo  Clinic  over  a 22-month 
period.  We  do  not  know  what  the  original  cere- 
brospinal fluid  protein  was  when  the  diagnosis 
of  multiple  sclerosis  was  made,  but  when  she 
came  to  neurosurgery  in  Rochester,  Minnesota, 
it  had  gradually  asoended  from  22  to  115  mg/dl. 
Her  block  was  from  T12  to  LI;  she  regained 
some  function  after  her  operation. 

We  have  already  reported  cases  4,  5,  and 
7 in  Table  3.  The  first  two  cases  were  in  our 
investigative  series,  as  we  attempted  to  repeat 
the  results  of  Dr.  George  Boines,  who  claimed 
80%  improvement  with  remissions  beginning 
24  hours  after  injection  into  the  subarachnoid 
space.  He  also  reported  that  improvement  lasted 
from  three  months  to  one  year,  regardless  of  the 
chronicity  of  the  disease.  In  1953  Dr.  George  Ka- 
men  originally  reported  this  therapeutic  regimen, 
used  on  a single  patient,  in  the  Journal  of  the 
American  Geriatrics  Society.  The  title  of  his  paper 


FIGURE  1 

Cervical  spinal  cord,  right  anterior  funiculus  along- 
side of  the  anterior  median  fissure.  Meninges  (ar- 
row) are  shown  greatly  thickened,  and  there  is 
round-cell  infiltrate  in  connective  tissue  and  neural 
elements.  (H  & E x 10) 

states  that  hydrocortisone  (not  Depo-Medrol) 
was  injected  into  the  subdural  space;  it  was 
really  instilled  into  the  subarachnoid  space. 

We  had  intended  to  perform  100  injections  in 
patients  with  acute  attacks  of  multiple  sclerosis, 
and  we  were  particularly  interested  in  studying 
patients  with  spinal  cord  attacks,  for  we  wished 
to  study  the  effects  on  new,  not  sclerotic,  plaques 
located  in  the  cord.  This  type  of  patient  was 
chosen  because  the  steroid  is  known  to  disappear 
rapidly  above  the  foramen  magnum  where  it  is 
absorbed  as  it  ascends  from  the  lumbar  sac.  Our 
study  was  terminated  after  83  injections  for  46 
separate  attacks  in  23  patients,  and  we  published 
our  results  promptly  because  one  of  our  patients 
developed  an  almost  fatal  sterile  meningitis  ( just 
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Complications  from  Methylprednisolone  Acetate  (Depo-Medrol®) 


FIGURE  2 

Thoracic  spinal  cord,  at  level  of  T7.  Six  ml  of 
Pantopaque  is  trapped  (see  arrow);  patient  is  in 
120°  head-down  position. 

as  was  reported  by  Goldstein  et  al  in  1970)  and 
two  patients  developed  arachnoiditis  requiring 
neurosurgery. 

Patient  No.  4,  a 28-year-old  woman  who  re- 
ceived 16  injections  over  three  years,  had  a block 
at  T7.  (Figure  2)  She  improved  after  surgery. 
Patient  No.  5,  a 27-year-old  man,  received  five 
injections  over  11  months.  His  partial  block  was 
in  the  lumbar  area  at  L4-L5.  (Figure  3)  At  the 
time  of  neurosurgery,  a thick,  gelatinous  material 
was  found  in  extradural  location.  This  was 
thought  to  be  atypical  disc  material,  but  possibly 
it  was  the  same  whitish  material  mentioned  bv 
Dr.  Abel  which  has  been  seen  in  orbital  tissue 
injected  with  Depo-Medrol. 

Patient  No.  7 was  given  16  injections  over 
seven  years  by  another  doctor  in  this  community. 
His  CSF  protein  also  climbed  to  the  high  level 
of  500  mg/dl.  Neurosurgery  was  not  recom- 
mended because  of  the  multiple  levels  of  scar 
tissue  formation.  (Figures  4 and  5)  This  patient 


FIGURE  3 

Lumbar  myelogram,  with  needle  placed  at  L3-L4. 
There  is  an  irregular  filling  defect  seen  in  dye 
column  at  L4-L5. 


was  reported  in  the  Archives  of  Neurology  in 
1976. 

The  eighth  and  ninth  patients  have  not  been 
reported  yet,  but  were  similar.  Their  CSF  pro- 
teins gradually  increased,  and  spinal  fluid  blocks 
were  in  the  thoracic  or  high  lumbar  regions. 
(Figures  6 and  7) 

As  far  as  improvement  following  Depo-Medrol 
was  concerned,  52%  of  patients  showed  no 
change,  31%  worsened,  and  only  17%  improved. 
(Table  4)  These  were  far  different  results  from 
those  reported  by  Boines  and  others,  who  claimed 
70%  to  90%  improvement.  In  1970  Dr.  Gold- 
stein demonstrated  only  16%  improvement,  re- 
sults quite  similar  to  our  own. 

Table  5,  from  our  1973  study,  demonstrates 
that  the  protein  in  the  spinal  fluid  tended  to 
rise.  Cerebrospinal  fluid  protein  was  increased 
in  59%  of  our  patients  after  treatment  compared 
to  38%  who  had  elevated  protein  before  treat- 
ment. This  has  been  reported  by  others  who 
have  also  emphasized  that  the  cells  also  rise. 
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Complications  from  Methylprednisolone  Acetate  (Depo-Medrol®) 


These  phenomena,  plus  the  frequently-reported 
leg  and  back  pain  immediately  after  the  intra- 
spinal  injection,  prove  that  the  material  is  quite 
irritating. 


FIGURE  4 

Upper  lumbar-lower  thoracic  area.  Pantopaque 
dye  is  partially  blocked  a*  LI  with  some  dye  slowly 
trickling  past  T12  on  the  right  side. 


FIGURE  5 

Bizarre  "candle  drippings”  defects  from  T1  to  T6 
with  patient  in  120°  head-down  position.  The 
Pantopaque  remained  “hung  up”  in  this  same  posi- 
tion on  follow-up  radiographs  with  the  patient 
sitting. 
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FIGURE  6 

Irregular,  incomplete  block  at  LI  and  L2  (lower 
arrow).  A few  droplets  of  dye  slipped  past  at 
T 7.  Cisternal  tap  delivered  a heavy  column  of 
dye  above  that  point  to  outline  arachnoidal  block 
at  that  level  (upper  arrow). 


Why  should  the  thoracic  spinal  cord  be  the 
predominant  area  of  spinal  block?  Dr.  Jerome 
B.  Posner,  neurologist-in-chief  at  Memorial  Hos- 
pital in  New  York  has  reminded  us  that  the 
thoracic  subarachnoid  space  is  the  most  narrow 
area.  He  noted  this  in  a remarkable  set  of  serial 
sections  of  tumor  cells  which  he  seeded  in  experi- 
mental animals  to  produce  a model  for  carcino- 
matous arachnoiditis. 

One  of  our  neurology  residents  pointed  out  to 
us  that  Depo-Medrol  is  thick,  viscid,  and  heavy. 


FIGURE  7 

Irregular,  tapered  filling  defect  from  L2  to  L5  on 
the  right  side.  Caudal  sac  narrowed  and  short- 
ened. 

and  so  tends  to  migrate  to  the  thoracic  kyphosis 
when  the  patient  lies  on  his  back  in  bed  after 
spinal  tap.  These  two  explanations  may  well 
explain  why  thoracic  blocks  are  characteristic. 


Del  Med  Jrl,  June  1977 — Vol  49,  No  6 


339 


Complications  from  Methylprednisolone  Acetate  (Depo-MedroF) 


TABLE  4 

CLINICAL  COURSE 

Patients  Attacks  Injections 


Number 

Per  Cent 

Number 

Per  Cent 

Number 

Per  Cent 

Improved 

4 

17% 

12 

26% 

18 

22% 

Worsened 

7 

31% 

9 

20% 

13 

16% 

No  Change 

12 

52% 

25 

54% 

52 

62% 

Total 

23 

100% 

46 

100% 

63 

100% 

In  summary,  we  and  others  have  found  no  con- 
sistent clinical  improvement  from  Depo-Medrol 
such  as  has  been  reported  by  others  in  patients 
with  multiple  sclerosis.  We  did  find  that  two 
of  our  23  patients  developed  serious  arachnoidi- 
tis, one  developed  sterile  meningitis.  More  than 
10%  had  some  complication.  The  characteristic 
signs  of  arachnoid  blockage  are  pain,  leg  weak- 
ness, bladder  disturbances,  progressive  elevation 
of  spinal  fluid  protein,  and,  finally,  the  classical 
signs  of  arachnoiditis  on  myelography. 

Dr.  Votes : Our  final  speaker  is  Dr.  James  L. 
Bemat  from  the  Division  of  Neurology  at  the 
Dartmouth-Hitchcock  Medical  Center  in  Han- 
over, New  Hampshire.  He  and  four  other  inves- 
tigators first  presented  this  study  at  the  twenty- 
eighth  annual  meeting  of  the  American  Academy 
of  Neurology  in  Toronto.  Dr.  Nelson  was  in- 
vited to  discuss  their  paper;  we  are  pleased  to 
have  Dr.  Bernat  as  our  visitor  today. 

Dr.  Bernat:  We  have  heard  that  the  efficacy 
of  Depo-Medrol  is  controversial  when  given  in- 
trathecally.  What  is  no  longer  controversial  is 
that  its  use  is  risky.  In  addition  to  the  transient 
immediate  effects  (which  include  meningeal  irri- 
tations, bladder  paralysis,  paresthesias  of  legs) 
that  occur  after  any  intrathecal  injeotion  of 
steroids,  there  are  further  complications  of  a 
more  serious  nature.  These  include  adhesive 


arachnoiditis,  aseptic  meningitis,  tuberculous 
meningitis,  cryptococcal  meningitis,  extradural 
abscess,  and  sclerosing  spinal  pachymeningitis. 

My  discussion  will  deal  with  the  last  named 
condition.  After  a brief  case  history,  I will  dis- 
cuss the  pharmacology  of  Depo-Medrol,  and  then 
some  of  the  recent  literature  which  discusses  how 
great  the  risks  of  its  use  really  are. 

Our  case  report*  is  that  of  a 35-year-old  wom- 
an, who  in  1972  related  a ten-year  history  of 
remissions  and  exacerbations  of  multiple  sclero- 
sis, which  included  paresthesias  of  limbs,  ataxia, 
and  urinary  retention.  She  had  bilateral  inter- 
nuclear  ophthalmoplegia,  temporal  pallor  of  the 
optic  discs,  vertical  nystagmus,  diminished  vi- 
bration and  position  sensations,  hyper-reflexia, 
Babinski  reflexes,  and  euphoria. 

The  spinal  fluid  protein  on  her  first  spinal  tap 
was  46  mg/dl  and  contained  26%  gamma  globu- 
lin. The  diagnosis  of  multiple  sclerosis  was  made; 
over  the  next  year  she  received  six  intrathecal 
injections  of  Depo-Medrol  by  her  local  physician. 
The  patient  claimed  transient  subjective  im- 
provement following  each  injection,  but  no  ob- 
jective improvement  was  documented,  and  her 
illness  progressed.  In  February,  1975  she  re- 
ceived 80  mg  of  the  medication  without  either 

‘Bernat  JL,  Sadowsky  CH,  Vincent  FM  et  al:  Sclerosing  spinal 
pachymeningitis.  J Neurol,  Neurosurg,  Psychiat  39:1124-1128, 
1976.  Published  with  the  permission  of  the  Editor. 


TABLE  5 


SPINAL 

FLUID  ABNORMALITIES 
Pre- 

Treatment 

BEFORE  AND 

AFTER  TREATMENT 
Post- 

Treatment 

Spinal  Taps 

Number 

Per  Cent 

Spinal  Taps 

Number 

Per  Cent 

Performed 

Abnormal 

Abnormal 

Performed 

Abnormal 

Abnormal 

Protein  > 45ml/dl 

18 

7 

38 

37 

22 

59 

Cells  > 1 0/mm3 

18 

1 

6 

34 

2 

6 

Colloidal  gold  abnormal 

17 

4 

23 

19 

3 

16 

Gamma  globulin  > 15% 

3 

2 

66 

5 

1 

20 
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subjective  or  objective  improvement.  In  Octo- 
ber, 1975  she  suddenly  developed  headache,  right 
hemiparesis,  and  a nonfluent  aphasia.  Lumbar 
puncture  was  attempted,  but  the  pressure  was 
so  low  that  the  fluid  had  to  be  aspirated.  It  con- 
tained 34  red  cells  and  no  WBC.  The  protein 
was  1600  mg/dl;  glucose  was  90  mg/dl.  Culture 
revealed  no  growth.  At  her  insistence,  Depo- 
Medrol,  80  mg  was  given  intrathecally.  Four 
days  later  she  had  a sudden  cardiorespiratory 
arrest.  Note  that  she  had  not  undergone  mye- 
lography, nor  had  intrathecal  medications  other 
than  Depo-Medrol  been  given.  At  no  time  did 
she  have  clinical  or  laboratory  indications  ot 
meningitis. 

At  post-mortem  examination  three  major  cen- 
tral nervous  system  pathologic  processes  were 
found:  multiple  sclerosis,  intracerebral  hemor- 
rhage, and  sclerosing  spinal  pachymeningitis. 
The  entire  spinal  cord  and  cauda  equina  were 
encased  by  firm,  brownish,  dense  cicatricial  tissue 
which  obliterated  and  enlarged  the  dura,  and 
adhered  it  to  the  arachnoid.  This  section  was 
cut  in  the  area  of  the  lumbar  cord.  It  shows  hy- 
perplastic meninges,  with  prominent  subdural 
neomembranes  underlying  the  tickened  dura. 
(Figure  8) 

In  a transverse  section  through  the  lumbar 


meninges,  one  can  see  three  distinct  subdural 
neomembranes  in  detail.  (Figure  9)  Note  that 
the  oldest,  most  collagen  membrane  is  innermost, 
whereas  the  most  recent  and  most  cellular  mem- 
brane is  outermost.  We  think  that  the  most 
recent  injection  was  trapped  in  dense  scar  tissue. 
Our  pathologist  indicated  this  was  likely  the 
area  of  her  recent  injection  because  of  the  cellu- 
lar appearance  of  the  hemorrhage  noted  at  post- 
mortem examination.  The  subarachnoid  space 
was  involved  in  a similar  but  less  severe  manner, 
with  old  and  recent  changes,  similar  to  those 
shown  by  Dr.  Nelson. 

The  subdural  space  reacts  to  repeated  injury 
by  proliferation  of  fibroblasts  from  the  inner 
loose  areolar  layer  of  the  dura.  This  produces 
concentric  subdural  fibrous  laminae.  The  oldest 
layer  is  always  located  towards  the  interior,  and 
the  newer  areas,  nearer  the  outer  areolar  layer  of 
the  dura.  This  laminar  proliferation  seems  char- 
acteristic of  the  subdural  space.  It  is  seen  in 
subdural  hematomas,  subdural  empyema,  and 
syphilitic  and  tuberculous  infections.  We  pre- 
sume that  this  patient  began  a “second  sac”  in 
her  subdural  space  early  in  her  course,  either 
because  of  unintentional  subdural  Depo-Medrol 
injections  or  from  back  leakage  of  spinal  fluid 
through  the  arachnoid  perforation. 


FIGURE  8 

Two  spinal  cord  sections  showing 
encasement  by  brownish,  dense 
scar  tissue,  which  thickened  the 
dura  and  adhered  it  to  the  arach- 
noid membrane. 
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FIGURE  9 

Transverse  section  through  the 
lumbar  meninges  showing  fusion 
of  arachnoid  and  dura  (arrow). 
The  oldest  membrane  is  innermost 
(bottom  of  figure)  and  most  re- 
cent neomembrane  showing  cel- 
lular features  outermost  (top  of 
figure).  ( H & E x 200) 


Depo-Medrol  is  a suspension  of  methylpred- 
nisolone acetate  in  a solution  of  polyethylene 
glycol  (a  non-ionic  detergent)  and  myristyl- 
gamma-picolinium  chloride  (a  long  chain  fatty 
acid)  so  designed  to  produce  a micelle.  Clinically 
and  experimentally  it  has  been  demonstrated 
that  this  medication  produces  inflammation  when 
injected  into  the  subarachnoid  space.  In  fact, 
there  is  almost  a dosage  related  polymorpho- 
nuclear response  that  exceeds  200  WBC/omm  at 
24  hours  after  an  80  mg  dose.  The  pleocytosis 
takes  a week  to  resolve.  As  has  been  described, 
there  is  also  a dose-related  rise  in  the  CSF  pro- 
tein. 

It  has  also  been  shown  that  intrathecally  in- 
jected nonionic  detergents  produce  adhesive 
arachnoiditis.  Specifically,  propylene  glyool  (a 
congener  of  polyethylene  glycol)  is  necrotizing 
to  axons,  myelin,  and  connective  tissue  in  low 
concentrations.  We  believe  that  it  is  the  glycol 
fraction  of  Depo-Medrol  which  produces  the  ex- 
tensive meningeal  inflammation,  the  subsequent 
repair  of  which  leads  to  sclerosing  arachnoiditis 
or  pachymeningitis. 

Dullerud  and  Morland  recently  reported  a very 
disturbing  finding.®  In  an  attempt  to  reduce 

•Dullerud  R,  Morland  TJ : Adhesive  arachnoiditis  after  lumbar 
radiculography  with  dimer-x  and  Depo-Medrol.  Rad  119:153-155, 
1976. 


post-myelographic  complications  following  the 
use  of  water-soluble  medium  Dimer-X,  two 
groups  of  patients  were  studied.  One  group 
received  Dimer-X  alone;  follow-up  myelograms 
on  nine  of  these  patients  between  50  days  and 
three  years  later  were  normal.  However,  fifteen 
patients  who  had  received  Depo-Medrol  along 
with  the  myelogram  dye  were  shown  after  the 
same  interval  to  have  arachnoiditis,  most  promi- 
nent oaudally.  One  hundred  percent  of  the  pa- 
tients who  received  80  mg  of  Depo-Medrol  on 
a single  occasion  were  shown  to  have  scarring. 

It  is  hard  to  compare  patients  with  disc  dis- 
ease to  the  neuropathology  of  those  with  multiple 
sclerosis,  but  inasmuoh  as  chronic  multiple  sclero- 
sis patients  may  receive  fifteen  or  twenty  of  these 
injections,  it  is  not  surprising  that  we  have  heard 
of  nine  patients  here  today. 

Dr.  Yates : Dr.  Nelson,  a member  of  the  audi- 
ence wishes  to  know  the  frequency  of  leg  and 
back  pain  in  your  new  patients  and  also  the 
number  of  patients  who  have  received  this 
therapy  in  Delaware. 

Dr.  Nelson:  Of  our  own  eight  patients,  five 
had  leg  or  back  pain.  Dr.  Bemat’s  patient  did 
not,  which  is  surprising  in  view  of  her  neuro- 
pathology. In  answer  to  the  question,  “How 
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many  persons  in  Delaware  have  received  Depo- 
Medrol  injections?”,  I can  only  speculate.  In 
Delaware,  which  has  a population  of  500,000,  I 
believe  there  are  between  200  and  250  persons 
with  multiple  sclerosis.  From  my  experiences 
in  our  own  multiple  sclerosis  clinic,  I find  that 
about  half  of  all  our  patients  have  received 
steroid  injections.  It  has  been  rumored  that 
many  hundreds,  possibly  up  to  1,000,  multiple 
sclerosis  patients  have  visited  Delaware  from 
other  states  and  countries  to  have  these  injec- 
tions administered  on  a repeated  basis,  or  their 
family  doctors  in  their  home  towns  or  cities 
have  continued  the  injections.  Recent  scientific 
meetings  and  publications  have  emphasized  the 
dangers  we  have  described,  and  it  is  highly  likely 
that  there  will  be  numerous  case  reports  from 
many  areas  in  the  next  few  years,  considering 
the  fact  that  the  scarring  can  develop  within 
three  years  after  treatment.  Some  of  die  affected 
patients  may  not  be  diagnosed,  for  it  is  difficult 
to  differentiate  leg  weakness  or  pain  when  en- 
grafted upon  the  clinical  symptoms  of  a patient 
with  far-advanced  multiple  sclerosis.  In  our 
small  series  of  23  patients,  it  appears  that  about 
ten  percent  of  the  group  treated  will  have  sig- 
nificant complaints. 

We  have  emphasized  that  neurologists  should 
be  on  the  lookout  for  progressive  leg  weakness 
of  a spastic  type  without  the  typical  exacerba- 
tions or  remissions  in  all  patients  who  have  re- 


ceived Depo-Medrol.  One  should  also  watch  for 
chest  or  leg  pain  in  a radicular  distribution.  One 
should  be  very  suspicious  if  there  is  a steady 
and  inexorable  climb  of  the  spinal  fluid  protein 
on  repeated  spinal  taps.  Some  of  these  patients 
have  had  xanthrochromic  fluid,  which  is  a sur- 
prise to  the  doctor  performing  the  spinal  tap; 
this  is  usually  a sign  that  the  protein  is  above 
200  mg/dl.  If  one  runs  into  'this  distressing 
event,  one  can  perfrom  the  Queckenstedt  maneu- 
ver, which  will  probably  demonstrate  a blockage 
to  spinal  fluid  flow.  At  that  time,  I recommend 
that  the  patient  agree  to  a myelogram  while 
the  needle  is  still  in  place  so  that  3 ml  of  Panto- 
paque  ( Lafayette  Pharmacal ) can  be  inserted 
immediately.  It  is  better  not  to  remove  the 
needle,  planning  on  a myelogram  later,  when 
there  is  a block,  for  the  canal  will  often  collapse 
because  there  is  no  flow  of  spinal  fluid  to  fill 
the  space.  A myelogram  then  will  be  difficult 
or  impossible  which  may  delay  necessary  refer- 
rals to  a neurosurgeon. 

Some  of  our  patients  have  responded  to  sur- 
gery, but  that  is  a traumatic  event  indeed  for 
multiple  sclerosis  patients,  who  should  especially 
avoid  elective  surgery  whenever  possible. 

The  only  way  to  prevent  these  unfortunate 
complications,  in  my  opinion,  is  to  completely 
discontinue  the  use  of  Depo-Medrol  within  the 
spinal  oanal. 
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re-sponsi-bility 


Ours  is  a serious  business. 

An  increasing  number  of  Delaware 
doctors  rely  on  PCL  for  fast,  accurate 
laboratory  testing  to  help  them  determine 
the  proper  treatment  for  their  patients. 

As  members  of  the  community,  we  realize 
that  some  of  these  patients  could  be 
our  own  neighbors,  friends,  or  relatives. 

For  the  past  thirteen  years,  the  people 
at  PCL  have  accepted  this  responsibility 
—as  professionals  and  as  Delawareans. 


AMA  UNCOVERS  INACCURACIES 


IN  HEW  REPORT 


HEW  Secretary  Joseph  A.  Califano,  Jr.  has 
apologized  for  the  large  number  of  inaccuracies 
in  HEW’s  listing  of  physicians  who  received 
Medicare  funds  in  excess  of  $ 100.000  in  1975. 

In  his  letter  to  AMA  Executive  Vice  President 
James  H.  Sammons,  M.D.,  the  Secretary  stated: 

“I  am  deeply  distressed  at  the  number  of 
errors , and  I regret  any  embarrassment  that 
may  have  been  caused  to  any  of  your  in- 
dividual members.  I have  asked  Robert 
Derzon,  the  Administrator-Designate  of  the 
new  Health  Care  Financing  Administration, 
to  review  the  entire  matter  with  the  view 
toward  taking  whatever  actions  are  neces- 
sary to  prevent  a situation  like  this  from 
arising  again.” 

On  March  10,  1977,  learning  that  the  Depart- 
ment of  Health,  Education  and  Welfare  was  pre- 
paring to  release  a list  of  physicians,  groups  and 
clinics,  and  independent  laboratories  which  had 
received  more  than  $100,000  in  Medicare  pay- 
ments during  1975,  James  H.  Sammons,  M.D., 
Executive  Vice  President  of  the  American  Medi- 
cal Association,  released  a statement  deploring 
the  impending  HEW  action.  Dr.  Sammons  stated 
that  the  release  would  serve  “only  to  badger  a 
large  segment  of  the  profession  and  to  establish 
guilt  by  innuendo.” 

Within  hours  of  publication  of  the  HEW  re- 
lease, the  offices  of  the  AMA  began  receiving 
calls  from  physicians  stating  that  the  information 
released  concerning  them  was  in  error. 

Many  reported  they  were  listed  by  HEW  as 
solo  practitioners  when  they  were,  in  fact,  mem- 
bers of  group  practices,  specialty  groups,  and 
even  large  clinics.  In  addition,  said  many  of 


the  physicians,  the  amounts  attributed  to  them 
were  incorrect — from  a span  of  a few  thousand 
uollars  to  those  who  had  had  no  Medicare  in- 
come whatsoever  during  1975. 

As  it  became  apparent  that  a significant  rate 
of  error  existed  in  the  information  released  by 
HEW,  it  was  determined  that  the  AMA  had  a 
responsibility  to  its  members  to  see  just  how 
erroneous  the  material  given  to  the  news  media 
was,  and  to  attempt  to  correct  the  misrepresen- 
tation of  physician  Medicare  earnings  which  was 
being  promulgated,  particularly  in  front-page 
stories  in  newspapers  across  the  nation. 

The  AMA  Departments  of  Public  Relations 
and  Public  Affairs,  with  assistance  from  state 
medical  societies,  began  a telephone  survey  of 
the  list  of  409  physicians  listed  as  solo  practi- 
tioners. During  the  next  three  weeks,  208— or 
slightly  more  than  half— of  these  doctors  were 
contacted,  and  from  conversations  with  them 
it  was  found  that  in  almost  two  out  of  every 
three  instances,  the  information  presented  on 
the  HEW  list  was  in  error.  From  contact  with 
the  208  physicians,  it  was  determined  that  the 
designation  of  them  as  solo  practitioners  was  in- 
correct in  102  instances.  Their  practices  ranged 
from  partnerships  to  70-physician  clinics,  yet 
they  had  been  singled  out  and  named  as  recipi- 
ents of  the  entire  amount  paid  the  group  practice. 
Some  physicians  had  been  residents  during  1975, 
with  no  Medicare  income  whatsoever;  some  were 
hospital  or  university  staff  members  on  salary, 
with  all  Medicare  payments  going  to  the  institu- 
tion. For  nine  of  the  208  physicians,  the  amount 
of  payments  listed  for  them  was  inaccurate, 
from  total  error  to  a difference  of  several  thou- 
sand dollars.  And  for  24  of  the  doctors,  both 
the  solo  practice  designation  and  the  amount 
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listed  were  incorrect,  leaving  only  73  of  the  208 
physicians  who  felt  the  information  concerning 
them  was  “probably  correct.”  When  the  survey 
was  completed  on  April  8th,  an  error  rate  of 
64.9  per  cent  was  established  for  the  information 
on  physician  Medicare  earnings  as  reported  by 
HEW. 

While  AMA  personnel  were  specifically  con- 
tacting only  those  physicians  listed  as  solo  prac- 
titioners, calls  continued  to  come  in  concerning 
physicians  who  were  designated  under  the  clas- 
sification of  “groups  and  clinics,”  but  where 
the  information  concerning  their  earnings  was 
completely  in  error.  This  group  included  physi- 
cians who  had  been  dead  or  retired  before  1975— 
some  as  long  as  12  years.  Others  had  left  the 
group  identified  prior  to  1975;  still  others  had 
come  into  the  group  during  the  last  month  of  the 
year.  Yet  these  physicians  had  been  listed  as 
the  recipients  of  hundreds  of  thousands  of  dollars 
in  Medicare  earnings  during  1975.  A total  of 
50  such  reports  was  recorded. 


On  April  8th,  Dr.  Sammons  forwarded  all  the 
material  describing  the  findings  on  the  high  rate 
of  error  to  HEW  Secretary  Joseph  Califano,  to- 
gether with  a letter  in  which  Dr.  Sammons  re- 
quested an  apology  to  the  hundreds  of  physi- 
cians who  had,  as  a result  of  the  HEW  release, 
been  placed  in  embarrassing,  distressing,  and 
possibly  dangerous  situations  because  of  grossly 
incorrect  and  misleading  information. 

The  entire  packet  of  information  was  forward- 
ed to  each  physician  contacted  by  the  AMA  and 
to  the  local  newspapers  in  the  physician’s  area 
of  practice,  and  Dr.  Sammons  asked  the  newspa- 
per editors  to  take  the  opportunity  and  the  re- 
sponsibility of  publishing  oorrect  facts  concerning 
the  physicians’  1975  Medicare  earnings. 

The  list  of  errors  identified  by  the  AMA  was 
distributed  by  HEW  to  the  regional  Bureau  of 
Health  Insurance  offices  across  the  country,  with 
instructions  that  regional  personnel  are  to  check 
each  inaccuracy  cited  by  the  AMA. 

With  the  public  release  of  the  AMA  findings, 
a number  of  physicians  who  had  not  been  con- 
tacted during  the  AMA  survey  called  or  wrote  to 
report  the  errors  made  on  their  listings  by  HEW, 
and  as  each  new  report  was  received,  the  infor- 
mation was  forwarded  to  HEW,  to  be  added  to 
the  original  list. 

While  the  AMA  survey  was  a long  and  ardu- 
ous task,  it  was  the  only  appropriate  action  the 
AMA  could  consider  in  the  protection  of  all  phy- 
sicians against  inaccurate  and  misleading  rep- 
resentations of  their  Medicare  earnings.  As  Dr. 
Sammons  stated,  “Dedicated  physicians,  seeking 
to  serve  a patient  population  of  all  ages,  must 
not  be  abused  and  victimized  for  their  devotion 
to  the  demanding  task  of  attempting  to  fulfill 
the  health  needs  of  this  country.” 

Your  American  Medical  Association  is  work- 
ing for  you  and  for  those  for  whom  you  have  a 
medical  or  personal  concern.  AMA’s  future  and 
yours  are  one  and  inseparable.  If  you  are  a 
member,  your  support  has  made  possible  these 
activities  and  countless  others.  If  you  are  not  a 
member,  shouldn’t  you  be? 

Join  your  county,  state,  and  AMA.  We  can  do 
much  more  together! 
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Can  your  office  routine  bring  out  a patient’s 
litigious  nature?  These  authors  say  yes,  and  tell 
you  how  to  avoid  this  pitfall! 


Leif  C.  Beck,  LL.B. 
Vasilios  J.  Kalogredis,  J.D. 


The  medical  malpractice  climate  has  a variety 
of  causes,  one  of  which  is  a supposed  deteriora- 
tion of  the  physician-patient  relationship  of 
trust  and  confidence.  In  our  view,  that  relation- 
ship is  adversely  affected  by  the  practice  man- 
agement shortcomings  of  some  offices.  In  ef- 
fect, many  doctors  retain  a unique  concern  for 
and  desire  to  serve  their  patients,  but  they  per- 
mit their  office  systems  (or  lack  of  systems)  to 
create  a contrary  image.  The  image  will,  in 
cases  of  marginal  or  unsuccessful  medical  results, 
too  often  influence  patients  to  bring  maipraotice 
actions. 

We  believe  a practice’s  exposure  to  malprac- 
tice claims  can  be  reduced  by  attention  to  ef- 
fective practice  management.  Since  the  cost  of 
such  claims  are  so  high,  including  increased  in- 
surance premiums,  demands  on  a physician- 
defendant’s  time,  and  (most  of  all)  drain  on 
his  emotions,  the  attention  devoted  to  devel- 
oping good  management  systems  cannot  be  over- 
emphasized. This  article  explores  some  of  the 
business  aspects  from  which  maipraotice  claims 
can  too  easily  arise-and  some  basic  ways  to 
handle  them. 

Telephone 

How  many  times  have  we  called  medical  of- 

The  authors  are  the  principal  consultants  of  Management  Con- 
sulting for  Professionals,  Bala  Cynwyd. 


fices  and  been  greeted  by  busy  signals?  The 
answer  is  obvious,  and  yet  we  often  wonder  what 
would  happen  if  the  unsuccessful  caller  were  a 
regular  patient  in  an  emergency.  The  office’s 
mechanical  unresponsiveness  is  simply  one  of 
the  most  grating  experiences  a patient  can  have- 
certainly  one  which  makes  him  feel  the  doctor 
is  too  busy  to  care. 

We  believe  that  a practice  simply  must  have 
enough  incoming  telephone  lines  to  adequately 
serve  its  patients.  This  is  an  obligation  which 
should  not  be  avoided  by  some  casual  feeling 
that  the  patients  can  keep  trying  until  they  “get 
through.”  Even  the  excuse  that  the  office  recep- 
tionist cannot  handle  any  more  lines  should  be 
disregarded,  for  there  are  a variety  of  possible 
solutions.  They  include  adding  a second  recep- 
tionist, creating  a separate  insurance  and/or 
business  office  line(s),  adding  additional  out- 
going lines  to  clear  the  “in”  lines,  etc.  Even  if 
the  solutions  carry  additional  costs,  they  should 
be  acceptable  both  to  serve  the  existing  patients 
properly  and  to  avoid  real  embarrassments. 

We  experienced  a “real  life”  example  of  our 
telephone  concern  in  a fairly  recent  practice 
survey.  In  that  busy  primary  practice  office, 
the  receptionist  often  answered  calls  by  placing 
a caller  on  immediate  “hold.”  One  patient  was 
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placed  on  “hold”  before  being  able  to  report  a 
choking  emergency;  she  was  left  “holding”  until 
she  finally  hung  up  and  called  for  an  ambulance. 
The  patient  was  brought  to  the  local  hopital 
and  thereafter  transferred  to  a regional  special 
care  center.  Whether  or  not  the  client  doctor 
could  have  prevented  the  near-tragedy  if  the  call 
had  gotten  through  is  conjectural  even  to  him. 
But  one  can  certainly  imagine  the  patient’s  at- 
titude. 

We  urge  several  absolute  rules  as  to  incom- 
ing phone  calls.  First,  no  call  should  ever  be 
placed  on  “hold”  before  the  caller  has  had  an 
opportunity  to  announce  himself  and  any  special 
reason  for  his  call.  Second,  no  line  may  be  kept 
on  “hold”  for  more  than  30  seconds  without 
someone’s  speaking  to  the  caller,  if  only  to  as- 
sure him  that  he  has  not  been  forgotten.  In 
offices  where  one  person  has  primary  responsi- 
bility to  answer  the  phone,  we  believe  there  must 
be  a clear  identification  of  one  or  several  other 
assistants  who  have  secondary  responsibility  to 


pick  up  and  recontact  callers  on  blinking  “hold" 
buttons. 

Some  dootors  feel  that  they  are  being  most  re- 
sponsive to  their  patients  by  taking  all  phone 
calls,  even  if  interrupted  during  patient  examin- 
ations. We,  however,  believe  that  this  policy  is 
damaging  to  their  general  patient  relations.  The 
interruptions  interfere  with  the  patient  who  ex- 
pects attention  to  his  problem  while  being  ex- 
amined, and  they  cause  an  increasing  backlog 
in  the  waiting  room. 

We  submit  that  the  dootor’s  first  obligation 
during  office  hours  is  (except  for  emergencies) 
to  the  scheduled  patient.  To  give  that  patient 
less  than  prompt  and  complete  attention  invites 
the  state  of  mind  which  may  permit  a malprac- 
tice action  to  develop.  The  preferable  answer 
would  be  to  provide  for  “call-backs”  to  patients 
when  there  is  a lull  in  the  office  horns;  and  if 
no  such  lulls  generally  occur,  the  pre-arranged 
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Let  National  Pension  Planners  show  you  how  to 
maximize  your  retirement  plan  contributions  and  de- 
ductions. The  Tax  Reform  Act  of  1974  (ERISA) 
normally  limits  plan  contributions  to  25%  of  salary 
or  $25,000,  whichever  is  smaller.  Even  by  com- 
bining a pension  and  profit-sharing  plan,  corpo- 
rate deduction  is  limited  to  25%-National  Pen- 
sion Planners,  using  ERISA  guidelines,  has 
successfully  combined  plans  that  threw  off 
80%  or  more  to  principals  That's  80%  of 
the  total  investment  plus  80%  of  the  prin- 
cipal's salary  And  it’s  totally  tax  deduct- 
ible! 

Whether  incorporated  or  unincorpo- 
rated, let  National  Pension  Planners 
show  you  how  it’s  done. 


VS 


% 


NATIONAL  PENSION  PLANNERS 

1 TALBOTTOWN,  P.O.  Box  6 
EASTON,  MD.  21601 
CALL  COLLECT: 


301-822-8220 
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BE  THE  DOCTOR 
YOU  WANT  TO  BE. 

Today,  Navy  Medicine  gives  you  the  opportunity  to  be  the  doctor  you  want 
to  be.  We  offer  a challenging  practice  with  a minimum  of  administrative  over- 
head. Plus  excellent  facilities  and  support  personnel. 

In  addition,  a Navy  practice  gives  you  time  to  spend  with  your  family.  Asso- 
ciate with  other  highly  motivated  physicians.  Further  your  schooling.  Even 
enjoy  30  days’  paid  vacation  every  year. 

All  this,  plus  a starting  salary  of  $30,000  or  more  a year,  depending  on  your 
experience. 

For  more  information,  contact: 

MR.  JOE  BYRNE 
Medical  Programs  Officer 
Navy  Recruiting  District,  Washington 
(301)  436-2072 
Toll-Free  Numbers 

Maryland— 800-492-0326  WV,  VA,  DE,  PA,  NJ— 800-638-0317 


schedule  should  provide  “open  time”  for  call- 
backs. 

Scheduling  Patients 

We  realize  that  some  doctors  are  so  busy  that 
there  seems  virtually  no  possible  way  to  stay 
on  sohedule.  And  so  waiting  rooms  become 
crowded  with  patients  one  and  two  hours  be- 
hind their  scheduled  times.  In  some  cases  we 
suspect  the  state  of  patient  volume  and  delay 
becomes  a doctor’s  subsconscious  ego  gratifica- 
tion, but  it  also  creates  horrible  relations.  As 
patients  in  waiting  rooms  we  ourselves  have 
seethed,  alternating  between  awe  at  the  prob- 
able pressures  on  the  doctor  and  fury  at  his 
disregard  for  our  own  time  demands.  If  dis- 
satisfied at  the  result  when  finally  seen  by  the 
doctor,  we  have  been  tempted  to  join  the  mal- 
practice bar. 

Perhaps  one  very  recent  survey  example  will 
be  helpful.  In  a specialty  group,  one  of  the  doc- 
tors was  regarded  by  many  as  the  best  of  his 
specialty  in  the  area.  He  tended  to  run  as  much 


as  two  hours  behind  his  office  hours  schedule, 
however,  much  because  he  tolerated  “work-in” 
patients  whether  or  not  they  really  needed  im- 
mediate attention.  Likewise,  in  the  hospital  his 
schedule  ran  helter-skelter  because  of  his  failure 
to  establish  limits  and  priorities.  Despite  his 
medical  reputation  among  many,  he  had  been 
subject  to  five  or  six  malpractice  suits  while  his 
partners  (who  more  consciously  managed  their 
schedules)  had  none. 

Just  as  with  telephone  calls,  we  believe  a phy- 
sician has  an  obligation  to  his  scheduled  patient. 
It  includes  refusing  to  honor  other  patient  de- 
mands (except  emergencies)  which  detract  him 
from  his  schedule.  It  also  includes  scheduling 
only  as  many  patient  as  can  reasonably  be  seen 
on  time,  rather  than  working  in  more  people 
with  the  shrug  that  everyone  will  simply  have 
to  wait. 

There  are  some  steps  which  may  help  alleviate 
constant  schedule  delays.  They  essentially  in- 
volve the  principle  that  “The  appointment  book 
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should  fit  a practice’s  facts;  and  not  vice  versa.” 
Under  this  rule,  each  doctor  can  consider  such 
possible  scheduling  ideas  as  wave  scheduling, 
open  hours  for  work-ins,  grouping  of  similar 
procedures,  and  the  like. 

In  some  offices  the  patient  volume  is  simply 
so  heavy  that  these  concepts  will  hardly  make  a 
difference.  There  are  then  only  a few  remaining 
alternatives:  expand  the  office  hours,  add  another 
physician,  employ  a physician’s  assistant  or 
Medex,  close  the  practice  to  additional  patients, 
or  simply  continue  as  is.  The  last  choice  com- 
mits the  practice  to  the  same  helter-skelter  life, 
including  the  risks  of  patient  complaints  and/or 
errors  in  judgment  due  to  lack  of  time— prime 
sources  for  malpractice. 

Silling  and  Collecting 

It  is  commonly  recognized  that  disputes  over 
patients’  bills  may  lead  to  patient  malpractice 
actions  in  cases  of  marginal  or  unsuccessful  medi- 
cal results.  We  believe  that  every  office  should 
thus  have  effective  systems  which  collect  the 
fees  but  avoid  rancor. 

The  best  malpractice  protection  in  this  area  is 
immediate  collection  of  the  fee  before  the  pa- 
tient even  leaves  the  office.  Collection  over-the- 
counter  presents  the  bill  when  the  patient  should 
most  appreciate  the  service.  Studies  have  shown 
that  the  appreciation  level  diminishes  as  the  time 
gap  widens.  Furthermore,  the  actual  collection 
assures  that  no  followup  efforts  will  be  needed, 
thus  avoiding  a later  source  of  embarrassment 
or  annoyance  between  doctor  and  patient. 

If  the  practice  does  not  participate  in  Blue 
Shield  or  accept  Medicare  assignments,  so  that 
it  looks  direotly  to  the  patient  for  payment,  it 
should  have  deliberate  procedures  to  “train”  the 
patients.  Many  patients  have  come  to  assume 
that  coverage  means  full  insurance,  in  which  case 
receipt  of  a doctor’s  bill  can  be  a shock.  An 
even  worse  relationship  can  arise  when  the  Blue 
Shield  or  Medicare  payment  to  the  patient  is 
less  than  the  doctor’s  bill.  The  patient’s  direct 
obligation  to  the  doctor  and  the  likelihood  that 
insurance  will  reimburse  less  than  the  doctor’s 
full  fee  should  be  made  clear  before  the  services 
are  performed,  if  at  all  possible,  usually  by  a 
printed  notice  or  booklet  handed  to  the  patient. 


As  a patient’s  account  becomes  delinquent, 
effective  collection  measures  must  be  activated; 
but  these  methods  must  not  create  the  ill  will 
which  might  permit  law  suits  to  develop.  We 
believe,  therefore,  that  every  office’s  collection 
system  should  require  telephone  contact  to  the 
patient  as  early  as  possible.  This  personal  dis- 
cussion may  ferret  out  the  patient’s  reason  for 
not  yet  paying  his  bill,  which  reason  might  be 
dissatisfaction  with  the  service  or  the  result  or 
real  inability  to  pay.  The  sooner  an  office  be- 
comes aware  of  such  reasons,  the  sooner  it  can 
cut  short  its  series  of  dunning  notices  and/or 
collection  agency  pressures. 

Finally,  referral  of  delinquent  accounts  for 
collection  by  others  presents  real  malpractice 
ooncem.  A doctor  should  generally  be  more  con- 
cerned over  an  agency’s  collection  processes  than 
its  success  rate,  for  some  agencies  collect  through 
near  “strong  arm”  approaches.  Such  approaches 
might  yield  a practice  a delinquent  fee  and  also 
a law  suit.  Therefore,  a collection  agency  should 
be  hired  only  after  careful  review  of  its  pro- 
cedures to  be  followed  for  all  the  practice’s  ac- 
counts, and  only  after  checking  into  its  work 
with  other  medical  practices. 

As  an  alternative  to  collection  agencies  taking 
substantial  percentages  of  any  recoveries,  some 
practices  are  instead  using  collection  letter  ser- 
vices. The  fees  are  much  lower  for  such  services, 
although  only  automated  letters  without  personal 
contact  are  employed.  We  urge,  however,  that 
no  physician  sign  up  with  a collection  letter  sys- 
tem until  and  unless  he  has  approved  each  letter 
to  be  used  for  his  accounts.  Since  some  collec- 
tion letter  services  use  very  harsh  letters,  caution 
can  prevent  serious  legal  problems. 

Summary 

The  above  are  only  a few  areas  of  attention 
deserved  for  two  main  reasons:  effectiveness  of 
practice  and  avoidance  of  some  malpractice 
risks.  The  ideas,  however,  require  one  key  ele- 
ment: competent  and  well-supervised  employees. 
If  all  medical  assistants  are  groomed  to  the  im- 
portance of  following  well  thought-out  office 
systems,  the  physician  will  have  created  a con- 
siderable defense  against  malpractice  claims. 
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The  special  report  prepared  by  the  National 
Health  Council,  Inc.  concludes  in  this  issue.  It 
provides  keen  insight  into  the  extensive  investi- 
gative activities  that  the  Federal  Trade  Commission 
has  launched  within  the  medical  and  health  care 
fields  in  the  past  18  months  or  so. 


Overview 

No  public  statement  exists  which  describes 
what  the  FTC  health  care  program  is.  Indeed, 
one  should  not  expect  it  from  a law  enforcement 
agency.  From  public  and  some  nonpublic  ac- 
tions taken  by  the  agency,  however,  we  can  de- 
duce what  the  FTC’s  fundamental  program  ob- 
jectives are.  The  attached  chronology  provides 
an  overview  and  details  all  public  health-related 
actions  taken  by  the  agency,  since  its  health  pro- 
gram started  in  mid-1975,  as  well  as  several  non- 
public  actions.  The  list  is  not  all-inclusive; 
other,  nonpublic  activities  are  continuing.  It  is 
apparent  that  the  FTC  is  concentrating  on  cer- 
tain kinds  of  practices,  however.  These  include: 

• Restrictions  on  advertising  of  health  pro- 
ducts and  services.  Actions  have  been 
taken  with  regard  to  prescription  drugs, 
physician  services,  eyeglasses,  and  ophthal- 
mic services.  Most  actions  here  concentrate 
on  proposed  trade  regulation  rules  (TRR’s) 
drafted  by  the  Bureau  of  Consumer  Protec- 
tion to  outlaw  unfair  or  deceptive  acts  or 
practices,  including  those  protected  by  state 
law. 

• Price-fixing.  Actions  include  investigations 
into  the  effects  of  AMA  ethical  standards; 
use  of  relative  value  scales  by  both  specialty 
and  medical  societies;  and  Rlue  Shield-phy- 
sician relationships. 

• Health  manpower  practices.  Actions  in- 
clude investigations  into  AMA  influences 
over  entry  into  the  medical  profession,  in- 

Barney  Sellers,  Editor.  Debra  Shapiro,  Research  Assistant. 
Copyright,  1977,  National  Health  Council,  Inc. 


eluding  accreditation  of  medical  schools, 
and  effects  of  restrictions  on  the  scope  of 
practice  of  allied  health  and  other  profes- 
sionals; restrictions  imposed  on  psycholo- 
gists by  JCAH  accreditation  power  over 
hospitals;  and  occupational  licensing. 

• Competitive  restrictions.  This  includes  in- 
vestigations into  prohibitions  on  employ- 
ment of  optometrists  or  opticians  by  re- 
tailers, and  other  retail  restraints  on  sellers 
of  ophthalmic  goods  and  services;  acts  or 
practices  which  inhibit  the  development  of 
HMO’s  or  other  alternatives  to  the  fee-for- 
service  model;  restraint  of  trade  by  drug 
and  hearing  aid  firms;  state  laws  which  may 
inhibit  pharmacists  from  providing  lowest 
cost  drugs;  and  laws  which  may  inhibit  sale 
of  dentures  directly  to  the  public  from  labs. 

# Deceptive  advertising.  This  includes  a re- 
cently concluded  action  against  egg  pro- 
ducers who  made  a deceptive  health  claim; 
and  product  claims  in  advertising  prohibited 
by  the  FDA  in  labeling. 

Justice  Liaison 

The  Anti-Trust  Division  at  the  Department  of 
Justice  and  the  Bureau  of  Competition  at  the 
FTC  have  very  similar  responsibilities.  Special 
agreements  exist  to  avoid  duplication.  The  pri- 
mary distinction  between  the  Division  and  the 
FTC  is  that  the  latter  has  a broader  mandate  to 
investigate  unfair  acts  and  practices,  especially 
as  this  has  been  interpreted  by  the  courts,  and  a 
wider  array  of  legal  tools  to  use  in  seeking  reme- 
dies. A similar  pattern  of  activity  has  existed 
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1010  PHILADELPHIA  PIKE 


Floor  Plan  — First  Floor 

Ideal  location  for  combination  Doctor's  Office  and  Personal  residence. 
2 story  colonial  (original  Mount  Pleasant  School  House).  Front  por- 
tion of  1st  floor  ideal  for  4 room  doctor's  office,  with  private  entrance 
from  Phila.  Pike.  Main  house  features  include:  0.8  acre  lot  w/42x22 
Sylvan  in-ground  pool;  4000  sq.  ft.  of  living  space,  2 fireplaces,  mod- 
ern kit.,  4 bedrooms,  4 full  baths,  full  bsmt.,  huge  flagstone  patio. 
Elegance  is  the  keynote  in  this  home.  For  further  details  call: 

C.  D.  SHEPHERD  REAL  ESTATE 
2117  Silverside  Road 
Wilmington,  Delaware 
475-1410 


to  the  extent  both  have  initiated  actions  in  the 
past  several  years  against  certain  professional 
practices  deemed  anti-competitive. 

A primary  block  to  additional  Justice  activity 
in  health  appears  to  be  bureaucratic:  the  anti- 
trust section  with  primary  health  responsibilities 
is  over-burdened  with  a suit  against  IBM,  and 
unable  to  initiate  other  major  actions.  A pro- 
posal to  shift  responsibilities  for  health  and  other 
professions  from  that  section  has  been  sittitng  in 
the  office  of  the  Assistant  Attorney  General  for 
some  time;  if  it  is  approved,  an  unknown  pros- 
peot  now,  it  could  mean  increased  activity  in 
health. 

Currently,  the  key  health  case  involves  an 
action  against  use  of  relative  value  scales  by  the 
American  Society  of  Anesthesiologists.  A Justice 
complaint  has  been  brought  and  proceedings  are 
now  in  pre-trial  discovery.  A trial  is  due  in 
mid-1977.  Justice  will  be  alleging  that  use  of 
the  scales  constitutes  an  illegal  “conspiracy  in 
restraint  of  trade”  in  violation  of  the  Sherman 
Act. 


Relative  Value  Scales 

The  FTC  has  taken  steps  to  secure  discontinu- 
ance in  the  use  of  relative  value  scales  (RVS) 
on  the  basis  that  they  constitute  a price-fixing 
scheme  developed  through  professional  health 
associations.  Although  initial  steps  have  con- 
centrated on  specialty  societies,  investigations  in 
the  early  stages  now  indicate  that  the  agency 
will  also  look  at  state  medical  societies  as  well. 
Thus  far,  the  FTC  has  been  successful  in  its  ef- 
forts. Indeed,  consent  agreements  signed  with 
the  specialty  groups  noted  below  constitute  the 
first  conclusive  results  of  the  FTC’s  health  pro- 
gram. 

Professionals  subject  to  past  investigations  and 
now  bound  by  consent  agreements  to  stop  using 
the  RVS  include  radiologists,  orthopedic  sur- 
geons, obstetricians,  and  gynecologists.  (Jus- 
tice is,  as  noted  above,  proceeding  in  court 
against  anesthesiologists.)  In  addition,  prelimi- 
nary investigations  by  regional  offices  of  the 
FTC  have  begun  on  state  medical  societies  in 
California,  where  the  RVS  were  first  developed, 
and  Minnesota.  While  a representative  of  the 
California  society  reports  “they  have  no  inten- 
tion” of  abandoning  what  they  consider  to  be 
a “proper  system,”  their  New  York  state  counter- 
parts have  stopped  using  RVS  on  their  lawyers’ 
advice  that  recent  FTC  actions  outlaw  them.  In- 
deed, that  state  association  has  also  advised  its 
county  member  societies  not  to  mediate  differ- 
ences between  insurers  and  individual  practi- 
tioners for  fear  of  being  accused  of  fee-setting. 

There  seems  little  difference  of  opinion  among 
all  concerned  that  RVS  can  be  used  with  a con- 
version factor  to  establish  or  maintain  fees.  The 
disagreements  appear  to  develop  mainly  about 
how  they  are  in  fact  used.  The  consent  orders 
negotiated  thus  far  by  the  FTC  imply  their  crea- 
tion and  existence  violate  the  law. 

Government  health  officials  seem  of  a mixed 
mind  about  the  FTC  effort.  CHAMPUS,  ac- 
cording to  FTC  staff,  has  supported  its  efforts. 
Medicare  officials  note  that  RVS  “could  be  used 
as  a price-fixing  scheme”  but  find  the  system 
useful  in  coding  and  terminology  for  claims  pro- 
cessing, and  for  filling  gaps  in  information  about 
what  reasonable  and  customary  oharges  are  in 
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an  area.  On  the  other  hand,  one  key  official 
responsible  for  making  policy  regarding  RVS 
observed  that  the  information  could  be  compiled 
through  other  sources  if  RVS  were  totally  elimi- 
nated. 

Although  differences  of  opinion  still  exist,  at 
least  one  point  of  view — that  RVS  serves  legiti- 
mate purposes  for  practitioners  and  insurors 
Other  than  for  setting  or  maintaining  fees — ap- 
pears for  the  moment  to  have  settled  comfortably 
on  Capitol  Hill.  Senate  staff  expect  revised  Tal- 
madge  Medicare-Medicaid  reform  legislation  to 
include  a provision  allowing  the  use  of  RVS  by 
participating  practitioners  under  certain  circum- 
stances: where  prices  are  not  set  for  each  RVS 
unit,  and  where  the  scale  is  developed  in  such  a 
manner  as  to  accurately  reflect  relationships  be- 
tween services,  rather  than  to  maximize  income. 
In  the  House,  where  the  issue  has  not  been  ad- 
dressed yet  by  Ways  and  Means  members,  one 
key  health  professional  staff  person  characterized 


the  FTC  aotions  as  “bizarre”  and  intimated  that 
the  Committee  would  be  receptive  to  the  Senate 
proposal. 

Focus  on  the  AMA 

The  American  Medical  Association  is  a prime 
target  of  FTC  investigation.  It  is  the  subject 
of  publicly  announced  complaints  and  inquiries 
that  cover  alleged  impediments  to  advertising; 
restrictions  on  price  competition;  and  inappropri- 
ate influences  on  entry  into,  and  practice  in,  the 
field.  Moreover,  as  noted  above,  FTC  regional 
offices  are  securing  records  now  to  investigate 
the  use  of  relative  value  scales  in  two  state  medi- 
cal societies,  California  and  Minnesota;  the  for- 
mer is  the  first  society  to  use  the  system.  The 
allegations  strike  at  the  heart  of  the  economic 
side  of  organized  medicine  and,  as  suoh,  are 
viewed  with  considerable  apprehension  by  other 
professional  associations — including  those  out- 
side the  field  of  health.  FTC  officials  indicate 
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the  AMA  is  a target  of  inquiry  because  of  its 
predominant  position  in  the  health  field,  and 
because  they  hope  action  here — which  may  not 
necessarily  be  duplicated  against  other  associa- 
tions — will  serve  as  a precedent  for  other 
groups  in  similar  circumstances.  In  the  words 
of  one  official,  the  agency  feels  it  is  “breaking 
new  ground”  because  for  the  first  time  they  are 
challenging  established  professional  patterns 
which  appear  to  control  education  of  profes- 
sionals, scope  of  practice,  and  supply  of  practi- 
tioners. 

The  Goldfarh  case  was  a key  element  in  FTC 
decisions  to  act.  Although  FTC  officials  make 
vague  references  to  other  professions  being 
“looked  at,”  there  are  no  other  publicly  an- 
nounced inquiries  of  a similar  nature  now. 

In  contrast  to  FTC  use  of  trade  rules  proposed 
through  its  Consumer  Protection  Bureau  in  other 
advertising  cases,  the  agency  is  investigating 
AMA  practices  as  a professional  association.  The 
Bureau  of  Competition,  which  is  conducting  the 
studies  and  making  the  complaints,  does  not 


usually  use  the  proposed  rulemaking  route  as  a 
method  of  securing  compliance.  It  can  seek 
specific  agreements  to  redress  past  practices 
which  allegedly  violate  the  law,  and  include 
agreements  which  prohibit  those  acts  in  the 
future. 

The  AMA  sees  itself  as  the  subject  of  a quick 
and  unfair  study  with  no  prior  notice  by  the 
FTC  regarding  what  the  alleged  violations  are. 
In  contrast  to  multi-year  investigations  in  other 
actions,  says  a key  AMA  official  in  the  case,  the 
FTC  spent  six  weeks  going  through  AMA  files 
before  filing  a complaint.*  AMA  representatives 
say  their  principal  sources  of  information  have 
been  three  conferences  prior  to  the  administra- 
tive trial  scheduled  for  June  6,  1977.  Moreover, 
the  AMA  says  its  position  was  never  to  prohibit 
advertising,  but  only  soliciting,  “a  lawful  and 
proper  function.”**  In  additiion,  the  AMA  says 
it  knows  little  more  about  the  manpower 
aspects  of  the  FTC  inquiries  than  what  it  has 
read  in  press  releases:  “nothing  else  has  been 
filed,  nothing  else  exists  which  they  can  respond 
to. 

At  least  one  portion  of  the  FTC  health  man- 
power investigation  of  the  AMA,  however,  has 
been  spelled  out  in  detail:  this  concerns  a No- 
vember 1976  written  comment  by  the  Bureau  of 
Competition  to  the  US  Office  of  Education  ob- 
jecting to  the  continuation  of  the  Liaison  Com- 
mittee on  Medical  Education  as  the  voluntary 
accrediting  body  for  the  nation’s  medical  schools. 

Medical  School  Accreditation:  The  LCME 

The  Liaison  Committee  on  Medical  Education 
(LCME)  was  formed  in  1942  when  the  Asso- 
ciation of  American  Medical  Colleges  (AAMC) 
joined  the  AMA  Council  on  Medical  Education 
which  formerly  was  accrediting  medical  schools. 
Its  responsibility  is  to  provide  assurance  to  so- 
ciety that  medical  school  graduates  are  com- 
petent, and  to  assure  medical  school  students 

*The  American  Medical  Association  has  stated  that  the  FTC  did 
not  spend  “six  weeks  going  through  AMA  files  before  filing  a 
complaint.”  The  FTC,  in  fact,  lodged  its  complaint  before  making 
any  investigation,  according  to  the  AMA. 

**The  FTC  did  not  even  appear  aware  of  the  fact  that  AMA's 
Principles  of  Medical  Ethics  proscribe  advertising  by  members 
of  the  profession  only  when  it  is  misleading  or  deceptive.  Con- 
sequently, the  AMA  in  January,  1977,  filed  a motion  seeking 
reconsideration  of  the  issuance  of  the  FTC  complaint  on  the 
grounds  that  it  is  not  in  the  public  interest.  Oral  arguments 
have  been  requested  before  the  full  FTC  panel  of  commissioners. 
Trial  date  on  the  complaint  has  been  set  for  September  6,  1977. 
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that  their  education  will  be  useful  and  valid. 
The  LCME  may  accredit,  dis-accredit,  or  place 
medical  sohools  on  probation.  These  actions  re- 
sult from  survey  teams  visiting  and  evaluating 
every  medical  school  at  least  once  every  seven 
years. 

The  LCME  is  one  of  69  officially  recognized 
voluntary  accrediting  agencies.  More  than  30 
are  in  a variety  of  health  fields,  including  medi- 
cine, allied  health  professions,  preventive  medi- 
cine, and  nursing.  In  accordance  with  Federal 
health  manpower  education  legislation,  Federal 
dollars  cannot  flow  to  support  any  medical  insti- 
tution which  is  not  accredited  by  an  agency 
recognized  by  the  US  Office  of  Education  (OE) 
in  DHEW.  The  LCME  has  been  the  voluntary 
agency  recognized  by  OE  to  accredit  medical 
sohools.  Its  continuation  in  that  role  was  due 
to  come  routinely  before  an  OE  advisory  body 
this  past  December.  In  preparation  for  that 
meeting,  OE  solicited  an  FTC  comment  on  the 
proposal  of  the  LCME  to  continue  as  the  ac- 
crediting body.  OE  asked  for  the  comment  be- 
cause they  had  become  aware  of  the  FTC  health 
manpower  inves  tigation  which  included  AM  A 
involvement  in  accreditation. 

On  November  11,  1976,  the  Bureau  of  Com- 
petition wrote  “we  believe  the  LCME’s  petition 
should  be  denied.”  The  argument  was  not  that 
any  specific  section  of  FTC  legislation  was  be- 
ing violated,  but  that  OE  accreditation  criteria 
were  not  being  met  by  the  LCME.  The  FTC 
argued  that  the  AMA  relationship  with  the 
LCME  is  so  close  that  the  latter  lacks  autonomy, 
cannot  ensure  against  conflicts  of  interest,  and — 
as  an  ancillary  complaint — may  fail  to  assure 
due  process.  The  net  result  could  be,  said  the 
FTC,  “limiting  entry  into  the  medical  profession;” 
depriving  some  of  the  public  of  access  to  medi- 
cal services;  and  ultimately  raising  the  prices  of 
such  services.  The  FTC  was  careful  to  note, 
however,  that  it  was  not  claiming  the  potential 
for  bias  was  in  fact  used: 

“we  do  not — and  need  not — assert  that  the 
AMA  or  its  representatives  have  in  recent 
years  acted  improperly  with  respect  to  ac- 
creditation decisions.  The  issue  is  whether 
there  is  a conflict,  an  incentive  to  act  im- 
properly which  might  be  perceived  by  the 


public  as  undermining  the  fairness  of  the 
process.” 

The  FTC  letter  has  been  widely  distributed 
to  all  voluntary  accrediting  agencies.  It  is  being 
reviewed  by  the  Office  of  General  Counsel  in 
DHEW.  The  LCME  requested,  and  was 
granted,  a postponement  of  its  advisory  com- 
mittee review  until  March  1977  in  order  to  pre- 
pare a reply  to  the  letter. 

The  advisory  body  that  reviews  accrediting 
applications  for  OE  reports  its  conclusions  to  the 
Commissioner  of  Education.  In  over  500  actions 
in  the  past  its  recommendations  have  been  fol- 
lowed. The  FTC  is  an  informed  and  interested 
third  party  in  regard  to  the  LCME  application 
for  continued  status,  but  OE  does  not  legally 
owe  it  any  preferred  treatment.  When  an  FTC 
objection  was  entered  about  accreditation  of  pro- 
prietary post-secondary  education  in  1974,  ap- 
proval by  OE  was  deferred  for  nine  months — 
but  was  ultimately  granted.  In  that  instance,  as 
in  this  one,  a variety  of  factors  have  to  be  taken 
into  account  by  the  HEW  officials  and  their  ad- 
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visors  as  they  consider  the  LCME  petition,  a 
variety  large  enough  to  either  deny  or  accept 
the  LCME  petition  on  several  different  grounds. 

In  addition,  OE  announced  in  late  November 
that  it  intended  in  January  1977  to  propose  for 
public  oomment  revised  criteria  for  accrediting 
bodies,  with  public  hearings  due  in  February. 
OE  officials  judge  that  even  if  the  FTC  does  not 
make  a formal  appearance  at  the  hearing,  its 
letter  is  likely  to  provoke  comments  on  the  same 
three  questions  it  raised,  as  well  as  the  more 
general  issues  involved. 

Observations 

® The  FTC  has  demonstrated  in  a relatively 
short  time  a significant  ability  to  intervene  into 
established  patterns  of  behavior  in  the  delivery 
and  financing  of  health  services.  Based  on  a 
relatively  facile  ability  to  question  these  pat- 
terns of  behavior,  the  agency  has  established 
itself  as  a force  which  can  serve  interests  both 
within  and  outside  the  health  care  system. 

• It  is  difficult  to  assess  whether  changes  in  be- 


havior and  professional  practice  encouraged  by 
the  FTC  will  have  long-term  significant  eco- 
nomic effects.  In  the  past,  law  enforcement  has 
not  been  an  effective  means  for  encouraging 
change  in  the  health  care  system  in  part  because 
of  structural  characteristics  of  the  system.  But 
because  the  FTC  is  challenging  some  of  those 
characteristics  its  success  rate  may  be  different. 

• FTC  activity  has  been  increasing  in  health, 
with  resources  being  added  regularly.  A large 
staff,  in  government  terms,  is  not  necessary  to 
produce  a steady  stream  of  legal  activity,  but 
increases  are  likely  to  continue,  and  to  be  but- 
tressed by  actions  from  the  Anti-trust  Division 
of  the  Department  of  Justice.  From  the  public’s 
point  of  view,  these  agencies  are  likely  to  stimu- 
late a regular  series  of  actions  unflattering  to 
health  professionals  who  earn  their  living  from 
the  delivery  or  financing  system. 

• Though  clearly  not  true  in  all  specific  in- 
stances, the  fundamental  attempt  of  the  FTC  to 
increase  competition  in  the  health  field  reflects 
a primary  concern  in  Congress  and  DHEW  with 
keeping  down  health  costs.  However,  formal 
communication  and  development  of  joint  policy 
have  been  virtually  non-existent,  with  the  excep- 
tion of  attempts  to  foster  HMD  development. 

® Specific  actions  taken  by  the  FTC  reflect,  in 
part,  an  attempt  by  the  agency  to  overcome  past 
criticism  that  it  has  concentrated  on  minor  “re- 
tail” problems,  not  sufficiently  important  to  affect 
an  entire  industry.  By  proposing  a series  of  trade 
regulation  rules  and  starting  investigations  of 
organized  medicine,  the  agency  is  seeking  to 
overcome  that  image  in  the  health  field. 

• Approaches  adopted  by  the  agency  reflect  its 
very  broad  statutory  authority  and  its  inherent 
professional  character:  its  actions  are  based  on 
economic  analysis  and  expressed  in  legal  actions. 
This  quality  has  produced  a conflicting  result: 
its  actions  sometimes  reflect  a simplistic  under- 
standing of  health  system  issues,  yet  simultane- 
ously appear  to  raise  very  legitimate  questions 
about  who  does  what  in  the  delivery  system. 

• The  statutory  base  of  the  FTC  is  in  striking 
contrast  to  limited  regulatory  mechanisms  in 
existence  at  HEW.  The  latter  by  comparison 
are  very  carefully  drawn,  more  precise  in  their 
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attempt  to  set  specific  limits  on  government  ac- 
tivity, and  frequently  developed  with  the  active 
participation  of  health  professionals.  The  re- 
verse is  true  at  the  FTC. 

• Health  professionals  can  no  longer  assume 
they  are  protected  by  voluntarily  established 
ethical  standards  and  complementary  state  laws 
and  regulations.  Both  are  prime  subjects  of 
FTC  scrutiny.  The  FTC  views  their  investiga- 
tive subjects  as  businessmen  in  a profitable  in- 
dustry. No  segment  of  the  industry  now  seems 
immune  from  some  future  investigation. 

• FTC  actions  can  affect  not  only  relations  be- 
tween consumers  of  health  services  and  pro- 
viders, but  relations  between  different  health 
professions. 

• The  AMA  complaint  and  investigation  are 
likely  to  have  significant  impacts  on  other  pro- 
fessional associations.  There  is  some  indication 
that  similar  broad  investigations  of  health  pro- 
fessional associations  may  not  be  mounted  pend- 
ing the  outcome  of  the  AMA  inquiry.  The  pro- 
cess may  take  several  years  to  complete,  espe- 
cially if  the  case  is  contested,  as  seems  likely. 

• The  McCarren-Ferguson  Act  appears  to  be 
preventing  some  investigations  the  FTC  would 
like  to  consider,  eg  of  the  Blue  Cross  Association. 
Some  consideration  may  be  given  within  the 
FTC  to  seeking  an  amendment  to  that  legislation. 

• The  accreditation  issue,  provoked  by  the  FTC 
challenge  to  the  Liaison  Committee  on  Medical 
Education,  will  likely  be  a heated  topic  of  con- 
sideration in  1977.  There  are  two  related  points 
here.  First  is  the  question  of  whether  bias  has 
to  be  proved  in  fact,  or  whether  the  structure  and 
relationships  of  the  accrediting  agency  are  suf- 
ficient to  warrant  denial  under  existing  OE  cri- 
teria. The  answer  goes  directly  to  the  heart  of 
the  voluntary  peer  review  accrediting  system. 
The  LCME  should  have  no  problem  in  proving 
bias  has  not  existed  in  fact:  medical  schools  and 
their  enrollments  have  grown  dramatically  since 
the  LCME  was  created,  and  1975-76  is  a record 
year.  The  FTC,  however,  is  seeking  to  establish 
that  appearances  of  conflict  of  interest,  especially 
those  created  by  formal  ties  to  economic  inter- 
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ests,  do  not  serve  the  public  interest  and  violate 
existing  accreditation  criteria.  This  same  argu- 
ment has  been  made,  in  the  last  two  years  es- 
pecially, by  other  oritics  of  the  existing  accredi- 
tation process  in  all  fields. 

The  second  point  concerns  the  proposed  re- 
vised OE  criteria  due  for  comment  this  spring: 
whether  or  not  the  LCME  petition  is  accepted, 
purely  by  ohance  the  FTC  has  written  its  objec- 
tions at  a time  when  the  opportunity  for  chang- 
ing established  behavior  patterns — patterns  chal- 
lenged on  OE  terms,  not  FTC  grounds — are  up 
for  discussion.  The  likelihood  is  that  OE  will 
consider — as  it  has  already  done — greater  public 
participation  in  the  voluntary  accreditation  pro- 
cess. OE  has  a constituent  relationship  with 
voluntary  accrediting  bodies,  however,  and  it 
will  be  under  considerable  pressure  from  that 
segment  of  the  public  it  serves  to  avoid  opening 
the  accreditation  process  to  procedures  or  per- 
sons not  controlled  by  or  representative  of  pro- 
fessionals in  each  field. 
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THERE  AREA 
LOT  OF  PEOPLE 
GETTING  BETWEEN 
YOU AND YOUR 
PATIENT. 

Medicine  today  is  in  the  spotlight,  subjected  to  all 
hds  of  scrutiny.  Your  control  over  patient  therapy  is 
ing  monitored,  judged  and  occasionally  abrogated, 
metimes  by  unknown  third  parties. 

The  worry  is  that  in  the  wake  of  this  focus,  the  rela- 
rnship  between  you  and  your  patient  will  be  weakened, 
ithout  offsetting  benefits.  Consider  three  examples: 

Drug  Substitution  In  most  states,  pharmacy  laws, 

'ulations  or  professional  custom  stipulate  that  your 
n-generic  prescriptions  be  filled  with  the  precise  prod- 
rs  you  prescribe.  But  in  the  last  five  years,  a dozen  or 
ore  State  laws  have  been  changed,  permitting  the  phar- 
icist  in  most  cases  to  select  a product  of  the  same 
neric  drug  to  fill  any  prescription. 

I Ironically,  this  dilution  of  physician  control  has 
cen  place  against  a background  of  growing  evidence 
it  purportedly  equivalent  drug  products  may  be  in- 
aivalent,  since  neither  present  drug  standards  nor  their 
forcement  are  optimal.  In  fact,  the  FDA  itself  says  it 
s not  enforced  the  same  standards  for  hundreds  of 
)llow-on”  products  that  it  had  applied  to  the  original 
DA  approvals.  Thus  physician  control  over  patient 
;rapy  is  being  eroded  with  a risk  that  patients  may  be 
posed  to  drugs  of  uncertain  quality. 

The  major  advertised  claim  for  substitution  is  reduced 
escription  prices  for  consumers.  Yet  no  documentation 
any  significant  savings  has  been  produced. 

MAC  Maximum  Allowable  Cost,  MAC  for  short,  is 
’ederal  regulation  designed  to  cut  the  Government’s 
ug  bill  by  setting  price  ceilings  for  drugs  dispensed  to 
edicare  and  Medicaid  patients.  Unless  theprescriber 
irtifies  on  the  prescription  that  a particular  product  is 
iedically  necessary,  the  Government  intends  to  pay  only 
tr  the  cost  of  the  lowest-priced,  purportedly-equivalent, 


generally-available  product.  The  effect  of  the  program 
may  be  that  elderly  and  indigent  patients  will  be  restricted 
to  products  which  someone  in  Washington  believes  are 
priced  right.  Practicing  doctors  will  have  little  to  say  about 
administration  of  the  program,  since  Government  will 
have  absolute  authority  to  make  its  choices  stick. 

The  drug  lag  The  future  of  drug  and  device  re- 
search depends  upon  a scientific  and  regulatory  environ- 
ment that  encourages  therapeutic  innovations.  The 
American  pharmaceutical  industry  annually  is  spending 
more  than  $ I billion  of  its  own  funds  and  evaluating 
more  than  1 ,200  investigational  compounds  in  clinical 
research.  Disease  targets  include  cancer,  atherosclerosis, 
viruses  and  central  nervous  system  disorders,  among 
others.  But  there  is  a major  barrier  to  the  flow  of  new 
drugs  to  your  patients:  The  cost  of  the  research  is  more 
than  ten  times  what  it  was,  per  product,  in  1962;  and 
whereas  governmental  clearance  of  new  drug  applica- 
tions took  six  months  then,  it  commonly  consumes  two 
years  now. 

The  FDA  needs  adequate  time,  of  course,  to  consider 
data.  But  it  is  equally  clear  that  the  present  approval  proc- 
ess contributes  to  needless  delay  of  needed  therapy. 
That’s  why  the  increased  efficiency  of  the  drug  approval 
process  is  vital  to  all  our  futures. 

If  these  issues  concern  you,  we  suggest  that  you  make 
your  voice  heard— among  your  colleagues  and  your  repre- 
sentatives in  State  legislatures  and  in  Washington. 

It  could  make  a difference  in  your  practice  tomorrow. 
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Pharmaceutical  Manufacturers  Association 
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OF  RATS  AMD  CANCER  TESTING 

In  recent  months  the  public  has  been  treated 
almost  daily,  over  the  air  or  in  print,  to  threats 
by  the  Food  and  Drug  Administration  to  ban 
one  or  another  food  additive.  The  reason?  It 
has  been  found  to  produce  “cancer”  in  rats  and 
therefore  is  prohibited  in  food  by  the  “Delaney 
Amendment”  to  the  current  Food  and  Drug  Act. 

The  public  is  seldom  told  the  sites  and 
types  of  malignancy  produced,  the  number  of 
controls  and  test  animals,  or  the  dosage  used, 
and  NEVER  the  strain  of  rat  involved. 

When  the  proposed  ban  might  seriously  affect 
current  medical  practice  or  have  important  eco- 
nomic results,  as  might  a ban  on  saccharin,  it 
seems  to  me  that  much  more  information  should 
be  given  and  much  more  consideration  paid  to 
the  validity,  in  these  days,  of  dogmatic  adherence 
to  a clause  introduced  into  the  Act  as  a last-min- 
ute political  maneuver. 

In  the  early  days  of  cancer  research  attempts 
were  made  to  produce  malignancies  “artificial- 
ly” in  laboratory  rats,  usually  by  chemicals.  The 
goal  was  to  study  new  growths,  from  inception 
to  final  evolution  as  “cancers.”  These  attempts 
failed,  for  the  standard  laboratory  rat  would 
succumb  to  the  general  toxic  action  of  the  chem- 
ical without  developing  a neoplasm.  But  occa- 
ionally  a rat,  apparently  no  different  from  its 
mates,  would  develop  a new  growth.  These 
rats  were  cherished  and,  by  in-breeding,  used 
to  build  a stockpile  of  animals  for  cancer  re- 
search. 

During  my  personal  involvement  with  the 
testing  of  a wide  variety  of  chemicals,  using  the 
standard  laboratory  rat,  from  1935  to  1952  I do 


not  recall  a single  report  from  my  pathologist 
associates,  physicians  well  acquainted  with  prob- 
lems of  oncology,  of  a new  growth  produced  by 
any  chemical. 

From  the  number  of  chemical  additives  recent- 
ly prohibited  by  FDA  it  seems  logical  to  assume 
that  the  rats  used  in  tests  for  ability  to  produce 
malignancies  have  been  of  a special  “tumor- 
prone”  group,  not  ordinary  laboratory  white 
rats.  This  troubles  me.  I can  envisage  a car- 
toon in  which  a white  rat  sidles  up  to  a vial  of 
a food  additive  and  whispers,  “I  am  very  sensi- 
tive. If  anything-well,  almost  anything-insults 
me,  ugly  lumps  grow  in  my  body.  Don’t  you 
believe  me?  Why  not  try  it?  Just  pinch  me.” 

This,  in  essence,  is  the  situation  when  an  ab- 
normal rat  is  introduced  into  what  should  be  a 
fair  investigation  of  the  ability  of  a chemical 
to  produce  malignant  growths.  Suoh  a rat  is 
not  a test  animal.  It  is  an  agent  provocateur, 
and  the  results  of  its  use  bear  no  logical  rela- 
tionship to  what  might  happen  to  people  who 
take  the  chemical  into  their  bodies  in  food. 
The  controlling  factor  in  such  tests  is  obviously 
the  genetic  pattern  of  the  rat  used  and  not 
the  chemical. 

During  the  last  days  of  the  very  prolonged 
hearings  on  food  additives  before  the  House 
Committee  on  Interstate  and  Foreign  Commerce, 
the  Chairman  asked  NAS-NRC  to  select  a small 
group  of  scientists  from  universities  and  industry 
to  discuss  with  the  Committee  some  of  the  health 
problems  caused  by  the  use  of  chemicals  in  foods. 
I was  one  of  those  selected  from  industry.  We 
appeared  before  the  Committee  on  August  6, 
1957.  Each  of  us  was  allowed  to  make  a brief 
statement  and  then  submit  to  questioning. 
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My  statement  included  the  following:  “I  have 
had  an  unusual  opportunity  for  22  years  to  see 
thousands  of  workers  exposed  to  chemicals  in 
plants.  The  signficance  of  the  opportunity  is 
this:  these  men  as  citizens  eat  the  same  foods  as 
those  not  in  chemical  plants.  Therefore,  if  there 
is  any  hazard  from  chemical  food  additives, 
these  men  are  in  the  same  jeopardy  from  that 
hazard  as  are  the  rest  of  the  population  not  in 
chemical  plants. 

“In  addition,  however,  in  spite  of  all  our  at- 
tempts at  protection,  many  of  these  men  in  our 
plants,  day  after  day,  by  inhalation  of  fumes 
or  dusts  or  gases  or  mists  or  by  contact  with 
equipment  through  which  many  ohemicals  have 
passed  are  taking  into  their  bodies  many  of  the 
same  chemicals  the  people  are  scared  about  as 
additives,  in  quantities  far  greater  than  they 
would  ever  take  in  eating  their  food  . . . These 
men,  therefore,  are  in  double  jeopardy  with 
respect  to  the  effeot  of  small  quantities  of  modern 
synthetic  chemicals  upon  their  health.” 

When  a chemical  is  eaten  with  food  and  is 


absorbed  from  the  digestive  tract,  it  must  pass 
the  detoxifying  filter  of  the  liver  before  it  enters 
the  general  circulation.  A chemical  inhaled  or 
absorbed  through  the  skin  may  enter  the  blood 
stream  directly  without  passing  first  through 
the  liver.  If  it  is  a carcinogen,  it  could  rapidly 
reach  its  target  organ  and  be  deposited  there. 
It  should  be  noted  that  the  most  dangerous  car- 
cinogens discovered  in  industry-  beta-naphthyl- 
amine,  benzidine,  and  the  various  diphenyl 
deriviatives-  are  capable  of  passing  through  the 
skin  easily. 

Unless  very  special  precautions  are  taken, 
workers  in  chemical  plants  can  go  home  with 
contaminated  outer-and  underclothing.  Expo- 
sure can  thus  be  spread  to  their  families. 

All  chemical  food  additives  must  be  manufac- 
tured, packaged,  transmitted  to  the  final  user, 
and  by  him  dispensed  among  the  foods  he 
selects.  In  this  course  of  events  thousands  of 
individuals  may  be  in  some  way  exposed  to  the 
additive.  If  the  additive  has  been  long  in  use, 
the  number  of  persons  in  what  I termed  “double 
jeopardy”  could  be  very  large.  This  would 
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certainly  be  so  with  such  a material  as  sac- 
charin, whose  use  and  properties  were  well 
known  to  me  as  a high-school  boy  in  England  65 
years  ago.  Surely  if  this  compound  were  carcino- 
genic to  humans,  the  fact  could  be  brought  to 
light  by  the  same  epidemiological  and  biostatis- 
tical  techniques  as  proved  the  hazard  from  cigar- 
ette smoking. 

Since  I made  my  statement  to  the  House  Com- 
mittee in  1957,  there  have  been  great  advances 
in  means  of  detecting  and  measuring  extremely 
small  quantities  of  “foreign”  chemicals  in  food- 
stuffs. The  FDA  uses  these  advances.  Some 
35  years  ago  I was  able  to  prove  the  presence  of 
a beta-naphthylamine  derivative  in  a urinary 
bladder  tumor  at  least  15  years  after  its  remo- 
val from  its  victim.  The  methods  I had  avail- 
able were  crude  compared  with  those  now  at  the 
service  of  anyone  interested  in  investigation 
of  the  chemical-carcinogen  problem. 

Several  years  ago  I was  asked  by  the  Director 
of  the  Bureau  of  Explosives  to  suggest  a pro- 


gram for  classification  of  new  chemicals  for 
purposes  of  railroad  transportation.  I devised 
a simple  test  scheme,  based  upon  use  of  the 
standard  laboratory  white  rat,  but  I added  this 
clause: 

“If  available  data  on  human  experience  with 
any  substance  (in  the  above-named  concentra- 
tions) indicate  results  differing  from  those  ob- 
tained on  animals,  the  human  data  shall  take 
precedence.”  The  test  program,  with  this  clause, 
was  accepted  by  the  Interstate  Commerce  Com- 
mission for  Class  B Poisons,  which  required 
special  care  in  transportation. 

This  same  clause  was  accepted  by  Congress 
and  appears  in  Section  2,  Paragraph  (H)  (2) 
of  the  Federal  Hazardous  Substances  Labeling 
Act.  (Public  Law  86-613.  86th  Congress,  S 
1283.  July  12,  1960.)  It  was  not  included  in 
the  Food  Act. 

The  Food  and  Drug  Administration,  the  ad- 
ministration of  the  Hazardous  Substances  La- 
beling Act,  and  the  Center  for  Disease  Control 
which  gathers  morbidity  data  are  all  under  the 
jurisdiction  of  the  Secretary  of  HEW.  Why 
could  they  not  work  together  and  with  the  Na- 
tional Cancer  Institute  to  study  more  closely, 
with  the  aid  of  modem  analytical  chemistry, 
the  incidence  of  malignancies  in  chemical  wor- 
kers? Since  most  such  workers  are  now  covered 
by  Medicare,  the  legal  access  to  needed  informa- 
tion for  such  a study  is  possible. 

If  the  present  spate  of  prohibitions  of  food 
additives  is  continued,  fostered  by  the  use  of  ab- 
normal rats  to  satisfy  the  Delaney  Amendment, 
we  shall  soon  be  able  to  parody  the  French  say- 
ing “ce  que  tout  le  monde  sait,  personne  ne  sait” 
into  “if  every  chemical  causes  cancer,  then  no 
chemical  causes  cancer.” 

In  writing  thus  I hold  no  brief  for  or  against 
any  food  additive.  But  I hold  a very  strong  brief 
for  honest  testing  and  against  “staoking  the 
deck”  by  subterfuge  merely  to  make  easy  ad- 
ministration. 

John  H.  Foulger,  M.D. 

Dr.  Foulger,  now  retired,  was  formerly  the  Director  of  the 
Haskell  Laboratory  and  the  Director  of  Medical  Research  for  the 
E.  I.  duPont  de  Nemours  and  Company. 
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THIRD  ANNUAL  RESEARCH 
REVIEW 

Veterans  Administration  Center,  Wilmington, 
Delaware,  November  16,  1976 

1.  New  Maxillofacial  Materials  for  Long-Term 
Patient  Wear.  John  F.  Lontz,  Ph.D.,  James  W. 
Schweiger,  D.D.S.,  M.S.,  and  A.  William  Burger, 
B.Se. 

Based  on  living  tissue  with  its  characteristic 
extensibility  and  compliance  as  a model  and  a 
goal  for  its  stress-strain  profile,  a series  of  poly- 
sdloxane  elastomer  compositions  has  been  de- 
veloped to  provide  the  wearer  with  a flexible, 
durable,  sterilizable  prosthesis  with  rigid  require- 
ments and  specifications  for  color  stability  and 
retention,  and  for  ability  to  withstand  severe 
cleansing  for  hygienic  maintenance  to  remove 
discoloration  and  malodorous  accretion.  While 
many  varieties  of  plastics,  rubbers,  and  synthetic 
elastomers  have  been  and  need  to  be  used  to 
make  the  prostheses  employed  in  the  repair  of 
facial  disfigurement,  these  have  often  been  ex- 
pedients, concocted  from  proprietary  materials, 
such  as  rubber  latex,  modified  polyacrylates, 
polyvinyl  chloride  loaded  with  fugitive  plasti- 
cizers, and  polyurethane  with  its  dependence 
on  potentially  toxic  di-isocyanate  forming  reac- 
tions. All  of  these  materials  have  been  taken 
from  commercial  sources,  and  are  materials  that 
were  chemically,  molecularly,  and  physically 
designed  for  commercial  and  industrial  applica- 
tions and  not  neoessarily  for  medical  applications. 

These  precedental  materials  while  serving  a 
useful,  rehabilitative  purpose  have  fallen  short 
of  the  expectations  by  the  wearer  because  they 
either  discolor  too  soon,  often  in  a matter  of 
weeks,  or  in  some  cases  stiffen  or  in  others  soften, 
or  impart  poor  adhesion  with  applied  adhesive, 
and  in  most  instances  are  difficult  to  clean  except 
with  destructive  cleansing  methods.  In  view  of 
these  inadequacies,  a new  series  of  polysiloxanes, 
commonly  known  as  silicones,  has  been  devel- 
oped that  provide  substantial  likeness  to  human 
skin  and  exploit  the  well-known  superiority  of 
silicones  which  are  noted  for  their  chemical  and 
biological  inertness.1-2  The  polysiloxanes  are  read- 


ily amenable  to  extensile  modifications  using  ap- 
propriate blends  of  elastomer  stock  with  oligomer 
fluids,  which  are  available  as  medical  grade 
fluids,  and  cross-finking  or  binding  catalysts.  For 
this  development  we  are  applying  standard  ten- 
sile characterization  and  specified  polymerization 
curing  conditions  to  assure  uniform  extensile 
properties.  Concurrently,  this  effort  is  being 
actively  supplemented  with  selection  and  stan- 
dardization of  intrinsic  coloring  to  give  a more 
pleasing  cosmetic  quality  to  the  basic  composi- 
tion along  with  modifications  of  the  adhesives 
to  improve  retention  and  cleanabifity,  and,  last 
but  not  least,  with  the  evaluation  of  potentially 
deleterious  action  on  contact  with  human  skin 
and  oral  tissues. 

This  research  project  comprises  an  overall  pro- 
gram of  the  VA  research  contract  to  Temple  Uni- 
versity School  of  Dentistry,  V101  (134)  P-135  and 
P-337  for  Fiscal  Year  1977. 

1.  Lontz  JF,  Schweiger  JW,  Burger  AW:  Development  and 

standardization  of  polysiloxane  maxillofacial  protheses.  Presen- 
tation at  the  Twenty-Second  Annual  Meeting  of  the  American 
Academy  of  Maxillofacial  Prosthetics,  November,  1974,  Wil- 
liamsburg, Virginia. 

2.  Lontz  JF,  Schweiger  JW,  Burger  AW : Comparative  merits  of 
polymer  and  elastomer  materials  fabricated  for  maxillofacial 
reconstructions.  Presentation  at  the  Twenty-Third  Annual 
Meeting  of  the  American  Academy  of  Maxillofacial  Prosthetics, 
November,  1975,  Lake  Geneva,  Wisconsin. 

2.  Skin  Pigmentation  Analyses  for  Prosthetic 
Color  Matching:  John  F.  Lontz,  Ph.D.,  James  W. 
Schweiger,  D.D.S.,  M.S.,  and  A.  William  Burger, 
B.Sc. 

The  spectral  color  constants  for  normal  skin 
and  its  variations  due  to  exposure  to  sunlight, 
heat,  and  radiation  can  now  be  analyzed  with  a 
digital  color  difference  meter  which  gives  the 
volues  for  reflectance  ( L ) , employing  fixed  filters 
for  red/green  (A)  and  yellow/blue  (B)  ratios 
in  numerical  intensities  from  a standard  visible 
fight  source.1  These  constants  have  been  success- 
fully applied  to  measure  the  principal  spectral 
color  indices  of  human  skin,  with  sufficient  sensi- 
tivity to  differentiate  between  individual  summer 
and  winter  skin  coloration.  The  resulting  skin 
indices  are  being  used  to  standardize  the  selec- 
tion of  synthetic  pigments  and  fibrous  floe,  serv- 
ing to  replicate  the  tiny  subcutaneous  arterioles, 
in  order  to  attain  the  nearest  possible  match  to 
human  skin,  inasmuch  as  previous  prostheses  of- 
ten have  had  a flat,  sallow  surface  coloration. 
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FIGURE  1 

Dr.  John  Lontz,  research  investiga- 
tor in  the  Maxillofacial  area,  re- 
views tissue  culture  specimens  in 
the  laboratory.  (Abstract  No.  1) 
Material  formulated  for  use  in 
maxillofacial  prosthetics  is  tested 
in  tissue  culture  with  cells  ob- 
tained from  gingival  mucosa. 
These  tests  are  carried  out  to 
evaluate  possible  harmful  effects 
on  the  cells  from  the  formulated 
maxillofacial  implants. 


This  system  is  sufficiently  sensitive  to  provide  in- 
dices or  numbers  that  will  differentiate  changes 
in  skin  as  it  is  exposed  to  thermal  radiation,  with 
the  expectation  that  the  sensitivity  could  be  en- 
hanced to  record  the  color  changes  due  to  clin- 
ical radiation. 

This  research  project  is  a portion  of  the  VA  re- 
search contract  with  Temple  University  School  of 
Dentistry,  V101  (134)  P-135  and  P-33'7  for  Fiscal 
Year  1977. 

1.  Lontz  JF,  Schweiger  JW,  Burger  AW:  Standards  of  Color 
Matching.  General  Concepts  for  Pigment  Selection.  Presenta- 
tion at  the  First  International  Symposium  on  Facial  Prosthetics, 
April,  1976,  Arnhem,  The  Netherlands. 

3.  Development  of  Safe  and  Adequate  Ad- 
hesives for  Maxillofacial  Prostheses.  John  F. 
Lontz,  Ph.D.,  James  W.  Schweiger,  D.D.S.,  M.S., 
and  A.  William  Burger,  B.Sc. 

The  wearer  of  orofacial  prostheses  places  great 
expectations  on  adhesive,  which  he  puts  on  and 
changes  or  freshens  frequently,  often  daily 
There  are  two  problems:  One  is  the  loss  of  ad- 
herence, and  the  other  is  the  difficulty  in  remov- 
ing the  spent,  often  hardened,  adhesive.  This  re- 
search effort  involves  developing  further  modifi- 
cations in  the  new,  improved  polysiloxane  pros- 
thesis reported  in  another  presentation.  Initial 
tests  indicate  that  commercial  polyisobutylene 
available  as  Vistanex,  imparts  significant  adher- 
ence to  our  present  polysiloxane  ( silicone ) pros- 


thesis composition  with  the  expectations  that  this 
modification  will  not  require  the  wearer  to  apply 
an  adhesive. 

This  research  project  is  a portion  of  the  VA  re- 
search contract  with  Temple  University  School  of 
Dentistry,  V101  (134)  P-135  and  P-337  for  Fiscal 
Year  1977. 

4.  Tissue  Toxicity  Test  Development  of  Orofacial 
Prostheses.  John  F.  Lontz,  Ph.D.,  James  W.  Sch- 
weiger, D.D.S.,  M.S.,  and  Kenneth  P.  Sobczak, 
D.D.S. 

New,  improved,  life-like,  flexible  biomaterials 
for  prostheses  have  been  developed  from  poly- 
siloxanes  as  specially  modified  silicones,  to  re- 
place the  polyacrylates,  polyvinyl  chloride  loaded 
with  plasticizers,  and  polyurethanes  that  are  rela- 
tively stiff,  often  deteriorate  in  weeks,  and  usually 
are  not  amenable  to  hygienic  cleansing  to  remove 
the  malodorous  condition.  In  accordance  with 
ethical  dental1  and  federal2  requirements,  the 
new  polysiloxanes,  although  made  from  FDA-ap- 
proved  materials,  must  be  tested  to  demonstrate 
absence  of  deleterious  effect  on  oral  tissues  in- 
cluding normal  tissue  and  those  subjected  to  ra- 
diation. We  are  developing  procedural  tissue  cul- 
ture conditions,  specific  to  human  buccal  muoosa 
and  gingival  tissues  by  adjusting  the  media,  car- 
bonation,  bacterial,  and  fungal  control  additives 
and  other  factors  for  the  growth  of  excised  tissues 
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taken  from  patients  undergoing  some  form  of  den- 
tal treatment  or  oral  surgery.  We  expect  to  short- 
en the  FDA  approval  (now  from  three  to  five 
years ) to  one  year  or  less.  The  research  involves 
two  distinct  but  mutually  supporting  phases, 
namely,  visual,  comparative  determination  of 
growth  or  inhibition  of  cells,  and  concomitant 
biochemical  profiles  as  deviations  from  normal 
growth. 

This  research  project  is  a portion  of  the  VA  re- 
search contract  with  Temple  University  School  of 
Dentistry,  V101  (134)  P-135  and  P-337  for  Fiscal 
Year  1977. 

1.  Recommended  Standard  Practices  for  Biological  and  Clinical 

Evaluations:  American  Dental  Association,  Guide  to  Dental 

Materials  and  Devices  Chapter  XVI  1974-1975  Twelfth  Edition. 

2.  The  New  Medical  Devices  Act  is  expected  to  impose  stringent 
standards  governing  design,  manufacture,  and  use.  Science  192: 
1216,  1976. 

5.  Scalp  Recorded  Auditory  Evoked  Potentials 
and  Sonomotor  Responses:  An  Evaluation  of  Com- 
ponents and  Recording  Techniques.  Leo  J.  Streletz, 
M.D.,  Leonard  Katz,  M.D.,  Micha  Hohenberger, 
Ph.D.,  and  Roger  Cracco,  M.D. 

The  auditory  evoked  potentials  (AEP)  of  37 
normal  subjects  have  been  studied  to  investigate 
each  of  the  three  components  of  the  AEP  and  dif- 
ferentiate neurogenic  from  myogenic  potentials. 
The  recording  techniques  developed,  using  a bal- 
anced sternovertebral  noncephalic  reference  lead, 
resulted  in  a system  that  allows  recording  of  the 
AEP  free  of  evoked  myogenic  contamination. 


The  AEP  synchronous  with  an  auditory  click 
stimulus  was  recorded  from  the  scalp,  ear,  nose, 
and  mastoid  regions  in  normal  adult  subjects.  The 
AEP  was  classified  in  three  component:  Early 
(0-8  msec),  Middle  (8-50  msec),  and  Long  (50- 
500  msec)  latency  potentials. 

The  following  findings  resulted  from  our  AEP 
experiments:  1.  The  early  latency  potentials  arise 
in  the  auditory  nerve  and  subcortical  structures 
and  are  volume  conducted.  2.  The  middle  latencv 

J 

component  contains  potentials  of  cerebral  origin 
as  well  as  myogenic  potentials  (ie,  frontalis,  tem- 
poralis, and  occipitalis  muscles).  3.  The  long 
latency  potentials  arise  in  widespread  areas  of 
the  central  cortex  and  are  mediated  by  a non- 
specific projection  system. 

The  middle  latency  AEP’s  can  be  recorded  free 
of  evoked  myogenic  contamination  in  normal 
adults  during  sleep,  provided  the  recording  elec- 
trode is  not  placed  in  the  vicinity  of  the  ear. 

6.  Application  of  Auditory  Evoked  Potentials 
for  Evaluation  of  Neuro-Otologic  Disorders.  Micha 
Hohenberger,  Ph.D.,  Leo  J.  Streletz,  M.D.,  and 
Leonard  Katz,  M.D. 

In  previous  studies  of  the  auditory  evoked  po- 
tentials (AEP)  in  normal  subjects,  we  have  es- 
tablished a sound  technique  for  recording  and 


FIGURE  2 

Dr.  Leonard  Katz,  Chief  of  Neu- 
rology, and  Mrs.  Sylvia  Leasure- 
Patterson,  R.  EEG  T.,  observe  the 
auditory  evoked  potential  in  a 
volunteer  (Abstract  No.  5)  The 
recording  device  and  computer 
allow  the  summation  and  storage 
of  information  for  future  evalua- 
tion. 
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analyzing  scalp-recorded  signals.  The  AEP  can 
be  used  to  evaluate  patients  with  neurological 
diseases.  In  particular,  structural  damage  of  the 
auditory  brain  stem  pathways  due  to  stroke, 
tumors,  demyelination,  or  other  pathologic  pro- 
cesses can  be  reflected  in  abnormalities  of  the 
AEP  waveform,  including  changes  in  amplitude 
and  latency  of  the  individually  defined  potentials. 
This  is  studied  by  correlating  the  characteristics 
of  the  abnormal  AEP  with  the  clinical  neurologic 
and  otologic  evaluation  of  the  patient. 

When  statistically  sufficient  data  are  collected, 
this  technique  may  be  found  to  be  a non-invasive 
diagnostic  method  in  neuro-otologic  diseases. 
Furthermore,  the  farfield  recording  raises  the 
possibility  that  measures  of  activity  arising  in 
other  sensory  or  motor  pathways  traversing  the 
brain  stem  can  also  be  developed. 

7.  Cerebrospinal  Fluid  GAEA  Levels  in  Individ- 
uals at  Risk  for  Huntington’s  Disease.  N.V.B. 
Manyam,  M.D.,  Bruce  S.  Glaeser,  B.S.,  Leonard 
Katz,  M.D.,  and  Theodore  A.  Hare,  Ph.D. 


Based  on  the  known  decrease  of  gamma-amino- 
butyric acid  (GABA)  levels  in  the  brain  and 
cerebrospinal  fluid  ( CSF ) of  patients  with  Hunt- 
ington’s Disease  (HD),  CSF-GABA  levels  were 
measured  in  ten  individuals  at  risk  for  HD.  The 
data  showed,  with  high  statistical  probability,  a 
bimodal  distribution  of  CSF-GABA  levels  within 
this  population.  Four  of  the  at-risk  individuals 
showed  low  CSF-GABA  levels  with  a mean  value 
(±SD)  of  153±22  pioomoles/ml  whereas  the 
other  six  individuals  showed  higher  levels  with 
a mean  value  of  260 ±31  picomoles/ml.  The 
bimodal  distribution  may  indicate  usefulness  of 
CSF-GABA  measurement  as  a predictive  test  for 
HD. 

8.  Transcutaneous  Cerebral  Pressure  Monitoring 
with  the  Durham  Tonometer:  A New  Non-invasive 
Technique.  P.  L.  LeRoy,  M.D.,  F.A.C.S.,  M.  Boulos 
M.D.,  F.R.C.S.,  and  J.  W.  Goloskov,  N.PA.,  R.N., 
and  E.  L.  Duggins,  Bioengineering  Student. 

A preliminary  study  of  the  efficacy  and  use  of 
the  Durham  Tonometer  as  a non-invasive  means 
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of  measuring  intracranial  pressure  is  presented. 
This  technique  can  also  be  used  for  continuous 
cerebral  pressure  monitoring. 

Twenty- four  patients  with  states  of  known  or 
suspected  increased  intracranial  pressure  from 
congenital,  traumatic,  neoplastic,  and  degenera- 
tive etiologies  were  selected.  Transcutaneous 
tracings  were  obtained  in  eight  patients  with 
cranial  defects,  fifteen  patients  with  shunts,  and 
one  patient  with  a recurrent  subdural  hematoma. 

A control  group  of  twelve  adults  and  three 
children  was  selected  in  which  pressure  deter- 
mination by  manometry  was  done  for  clinical 
indication.  Test  data  were  obtained  by  the  ap- 
plication of  the  tonometer  sensor  tip  at  an  angle 
of  80-90  degrees  to  the  area  of  the  cranial  defect 
or  previously  implanted  cerebral  reservoir  sys- 
tem. The  tonometer  was  calibrated  to  0 mmHg 
at  200  mm  H2O  which  approximates  normal  ICP 
in  the  adult.  A pulsatile  wave  form  measuring  at 
least  5 mmHg  was  obtained  in  most  patients 
having  increased  intracranial  pressure.  This  was 
surgically  verified  by  a cerebral  or  ventricular 
tap.  The  tap  correlated  to  within  one  standard 
deviation  from  the  tonometer  result- 

The  preliminary  conclusions  from  this  study 
are  as  follows:  Normal  pressures  have  variations 
with  some  peaks  well  above  and  some  well  below 
the  base  pressure.  Readouts  of  20  mmHg  or  less 
are  considered  normal.  Abnormal  pressures  were 
recorded  as  those  above  50  mmHg  in  patients 
with  shunts  or  arrythmic  wave  forms  in  patients 
with  cranial  defects.  We  feel  that  this  new 
technique  is  a useful,  non-invasive  means  of 
measuring  and  monitoring  intracranial  pressure. 
Future  study  to  more  critically  identify  specific 
wave  patterns  may  be  helpful  when  elucidating 
specific  diagnosis  in  the  intracranial  cavity  by 
wave  analysis. 

9.  True  Measurements  of  the  AP  Diameter  of 
the  Spina!  Canal  by  Means  of  Magnification  Ra- 
diography. Alexander  Kovae,  M.D.,  Leonard  Katz, 
M.D.,  and  David  Meyers,  M.D 

In  vivo  measurement  of  the  sagittal  diameter 
of  spinal  canal  by  means  of  radiograms  is  un- 
reliable because  of  variable  magnification  factor 
caused  by  differences  in  width  of  shoulders  and 


hips.  A method  using  a known  magnification 
factor  (2.)  is  more  accurate. 

This  method  does  not  require  special  equip- 
ment, and  the  minimal  increase  in  radiation  is 
insignificant. 

10.  Knee  Joint  Changes  after  A'eniscus  and 
Ligament  Lesions  in  Dogs.  G.H.  Siemering,  D.V.M., 
and  Robert  Eilert,  M.D. 

Meniscus  tears  can  cause  disabling  symptoms 
of  swelling,  pain,  restricted  motion,  and  joint 
instability,  but  not  always.  It  is  desirable  to 
determine  for  each  patient  whether  the  meniscus 
is  of  service  or  disservice  to  the  joint. 

The  development  of  excellent  optical  systems 
for  the  arthroscope  has  provided  a method  for 
direct  observation  of  articular  surfaces  using  only 
a small  puncture  to  introduce  the  instrument. 

Seven  dogs  with  surgically  produced  knee 
lesions  are  now  being  routinely  examined  by 
arthroscopy  and  radiography.  The  unstable  joints 
are  developing  degenerative  lesions,  while  the 
stable  joints  (eg,  meniscal  tears)  are  producing 
minimal  or  no  degenerative  lesions. 

11.  The  Follow-Up  of  Radiation-Induced  Bone 
Lesions  by  Radioisotope  Imaging.  Josephine  M. 
Piccone,  Ph.D.,  and  Vidya  Sagar,  M.D. 

This  project  is  a documentation  of  the  course 
of  radiation-induced  bone  lesions  as  visualized 
by  isotopic  imaging  and  radiography.  The  up- 
take of  the  radiopharmaceutical  is  also  quanti- 
tatively determined  in  the  irradiated  and  control 
(left)  femurs  and  ratios  of  the  two  determined. 

Six  animals  have  been  irradiated  and  followed 
for  a year.  The  radiographs  are  not  indicative 
of  any  differences  between  the  irradiated  and 
oontrol  sides  while  the  bone  images  clearly  indi- 
cate areas  of  asymmetry.  This  experiment  seems 
to  indicate  a common  three-phase  pattern  of 
bone  response  to  irradiation,  namely,  initial  de- 
crease, increase,  and  subsequent  return  to  normal, 
which  is  independent  of  dose  from  3200  to  6400 
rads. 

12.  Rate  of  Regeneration  of  Gastric  Mucosa 
Studied  with  99mTc  Pertechnetate.  Vidya  V.  Sagar, 
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M.D.,  David  Pecora,  M.D.,  and  Josephine  M.  Pic- 
cone,  Ph.D. 

The  study  was  performed  to  correlate  the  gas- 
tric uptake  of  pertechnetate  with  the  regener- 
ating gastric  mucosa  in  dogs.  Scanning  of  the 
stomach  has  been  reported  to  be  useful  in  detect- 
ing large  lesions  and  possibly  in  gastric  atrophy. 

Dogs  who  had  part  of  the  gastric  mucosa  re- 
moved showed  a corresponding  “gap”  one  week 
after  surgery,  and  by  four  weeks  the  entire 
stomach  was  visualized  on  images,  indicative  of 
regeneration  of  mucosa.  This  was  confirmed 
histologically. 


Special  Reports 

13.  The  Deposition  of  99mTc  Pyrophosphate  in 
Fractures  in  Rats.  Mark  Zolnick,  M.D.,  Vidya  Sagar, 
M.D.,  and  Josephine  M.  Piccone,  Ph.D. 

The  purpose  of  this  study  was  to  evaluate  the 
uptake  of  "mTc  pyrophosphate  at  a fracture  site. 
The  long  bones  of  rats  are  fractured,  and  bone 
images  are  taken  at  various  time  intervals.  The 
radio-activity  of  the  fractured  limb  is  compared 
to  that  of  the  opposite  unfractured  limb. 

Data  taken  to  date  have  shown  that  fractures 
can  be  consistently  visualized  as  early  as  four 
hours  following  trauma,  and  visualization  im- 
proves as  the  time  between  trauma  and  scanning 
is  lengthened  up  to  24  hours. 
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METHYLPREDNSSOLONi  AND  LAMB’S  BLOOD? 

Within  the  past  several  months,  both  the  Wil- 
mington Medical  Center  and  the  St.  Francis  Hos- 
pital have  passed  rules  concerning  the  use  of 
intrathecal  injections  of  methylprednisolone  ace- 
tate ( Depo-Medrol)  for  the  treatment  of  patients 
with  multiple  sclerosis.  Its  use  is  now  prohibited 
at  the  St.  Francis  Hospital.  If  a physician  wishes 
to  use  such  injections  in  the  Wilmington  Medical 
Center,  he  must  first  have  a treatment  protocol 
for  its  use  approved  by  the  Research  and  Publi- 
cations Committee  and  its  subcommittees,  the 
Human  Rights  Committee. 

There  are  presently  no  restrictions,  however, 
regarding  the  type  of  therapy  a physician  may 
prescribe  or  administer  to  his  office  patients;  it 
is  up  to  his  own  good  sense.  It  is  not  at  all  un- 
usual for  office  patients  to  be  the  recipients  of 
therapies  whioh  are  useless  in  the  opinions  of  the 
majority  of  physicians.  Fortunately,  in  most  such 
instances,  the  therapy  in  question  is  not  dan- 
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gerous  (except  as  it  defers  better  therapy — eg, 
Laetrile,  and  except  to  the  patient’s  pocketbook — 
eg,  HCG. ) But  that  is  not  always  so,  as  in  the 
case  of  Depo-Medrol,  whioh  may  indeed  be 
dangerous.  ( See  the  Symposium  on  Depo-Medrol 
elsewhere  in  this  issue.) 

It  would  be  nice  to  believe  that  most  of  the 
physicians  who  administer  unproven  therapies 
do  so  because  they  sincerely  believe  in  their 
efficacy.  Very  few  of  us  would  want  medical 
judgment  regarding  a patient’s  care  by  his  private 
physician  subject  to  more  official  regulation  than 
is  already  present.  For  example,  Medicare  pay- 
ments are  not  now  permitted  for  treatment  with 
vitamin  B-12  for  any  condition  except  pernicious 
anemia,  although,  correctly  or  uselessly,  B-12 
injections  are  frequently  given  for  other  reasons. 

One  of  Senator  Kennedy’s  many  suggestions  for 
regulation  of  medical  practice  is  a bill  which 
would  fine  a physician  who  uses  a drug  for  other 
than  its  FDA- approved  uses,  $10,000  a day  for 
every  day  the  drug  is  prescribed.  While  most 
physicians  would  be  vehemently  opposed  to 
such  demeaning  and  punitive  stringency,  it  is 
still  alarming  that  within  a community  such  as 
ours  there  are  no  possible  restraints  other  than 
an  individual  physician’s  own  sense  of  what  is 
good  medical  practice  to  keep  him  from  con- 
tinuing therapy  which  most  consider  unwar- 
ranted. 

The  Depo-Medrol  argument  came  to  my  mind 
recently  while  I was  browsing  in  A Pictorial  His- 
tory of  Medicine .*  Three  centuries  ago,  in  1667, 
the  first  blood  transfusion  was  performed. 

Arthur  Coga,  a poor  clergyman  not  only  sur- 
vived but  was  benefitted  from  intravenous  in- 
jection of  12  ounces  of  lamb’s  blood.  A couple 
of  months  later,  Madame  de  Sevigne’s  valet  who 
“suffered  from  frenzies,  during  which  he  was  in- 
clined to  beat  his  wife”  was  improved  by  two 
such  transfusions  whioh,  in  fact,  converted  him 
to  a loving  husband,  albeit  temporarily.  Un- 
fortunately, he  died  during  the  third.  Dr.  Jean 
Denis,  who  administered  the  transfusions  of 

*Bettman  OL:  A Pictorial  History  of  Medicine.  Charles  C. 

Thomas,  Springfield,  Illinois,  1956. 
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lamb’s  blood,  was  accused  of  murder  by  the 
man’s  wife.  He  countercharged  that  she  had 
“likely  poisoned  her  husband  or  led  him  to  cer- 
tain death  by  encouraging  his  natural  bent  for 
debauchery'.”  After  several  months  of  litigation, 
Dt.  Denis  was  eventually  exonerated  of  murder 
by  the  courts.  However,  the  medical  faculty  of 
Fans  forbade  any  future  transfusions  without 
its  permission,  and  transfusions  were  not  revived 
as  a therapy  for  about  200  years. 

Most  of  us  would  be  relieved  if  methylpredni- 
solone  were  similarly  to  be  banished  from  the 
intrathecal  spaces  of  Delaware  residents  for  an 
equal  period  of  time. 

ny.v. 

« «?  w 

THIRD  ANNULS  rp«;pap<h  REVIEW 

ITlie  Third  Anon  I Research  Review  summa- 
rized in  this  issue  recounts  the  broad,  interdis- 
tiobnarv  involvement  -f  research  projects  stem- 
ming from  uoar  and  long-range  needs  for  the 
professional  care  of  the  patients  at  the  Veterans 
Administration  Center. 

See  Special  Report  on  page  ,369 

There  is  always  a need  to  confirm  by  experi- 
ment suggested  advances  in  diagnosis,  treatment, 
and  surgical  innovations  before  considering  ac- 
tual human  adaptation.  The  projects  disclosed 
and  discussed  in  this  review  serve  the  purpose 
of  allowing  critical  judgement  of  the,  merits  of 
such  innovations  as  a prerequisite  to  medical- 
surgical  acceptance  and  to  aid  in  their  assess- 
ment by  a review  committee  on  human  experi- 
mentation. 

The  Medical  Research  Program  at  the  Veterans 
Administration  Center  is  housed  in  a 5800  sq. 
ft.  building  with  laboratory  facilities  available 
for  research  in  anirn  i!  radiology,  animal  surgery, 
bacteriology,  biochemistry,  biomaterials,  bio- 
medicine, electroencephalography,  and  tissue, 
culture. 

During  the  past  year,  twenty-five  research  in- 
vestigators have  used  the  facilities  of  this  build- 
ing. These  individuals  include  fifteen  full-time 
staff  at  the  Veterans  Administration  Center  and 
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eight  part-time  staff  and  consultants  to  this  Cen- 
ter. In  addition,  individuals  from  other  hospitals 
have  worked  on  projects  in  conjunction  with 
members  of  the  Veterans  Administration  staff. 
The  investigators  who  have  used  the  facility 
have  given  fifty-siv  presentations  at  national  and 
international  meetings  and  had  thirty-three  pub- 
lications as  a result  of  the  research  effort  at  this 
facility.  Funding  of  projects  comes  from  Vet- 
erans Administration  Center  Office  funding  for 
research  support,  from  research  grants,  and  from 
donations  from  various  sources.  This  symposium 
reviews  the  results  of  the  research  accomplish- 
ments during  the  past  year. 

The  preparation,  discussions,  and  disclosure  of 
the  progress  on  these  various  projects  also  serve 
the  useful  purpose  of  allowing  consideration  by 
others  of  suggested  new  medical  and  surgical 
approaches  and  techniques  with  which  we  are 
involved  at  the  Veterans  Administration  Center. 

John  Lontz,  Ph.D. 

Dr.  Lontz  is  a research  consultant  and  a member  of  the  Medical 
Advisory  Committee  at  the  Veterans  Administration  Center,  Wil- 
mington. 


Del  Mf.d  Jrl,  June  1H77 — Vol  49,  No  6 


377 


Editorials 


THE  F D A : 

A RETROSPECTIVE  LOOK  IN  2020  A.D. 

The  scene  is  a television  screen  of  an  audi- 
torium stage.  The  audience  is  in  caps  and 
gowns.  The  time  is  an  afternoon  in  June  of 
2020  A.D.  The  class  of  ’20  from  the  Medical 
College  of  Megalopolis,  USA  (formerly  Boston, 
New  York,  Philadelphia,  Baltimore,  and  Wash- 
ington, D.C.)  is  being  addressed. 

As  we  tune  in,  the  valedictorian  is  making  his 
opening  remarks: 

“I  have  chosen  as  my  theme,  ‘The  Struggle  of 
the  American  Citizens  and  Their  Physicians  to 
Defeat  the  Government’s  Now  Defunct  FDA 
(the  Fumbling  Data  Assigners).’  The  Fumbling 
Data  Assigners  (FDA),  as  we  all  know,  emerged 
in  the  1960’s  with  the  revelation  of  medicines 
that  caused  birth  defects.  With  this  success  and 
the  added  impetus  of  the  big  “D”  law,  the  col- 
lective egos  of  the  Fumbling  Data  Assigners 
were  so  inflated  that  the  stage  was  set  for  them 


to  become  a national  big  brother  and  to  start 
to  dictate  habits  of  smoking,  drinking,  eating, 
clothing,  driving,  and  medicine  ingestion. 

“Halt!  One  moment!!  Understand  I don’t  wish 
to  confuse  FDA  (Fumbling  Data  Assigners)  with 
the  other  federal  agency  well  known  as  the 
Food  and  Drug  Administration  (unfortunately 
also  referred  to  as  FDA;  I’ll  try  to  continue  to 
make  the  distinction  between  these  two  FDA’s 
as  I progress). 

“The  Fumbling  Data  Assigners  were  a subtle 
group,  who  took  off,  using  comments  from  vari- 
ous government  agencies,  the  Food  and  Drug 
Administration  being  only  one  of  such.  These 
comments  were  used  to  instill  the  feeling  of  a 
need  for  government  controls  in  the  actions  of 
the  American  public,  rather  than  spelling  out  the 
facts  and  permitting  each  person  the  privilege 
and  right  to  use  the  faots  to  think  out  his  or  her 
destiny  as  each  would  see  fit. 

“I  digress;  I merely  wished  to  put  the  full 
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focus  on  the  true  FDA  (the  Fumbling  Data  As- 
signors) of  the  mid-seventies.  If  you  will  recall, 
the  turning  point  was  around  the  saccharin  issue. 
Audaciously  supported  by  the  big  “D”  law  and 
armed  with  data  from  the  data  bank  of  another 
nation,  the  FDA  (Fumbling  Data  Assignors), 
without  concern  for  others,  struck  saccharin  from 
the  tables  of  the  diabetics  and  the  weight-con- 
cerned public.  The  citizens  balked.  That  was 
the  first  gleam  of  the  light  of  truth  that  made 
possible  the  beginning  of  our  present  era. 

“The  saccharin  fight  brought  into  clearer  focus 
the  previous  blunders  of  the  FDA  (the  Fumbling 
Data  Assigners).  You  all  remember  now  how 
the  FDA  (the  Fumbling  Data  Assigners)  also 
blundered  with  their  release  of  damning  informa- 
tion or  blessings  of  many  drugs.  You  remember, 
too,  how  they  made  their  claims  on  the  front 
pages  of  newspapers  and  we  could  not  find  their 
retractions  hidden  in  the  back  business  pages 
of  the  same  newspapers. 

"Oh,  it  is  true,  the  Fumbling  Data  Assigners 
(FDA)  tried  to  implicate  the  CIA  when  it 
quoted  energy  shortage  statistics.  By  then  the 
public  was  aware  of  the  guise  taken  by  the 
various  spokesmen  for  the  FDA  ( Fumbling  Data 
Assigners),  namely,  anti-this  and  anti-that,  who 
continually  addressed  the  people  in  the  nega- 
tive. It  was  then  the  public  spoke  out  and 
demanded  honesty  in  all  affairs.  It  was  a battle 
through  the  seventies  and  early  eighties.  Waving 
white  hats  and  pronouncing  glowing  political 
promises  no  longer  sold  anything;  the  securing, 
demonstrating,  and  proclaiming  of  true  facts 
began  to  sell  ideas. 

“With  the  birth  of  the  hard-headed  Honest 
Analysis  Administration  (HAA)  and  a modifica- 
tion of  the  big  “D”  law,  reason  and  understand- 
ing returned  to  our  nation.  The  HAA  collected 
the  facts,  and  the  knowledge  was  conveyed  to 
the  public.  The  public,  who  had  now  regained 
its  self-esteem  and  confidence,  was  now  able  to 
make  and  did  make  its  own  decisions,  unham- 
pered by  government  agency  regulation  and  in- 
terference! 


GOLDSBOROUGH 

COMPANY  * REALTORS 


We  are  prepared  to  take  on  Special  Realty 
Assignments  covering  acquisitions,  sales,  apprai- 
sals, and  leasing  of  commercial,  industrial,  and 
special  purpose  properties. 


CONFIDENTIAL  ASSIGNMENTS 
HONORED 


Executive  Offices 

2115  Concord  Pike  (Area  Code  302) 

Fairfax  Shopping  Center  575-1000 

Wilmington,  DE  19899 

ASK  FOR  ARNOLD  GOLDSBOROUGH 

Affiliated  Companies 
CONTINENTAL  MORTGAGE  COMPANY 
GOLDSBOROUGH-BARR  & DOLSON 
INSURANCE  AGENCY 
GOLDSBOROUGH  FINANCIAL  SERVICE 
COMPANY 


1303  Veale  Road  - Marsh  & Veale 


“This  period  of  the  seventies  and  eighties  when 
a nation,  in  essence,  tried  to  control  the  lives  of 
its  citizens,  was  ended,  and  our  present  advances 


Wilmington,  Delaware  19810  478-6231 
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Rs  a professional 
you  need  carefully  planned 
insurance  protection  for 

□ yourself 

□ your  business 

□ your  employees 

□ your  property 

□ your  future! 


If  you'd  like  to  know  exactly  how  much  protection  you  need, 
call  today.  Your  Montgomery  Man  will  arrange  for  your  business 
to  have  a complete  insurance  survey . 

Dependable  Service  Since  1865 


J.A 

In  Wilmington 

PERSONAL  INSURANCE DUPONT  BUILDING 571-5600 

BUSINESS  INSURANCE DELAWARE  TRUST  PLAZA 571-5625 

CONTRACTORS  INSURANCE DELAWARE  TRUST  PLAZA 571-5706 

J.  A.  MONTGOMERY  J.  A.  MONTGOMERY 

FINANCIAL  SERVICES,  INC.  SECURITIES  CORPORATION 

571-5639  571-5631 

In  Middletown 

COMMERCIAL  INSURANCE  AGENCY 13  West  Main  Street 834-8900 

In  Sealord 

VAN  LEER  STEPHANY  ASSOCIATES 201  Pine  Street 


629-5585 


Editorials 


in  health  care  and  social  development  have  been 
great.  That  single  debate  of  saccharin  changed 
the  lives  of  our  American  people  so  that  you  and 
I can,  today,  enjoy  all  the  advantages  of  in- 
dividual independence.  Thank  you!” 

R.J.B. 

Editor’s  Note:  We  hope  speeches  concerning  “honest”  handling 
of  data  by  an  HAA  can  indeed  be  made  in  2020  A.D.  Also,  we 
would  hasten  to  point  out,  any  seeming  reference  to  a present 
agency  already  dying  on  the  governmental  vine,  should  be  con- 
sidered accidental. 

£ % u* 

COMPASSION 

Too  often  we  learn  of  patients  who  complain 
of  a brusk  or  insensitive  attitude  on  the  part  of 
their  physicians.  They  may  somehow  be  given 
the  sense  that  they  lack  the  wherewithal  to  even 
discuss  their  own  problems,  or  the  treatment  they 
are  receiving.  They  may  be  unaware  of  the  na- 
ture of  their  medical  problems,  or  whether  they 
are  chronic,  or  what  medications  they  are  using. 
It  is  true  that  some  patients  prefer  it  that  way. 
Most  do  not. 

Part  of  the  function  of  a physician  is  to  help 
his  patient  understand  the  problem  for  whioh 
help  is  being  sought.  A patient  is  more  likely 
to  heed  his  physician’s  instructions  and  sugges- 
tions if  he  understands  why  they  are  being  given. 
It  takes  time  and  patience  to  communicate  this 
information,  but  any  alternative  is  unfair  to  the 
patient. 

Patient  education,  compassion,  and  sensitivity 
are  as  much  a part  of  medical  practice  as  equa- 
nimity. 

S.H.F. 


188th  ANNUAL  MEETING 

MEDICAL  SOCIETY 
of  DELAWARE 

OCTOBER  15,  1977 


Baynard  Optical 
Company 

Prescription  Opticians 

We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians’ 
Prescriptions 


CONCORD  PLAZA  MEDICAL  CENTER 
3411  Silverside  Rd.  1003  Delaware  Ave. 
2323  Pennsylvania  Avenue 
Wilmington,  Delaware 


JOHN  G.  MERKEL 
& SONS,  INC. 

Physicians  — Hospitals -- 
Laboratory  — Invalid  Supplies 


PHONE  654-8818 

807  N.  Union  Street 
Wilmington,  Delaware 
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Speakers  on  Speakers  for  July  on  the  Tuesday  radio  program  (11:05  a.m.,  WDEL)  produced 

“Ask  the  Doctor”  by  the  Medical  Society  of  Delaware  are:  July  5,  S.  Charles  Bean,  M.D.,  Seizures; 

July  12,  William  D.  Johnson,  M.D.,  High-Risk  Obstetrics;  July  19,  Charles  Levy, 
M.D.,  Hypertension;  July  26,  Donald  Schetman,  M.D.,  Acne. 

Earth  Survival  The  First  Annual  Earth  Survival  Festival  will  be  held  on  July  10,  noon  to  5 p.m. 

Festival  on  Independence  Mall  in  Philadelphia.  The  program  will  consist  of  exhibits  and 

displays  to  educate  and  inform  the  public  as  to  the  specific  problems  facing  our 
resources,  and  solutions  that  are  available  now.  Participants  will  include  govern- 
mental agencies,  environmental  groups,  private  industry,  and  commercial  con- 
cerns. The  primary  goal  of  the  Earth  Survival  Festival  is  that  the  people  who 
attend  will  be  able  to  take  with  them  ideas  and  projects  that  they  as  individuals 
can  easily  accomplish.  Anyone  with  ideas  to  contribute  please  contact:  Earth 
Survival  Festival,  The  Curtis  Building,  6th  and  Walnut  Streets,  Philadelphia, 
PA  19106.  Telephone:  (215)  597-8214. 


Patterson 

Schwartz 

Realtors 


For  t&Uwzri  6*  Dentists 

it'  instmt  relief'  frim  dAScemfort  it'luJJU 
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Patterson-Schwartz  & Associates,  Inc. 

913  Delaware  Avenue,  Wilmington,  Delaware  19806 


LEIGH  JOHNSTONE 
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THE  DOCTOR  S BAG 

Surgical  and  Orthopedic  Supply  Company. -Incorporated 


1320  Washington  Street  Wilmington.  Delaware  ’9801 

Sales  ■ Rentals 


302-654-9976 

Female  and  Mala  Fitters 


COMPRESSION 

SUPPORT 

STOCKINGS 


SURGICAL 

GARMENTS 


CUSTOM 

SPINAL 

ORTHOSES 


Q Camp  Sigvaris 
Q Jobst  (Custom) 
P]  Scholl 
□ Anti-ambolism 


! 1 Abdominal 
J Dor  so  lumbar 
H Lumbosacral 
O Sacroiliac 


Q Hyparastension 
□ Knight 
T]  Taylor 
P)  Flexion 


NAME 


YOUR  PATIENT 


date  anytime 


For  professional,  personalized  fittings  of 
surgical  supports  and  post  mastectomy  needs 
Prescribe  THE  DOCTOR’S  BAG 


L 


M.D 


Please  r-p  -dicated 


Clinical  Center 
Study 


The  cooperation  of  physicians  is  requested  in  the  referral  of  patients  with  bulky 
Stage  II  or  Stage  III  non-seminomatous  testicular  cancer  for  a study  being 
conducted  by  the  Surgery  Branch,  National  Cancer  Institute,  at  the  Clinical 
Center,  National  Institutes  of  Health,  Bethesda,  Maryland.  To  refer  a patient 
or  to  obtain  further  information,  contact:  Nasser  Javadpour,  M.D.,  Surgery 
Branch,  National  Cancer  Institute,  Clinical  Center  Room  10N218,  National 
Institutes  of  Health,  Bethesda,  Maryland  20014.  Telephone:  (301)  496-3351. 


Philosophy  of 
Technology/ 
Philosophy  of 
Medicine 


The  University  of  Delaware  is  initiating  a seminar-level  course,  (PHL  447,  647, 
HLS  447),  on  social  and  moral  problems  associated  with  contemporary  tech- 
nology and  medicine,  especially  biomedical  research.  The  basic  approach  is  to 
look  philosophically  at  a number  of  current  “voices  in  debate” — ranging  from 
the  concrete  (the  ABM  missile  debate,  biomedical  research  policy)  to  the 
general  (values  in  a technological  culture,  defenders  versus  critics  of  technology) 
and  the  conceptual  (definitions  of  technology  and  medicine,  the  legitimacy  of 
philosophy  of  technology  and  of  medicine).  The  course  will  be  taught  by  Pro- 
fessor Paul  Durbin,  Department  of  Philosophy  and  School  of  Life  and  Health 
Sciences,  7:00-10:00  p.m.,  on  Wednesday  evenings,  beginning  September  14th. 
Registration  for  non-matriculated  students  should  be  made  through  the  office  of 
Continuing  Education,  University  of  Delaware.  Telephone:  738-2741. 


Del  Med  Jrl,  June  1977 — Vol  49,  No  6 


383 


In  Brief 


SEVERAL  SUITES  AVAILABLE 

300  to  1700  Square  Feet 

THE  PROFESSIONAL  BUILDING 

Augustine  Cut-off 
Wilmington 

Call  Collect 
(215)  568-2727 

Reed + Stambaugh 


CLINICAL  NOTICES  AND  MEETINGS 


31st  Annual  Rocky  The  Colorado  Divison,  American  Cancer  Society  and  the  Colorado  Medical  Society  will 
Mountain  Cancer  sponsor  the  31st  Annual  Rocky  Mountain  Cancer  Conference,  MELANOMAS  AND 

Conference  BIOMARKERS,  July  14-16,  Snowmass,  Colorado.  The  sponsors  have  applied  for 

AAFP  credit  and  Physician’s  Recognition  Award  Credit.  For  information  contact: 
F.  Clifton  Schmidt,  Executive  Vice  President,  Colorado  Division,  American  Cancer 
Society,  1809  East  18th  Avenue,  Denver,  Colorado  80218. 


Western 
Hemisphere 
Nutrition 
Congress  V 


The  American  Institute  of  Nutrition,  the  Department  of  Foods  and  Nutrition  of  the 
AMA,  the  Nutrition  Society  of  Canada,  la  Sociedad  Latinoamericana  de  Nutricion, 
and  the  American  Society  for  Clinical  Nutrition  will  present  the  WESTERN  HEMI- 
SPHERE/NUTRITION CONGRESS-V,  August  15-18,  Quebec,  P.Q.,  Canada.  Advance 
registration  ends  July  1.  For  information  contact:  Nutrition  Congress,  American 
Medical  Association,  Department  of  Foods  and  Nutrition,  535  North  Dearborn  Street, 
Chicago,  Illinois  60610. 


Johns  Hopkins  The  Johns  Hopkins  University  School  of  Medicine,  Department  of  Radiology  and 

University  Courses  Radiological  Science  with  the  participation  of  a staff  from  the  University  of  Maryland, 
is  presenting  a five-day  COURSE  FOR  THE  PRACTICING  ULTRASONOGRAPHER, 
August  22-26,  October  3-7  and  December  12-16,  at  the  Johns  Hopkins  University 
School  of  Medicine.  Forty  hours  Category  I credit  of  the  AMA  Physician’s  Recognition 
Award  will  be  given.  Enrollment  limited  to  15  in  each  course.  For  further  informa- 
tion contact:  Roger  C.  Sanders,  M.D.,  Department  of  Radiology,  The  Johns  Hopkins 
Hospital,  Baltimore,  Maryland  21205.  Telephone:  (301)  955-6461. 

The  Johns  Hopkins  University  School  of  Medicine,  Department  of  Gynecology  and 
Obstetrics,  is  sponsoring  a course  in  RECENT  ADVANCES  IN  FERTILITY  MAN- 
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AGEMENT,  September  29-October  1,  at  the  Village  of  Cross-Keys  Inn,  Baltimore, 
Maryland.  This  program  has  been  approved  for  18  credit  hours  in  Category  I towards 
the  Physician’s  Recognition  Award  of  the  AM  A.  For  additional  information  contact: 
Ronald  T.  Burkman,  M.D.,  Department  of  Gynecology  and  Obstetrics,  The  Johns  Hop- 
kins Hospital,  Baltimore,  Maryland  21205. 


Computer  Medicine  The  Society  for  Computer  Medicine  and  the  Office  of  Graduate  and  Continuing  Educa- 
Clinics  tion  of  Yale  University  School  of  Medicine  will  sponsor  the  COMPUTER  MEDICINE 

CLINICS,  September  19-21,  at  the  Sheraton-Park  Plaza  Hotel  in  New  Haven,  Connecti- 
cut. The  course  is  acceptable  for  15  credit  hours  in  Category  I for  the  AMA’s 
Physician’s  Recognition  Award  and  15  elective  credits  from  the  AAFP.  For  informa- 
tion contact:  Michael  A.  Jenkins,  M.D.,  Society  for  Computer  Medicine,  5100  Edina 
Industrial  Blvd.,  Suite  231F,  Edina,  MN  55435.  Telephone:  (612)  831-5055. 


Interstate  Scientific  The  62nd  Annual  International  Scientific  Assembly  of  Interstate  Postgraduate  Medical 
Assembly  Association  will  be  held  at  the  Diplomat  Hotel  in  Hollywood,  Florida.  October  31- 

November  3.  The  program  is  designed  for  Primary  Care  Physicians  and  provides 
26  hours  of  credit  for  members  of  the  AAFP.  Credit  toward  the  AMA  Physician’s 
Recognition  Award  is  provided  through  attendance.  For  information  contact:  Alton 
Ochsner,  M.D.,  Program  Chairman,  Interstate  Postgraduate  Medical  Association,  P.O. 
Box  1109,  Madison,  Wisconsin  53701. 


Course  in  The  Department  of  Otolaryngology,  Abraham  Lincoln  School  of  Medicine,  University 

Laryngology  and  of  Illinois  and  the  Eye  and  Ear  Infirmary  of  the  University  of  Illinois  Hospital,  will 

Bronchoesophagology  conduct  a course  in  LARYNGOLOGY  AND  BRONCHOESOPHAGOLOGY,  October 
31-November  5,  at  the  Eye  and  Ear  Infirmary,  1855  West  Taylor  Street,  Chicago, 
Illinois.  Course  limited  to  20  physicians.  For  information  contact:  Department  of 
Otolaryngology,  Eye  and  Ear  Infirmary,  1855  West  Taylor  Street,  Chicago,  Illinois 
60612. 
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Clinical  Neuro-  The  University  of  Pittsburgh  School  of  Medicine  will  sponsor  a course  in  CLINICAL 

Otolaryngology  NEURO-OTOLARYNGOLOGY,  November  17-19,  which  meets  the  criteria  for  credit 

hours  in  Category  I of  the  Physician’s  Recognition  Award  of  the  AMA.  For  infor- 
mation contact:  Sidney  N.  Busis,  M.D.,  Course  Director,  The  Division  of  Continuing 
Education,  1022  Scaife  Hall,  University  of  Pittsburgh  School  of  Medicine,  Pittsburgh, 
PA  15261.  Telephone:  (412)  624-2653. 


6th  international  The  6th  INTERNATIONAL  SYMPOSIUM  ON  ACUTE  CARE  will  be  held  at  Rio 

Symposium  on  Sheraton  Hotel  Convention  Center,  Rio  de  Janeiro,  Brazil,  November  20-26.  The  sym- 

Acute  Care  posium  is  certified  as  continuing  graduate  medical  education.  For  information  contact: 

World  Professional  Seminars,  Inc..  2700  N.  Main  Street,  Suite  105,  Santa  Ana,  Cali- 
fornia 92701.  Telephone:  (714)  836-7100. 


Neurosurgery/ 
New  York  City 
1977 


The  Medical  Schools  of  New  York  City  will  sponsor  NEUROSURGERY/NEW  YORK 
CITY  1977,  November  28-December  1 at  New  York  University  Medical  Center.  The 
program  has  been  approved  for  credit  hours  in  Category  I of  the  Physician’s  Recogni- 
tion Award  of  the  AMA.  For  information  contact:  Office  of  the  Associate  Dean, 
Registration  Department,  NYU  Post-Graduate  Medical  School,  550  First  Avenue, 
New  York,  New  York  10016.  Telephone:  (212)  679-3200,  Ext.  4038. 


CLASSIFIED  AD  SECTION 

Advertisements  under  the  Classified  Ad  Section  are  charged  at  the  rate  of  30  words  or  less,  set 
solid.  One  insertion  $4.00.  Call  the  Journal  office,  658-7596  for  further  information  or  placement. 
All  advertisements  are  payable  in  advance.  The  Editorial  Board  reserves  the  right  to  edit  copy. 
Closing  date  for  new  copy  is  the  first  of  the  month  for  inclusion  in  the  current  issue. 

Classified  advertisements  of  a professional  nature  are  free  to  members. 


STUDENT  HEALTH  SERVICE  PHYSICIAN:  Train- 
ing and/or  experience  in  Family  Practice  or  Ado- 
lescent Medicine  for  10-month  position  beginning 
September  1.  Must  have  Delaware  license.  Con- 
tact: C.  Ray  Huggins,  M.D.,  Director,  Laurel  Hall, 
University  of  Delaware,  Newark,  Delaware  19711. 

PEDIATRICIAN:  University  of  Minnesota  Hospital 
resident  seeks  pediatric  group.  Available  July  1978. 

EDITOR:  Experienced  medical/technical  editor  seek- 


ing freelance  editing  or  ghostwriting  assignments. 
References  on  request.  Call  after  6 p.m. : (215) 
388-7539. 

CARDIOLOGIST:  Graduate  of  All  India  Institute 
of  Medical  Sciences,  New  Delhi,  India.  Board  eligible 
in  Internal  Medicine.  Currently  completing  Fellow- 
ship in  Cardiology.  Seeks  position  as  cardiologist 
or  internist  with  subspecialty  in  cardiology  in  small 
to  medium  size  community. 
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FROM  THE  DELAWARE  CANCER  NETWORK* 


REPORT  FROM  THIRD  NATIONAL  HOSPICE  CONFERENCE 
MAY  26-28,  1977 


John  R.  Thompson,  M.S.W. 
Thomas  C.  Fedewa,  Ph.D. 


The  three-day  Third  National  Conference  of 
the  National  Hospice  Organization  hosted  re- 
cently by  the  Hospice  of  Marin  County,  Cali- 
fornia, clearly  demonstrated  that  there  is  a major 

inovement  underway  in  this  country  aimed  at 
mprovement  of  care  for  the  terminally  ill.  While 
:urrent  focus  is  on  the  cancer  patient,  the  es- 
ablished  principles  of  care  are  clearly  applicable 
o most  patients  afflicted  with  a terminal  disease. 
The  term  hospice  to  describe  this  activity  is  an 
application  of  the  medieval  Moorish  and  later 
European  custom  of  providing  specialty  refuge 
for  the  ill,  the  weary,  and  the  traveller. 

The  distinguishing  element  of  hospice  care 
for  the  cancer  patient  is  the  shift  in  treatment 
goals.  Rather  than  the  customaiy  curative 
treatment  approaches  that  are  sometimes  fol- 
lowed to  the  last  dying  breath,  the  shift  is  to 
palliative  care  with  major  medical  emphasis  on 
control  of  pain  and  symptom  relief.  The  major 
goal  in  treatment  planning  is  to  provide  for  the 
best  quality  of  survival  available  in  the  days  of 
life  left  for  the  patient.  This  distinction  between 
‘palliative  care”  and  “curative  care”  was  a prin- 
cipal issue  addressed  during  the  conference. 

Mr.  Thompson  is  the  Director  for  Rehabilitation  Planning  for 
he  Delaware  Cancer  Network. 


The  hospice  movement  represents  itself  as  a 
shift  back  to  caring  for  the  patient  as  a whole 
person,  as  a member  of  a basic  social  unit — the 
family — rather  than  as  a segmentalized  body 
which  is  the  domain  of  particular  medical  and 
professional  specialists  who  are  oftentimes  not  in 
communication  with  each  other.  The  most  neces- 
sary component,  then,  of  successful  terminal  care 
is  the  work  of  the  interdisciplinary  team,  includ- 
ing the  non-medical  specialties,  the  patients,  and 
the  families. 

The  Palliative  Care  Service  of  the  Royal  Vic- 
toria Hospital,  Montreal,  Quebec,  Canada,  pre- 
sented a full  discussion  of  its  service.  The  major 
assumption  of  the  Royal  Victoria’s  service  is  that 
the  only  appropriate  goal  for  the  terminally  ill 
cancer  patient  is  to  improve  the  quality  of  sur- 
vival. After  a three-year  pilot  demonstration 
project,  the  hospital  has  established  the  unit  as 
a regular  service  with  30-40  dedicated  beds  with 
hospital-wide  consultation  service  to  other  units, 
an  outpatient  department,  and  a home  care  pro- 
gram. 

Since  hospice  care  begins  with  a set  of  assump- 
tions different  from  those  of  most  traditional 
health  care,  it  necessarily  follows  that  patient 
management  is  different.  Personnel  from  Hos- 


Dr.  Fedewa  is  the  Associate  Director  for  Administration  for 
he  Delaware  Cancer  Network. 

'An  NCI-supported  agency  located  at  1200  Jefferson  Street,  Wilmington,  Delaware  19801.  Tel.  (302)  428-2113. 
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pice,  Inc,  New  Haven,  Connecticut,  declared 
that  terminal  medical  care  is  directed  solely  to- 
wards pain  and  symptom  management.  When 
these  two  are  controlled,  patients  and  their 
families  are  freer  to  participate  more  fully  in 
the  normal  activities  of  their  daily  lives,  and  are 
better  able  to  accept  their  disease  and  respond 
to  the  social,  emotional,  spiritual,  and  fiscal  is- 
sues associated  with  the  disease. 

Three  models  for  hospice  care  were  presented. 
According  to  Ms.  Dottie  Wilson,  Administrator 
of  the  Royal  Victoria’s  Palliative  Care  Services, 
their  service  as  a speciality  of  an  acute  care  gen- 
eral hospital  is  successful  because  of  hospital 
staff  acceptance,  the  ability  to  relax  most  of  the 
traditional  house  rules  and  regulations,  and  total 
patient  and  family  involvement  with  the  treat- 
ment team.  When  discharge  from  their  unit  is 
appropriate,  a domiciliary  team  works  along  with 
community  agencies  such  as  Visiting  Nurses,  etc, 
in  coordinating  home  care.  Consultation  services 


are  provided  to  and  utilized  by  all  acute-care 
physicians  both  in  the  hospital  and  at  home. 

The  second  model  presented  was  the  program 
of  Hospice,  Inc  of  New  Haven,  Connecticut.  Hos- 
pice, Inc,  is  presently  constructing  a 44-bed  in- 
patient unit,  which  will  be  independent  of  any 
acute-care  general  hospital  or  extended  care 
nursing  home.  The  basic  assumption  underlying 
this  choice  for  hospice  service  is  that  the  acute- 
care  general  hospital  with  its  understandable 
emphasis  upon  curative  care  cannot  easily  pro- 
vide terminal  care  patient  management.  Rather, 
terminal  care  can  be  more  cost-effectively  de- 
livered with  better  quality  of  service  in  an  open 
facility  specially  designed  and  constructed  for 
terminal  care.  The  Executive  Director  of  Hos- 
pice, Inc,  stressed  that  these  conclusions  were 
reached  after  four  years  of  in-depth  study  in  the 
New  Haven  area.  Hospice,  Inc,  currently  serves 
as  an  operational  base  for  an  interdisciplinary 
home  health  care  team. 
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A third  model  is  the  Hospice  of  Marin  Count)7, 
California.  This  program  does  not  intend  to 
mild  a separate  facility  nor  to  affiliate  with  any 
cute-care  hospital.  It  is  staffed  bv  an  unusu- 
lly  small  team  of  professionals  and  relies  heavily 
pon  trained  volunteers.  This  hospice  will  pro- 
ide  service  in  any  location  including  hospital 
nd  homes.  The  program  has  been  wholeheart- 
dlv  endorsed  by  the  Marin  Medical  Society7. 

Despite  the  model,  the  program  goals  for  all 
hree  of  these  successfully  demonstrated  models 
re  essentially  the  same.  The  common  character- 
1 sties  leading  to  these  goals  include  the  following 
oncepts  and  feelings:  (1)  a happy  and  peaceful 
death  is  part  of  the  cure  since  death  is  but  one 
ither  stage  of  fife;  (2)  emphasis  is  placed  on 
bain  and  symptom  control  managed  by  an  in- 
terdisciplinary team  under  physician  leadership; 

; 3 ) the  patient  and  the  family  constitute  the  unit 
( >f  care;  ( 4 ) palliative  care  does  not  include  “last- 
litch  attempts”  for  cure;  (5)  inpatient  and  home 
•are  programs  are  coordinated  and  administered 
)v  a person  granted  considerable  autonomy  by 
ill  participating  agencies;  (6)  there  is  a rela- 
tively heavy  reliance  upon  the  use  of  trained 
-olunteers;  (7)  there  is  24-hour,  seven-day-per- 
veek  availability  of  skilled  physician  and  nurs- 
ing care;  (8)  care  and  management  extends  at- 
tention to  survivors  well  past  the  post-mortem 
bereavement  period;  and  (9)  staff  support  and 
opportunities  for  regular  fact-to-face  interdiscip- 
'uarv  communications  are  built  into  the  system 
bf  care. 

To  date,  some  50  groups  in  21  separate  states 
in  this  country  are  seriously  committed  to  plan- 
ning or  are  in  the  process  of  implementing  hos- 
pice care  programs.  Various  adaptations  of  the 
three  models  presented  in  this  discussion  are  in 
evidence.  As  more  and  more  attention  is  focused 
upon  hospice  care  and  more  third-partv  payers 
fund  and  participate  in  pilot  projects  in  an  at- 
tempt to  deliver  better  quality7  service  in  a more 
cost-efficient  manner  to  terminally  ill  cancer  pa- 
tients, the  Delaware  Cancer  Network  with  its 
mandated  three-year  cancer  control  program  will 
continue  work  with  the  national  hospice  move- 
ment and  its  National  Hospice  Organization,  and 
continue  to  plan  for  applicability7  of  this  specialty7 
sendee  for  the  State  of  Delaware. 
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CYTOMEGALOVIRUS  MONONUCLEOSIS 

Peter  Klacsmann,  M.D. 


Introduction 

A common  clinical  presentation  of  cytomegalo- 
virus mononucleosis  is  a patient  with  fever,  rela- 
tive and  absolute  lymphocytosis,  and  atypical 
lymphocytes.  The  illness  may  be  associated  with 
a variety  of  clinical  findings  including  lymph- 
ladenopathy,  splenomegaly,  sore  throat,  rash,  and 
liver  function  abnormalities.  The  clinical  picture 
j is  compatible  with  infectious  mononucleosis,  but 
!the  heterophile  test  is  negative. 

This  paper  presents  a case  of  cytomegalovirus 
mononucleosis  followed  by  a general  discussion 
and  review  of  the  clinical  features,  diagnostic 
methods,  and  importance  of  cytomegalovirus 
mononucleosis. 

Case  History 

The  patient,  a 23-year-old  female  pediatric 
nurse,  was  admitted  for  evaluation  of  fever,  head- 
ache, and  myalgia  of  ten  days’  duration.  Eight 
days  before,  her  physician  noted  cervical  spasm. 
Cervical  spine  x-rays  were  reported  as  normal. 
The  fever  and  headache  persisted.  Five  days 
prior  to  admission,  skull  x-rays  showed  evidence 
of  chronic  sinusitis.  Chest  x-ray,  CBC,  and 
lumbar  puncture  were  unremarkable.  The  pa- 
tient was  treated  with  analgesics,  decongestants, 
and  clindamycin  150  mg/qid,  but  she  remained 
febrile.  On  admission,  she  complained  of  fever, 
frontal  headaohe,  myalgia,  mild  anorexia,  and 
aon-productive  cough. 

Dr..  Klacsmann  is  presently  a resident  in  pathology  at  Johns 
I fiopkins  Hospital,  Baltimore. 
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Physical  examination  revealed  a temperature 
of  39.3°C  (102.8°F),  pulse  of  120  per  minute 
and  blood  pressure  of  100/70.  There  was  no 
scleral  icterus.  Examination  of  the  throat  showed 
palatine  petechiae,  but  no  pharyngeal  exudate. 
There  was  no  lymphadenopathy.  The  chest  was 
clear.  There  was  a tachycardia  of  120  without 
gallop  or  murmur.  The  liver  was  palpable  2.0 
cm  below  the  costal  margin  but  was  not  felt  to 
be  enlarged.  The  spleen  tip  was  palpable  5.0 
cm  below  the  costal  margin.  There  was  no  skin 
rash,  and  the  neurologic  examination  was  un- 
remarkable. 

Admission  laboratory  data  were  as  follows: 
hemoglobin,  12.8;  hematocrit,  40%;  WBC  7,200 
with  41  neutrophiles,  2 bands,  50  lymphocytes, 
2 atypical  lymphocytes,  2 monocytes;  sedimen- 
tation rate,  45;  PPD  negative;  mumps  skin  test 
positive.  Six  blood  cultures  had  no  growth  of 
aerobes  or  anerobes.  Feces  was  negative  for 
salmonella  and  shigella,  cervical  culture,  normal 
flora.  Mid-stream  urine  culture  grew  E.  coli  and 
enterococci  greater  than  105.  Urinalysis,  electro- 
lytes, EKG,  chest  x-ray,  IVP  were  all  normal. 
SMA  12  revealed  SGOT  of  117  units  (N  10-50), 
LDH  508  units  (N  100-225),  alkaline  phospha- 
tase 56  units  (N  30-85),  bilirubin  0.6  mg  (N< 
1.2);  other  values  were  within  normal  limits. 

The  hospital  course  was  marked  by  irregularly 
spiking  fever  to  greater  than  40°C  (104°F). 
Subsequent  blood  counts  revealed  an  absolute 
lymphocytosis  with  abundant  atypical  lympho- 
cytes. (Table  1)  A mono  spot  test  was  nega- 
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TABLE  1 

HEMATOLOGIC  FINDINGS  IN  A PATIENT  WITH  CYTOMEGALOVIRUS 


Day  of  Hospital 

Stay 

WBC 

Neutrophil 

O/ 

s Bands 

0/ 

1 

7,200 

/o 

41 

/o 

2 

( Admission ) 

4 

9,300 

29 

2 

6 

8,400 

20 

1 

8 

10,000 

20 

1 

1 1 

12,400 

14 

— 

tive.  Febrile  agglutinins, 

ASO  titre, 

and  HAA 

were  also  negative.  SGOT,  SGPT,  and  LDH 
remained  elevated  throughout  the  patient’s  hos- 
pital stay.  Bilirubin  and  alkaline  phosphatase 
remained  normal.  ANA  was  positive  at  1:20;  RA 
by  latex  fixation  was  weakly  positive;  C3/C4  were 
within  normal  limits,  and  no  LE  cells  were  seen. 
A heterophile  titre  was  1:28,  and  one  week  later 
was  1:56.  Titres  were  1:14  after  guinea  pig 
absorption  and  1:28  after  beef  cell  absorption. 
Cytology  was  negative  for  intracellular  inclusion 
bodies,  and  toxoplasma  tests  were  negative.  Titre 
for  cytomegalovirus  was  1:28,  and  repeat  titre 
four  weeks  after  discharge  was  1:512. 


Atypical 

Eosinophils  Lymphocytes  Lymphocytes  Monocytes 
% % % % 


3 

50 

2 

2 



40 

20 

9 

1 

25 

44 

8 

1 

34 

35 

4 

— 

15 

69 

2 

in  Japan,  it  was  estimated  that  60  percent  of 
infants  were  infected  in  the  first  five  months  of 
life.5  A higher  prevalence  of  infection  occurs 
in  children  of  lower  socio-economic  status  and 
among  institutionalized  children.1  Persons  deal- 
ing with  infants  on  a daily  basis  ( such  as  pedia- 
tric nurses)  may  represent  a group  at  high-risk 
for  contracting  the  infection.6  The  percentage 
of  the  population  with  serologic  evidence  of  pre- 
vious infection  increases  with  age,  and  the  cumu- 
lative risk  of  infection  is  of  the  order  of  80  per- 
cent.1-7 

Modes  of  Transmission 


t 


1 


t 

i 

'! 


Cytomegalovirus 

Cytomegalovirus  is  a DNA  virus  classified  as 
a member  of  the  herpes-virus  family.  The  mem- 
bers of  this  family,  which  are  indistinguishable 
by  electron  microscopy,  include  varicella,  Ep- 
stein-Barr,  and  Herpes  simplex.1  Identification  of 
an  isolate  as  cytomegalovirus  is  based  upon  sev- 
eral characteristic  features:  Cytomegalia  (cells 
are  25-40  M^i),  intranuclear  (10-15  M/j,),  and  cy- 
toplasmic (2-4  M^)  inclusion  bodies,  cytopathic 
effect  in  tissue  culture,  and  host  specificity.1-2  Cy- 
tomegaloviruses are  antigenically  heterologous 
and  also  share  common  antigens  with  other  mem- 
bers of  the  herpes  group.1  The  complement  fixa- 
tion test,  however,  utilizes  a common  antigen  of 
the  human  strains.1-3 

Studies  of  the  epidemiology  have  repeatedly 
shown  striking  worldwide  endemicity.  Approxi- 
mately one  percent  of  newborns  exhibit  cyto- 
megaloviruria.2  Perinatal  infection  is  common. 
A prospective  study  in  Seattle  showed  that  15 
percent  to  18  percent  of  ohildren  were  infected 
during  the  first  year  of  fife.4  From  data  collected 


There  are  various  modes  and  sources  of  infec- 
tion. Persons  acquiring  an  infection  with  cyto- 
megalovirus may  excrete  the  virus  in  the  urine 
or  saliva  for  weeks  or  months.  Contact  with  in- 
fected urine  and  saliva  provides  an  important 
source  of  infection;  fecal  transmission  may  also 
occur.  The  exact  mode  of  infection  (whether 
oral  or  respiratory)  is  not  clear,  but  apparently 
close  contact  is  necessary  for  transmission.  Cy- 
tomegalovirus like  infectious  mononucleosis  may 
be  a “kissing  disease.”8  Recently,  venereal  trans- 
mission has  been  suggested.9  Transplacental  in- 
fection, cervical  secretions,  and  breast  milk5-10 
have  been  implicated  in  congenital  and  neonatal 
infection.  Activation  of  latent  infection  occurs 
accompanying  concurrent  debilitating  diseases, 
in  immunosuppressed  patients,  and  apparently 
during  pregnancy.5  Cytomegalovirus  has  been 
isolated  from  urine,  saliva,  feces,  pharyngeal 
swabs,  and  in  circulating  leucocytes.7-11 

Another  important  mode  of  transmission  is 
blood  transfusion.  Studies  have  shown  that  five 
to  twelve  percent  of  blood  donors  are  cytomega- 
lovirus carriers.12  In  a group  transfused  with  fresh 


Del  Med  Jrl,  July  1977 — Vol  49,  No  7 


400 


Cytomegalovirus  Mononucleosis — Klacsmann 


Dlood — of  which  40  percent  had  no  detectable 
rre-existing  antibodies  to  cytomegalovirus  ( by 
complement  fixation) — 50  percent  of  the  comple- 
nent-fixation-negative  and  18.7  percent  of  the 
complement-fixation-positive  patients  developed 
i significant  increase  in  complement  fixation  titre 
compatible  with  infection  via  transfused  blood.1 
rhe  infection  was  previously  referred  to  as  the 
‘post-perfusion  syndrome”  because  a mononu- 
cleosis-like blood  picture  developed  in  patients 
vho  were  perfused  with  fresh  blood  during  open- 
leart  surgery.  Utilizing  blood  greater  than  48 
lours  old  substantially  reduces  this  problem. 

:orms  of  Infection 

Cytomegalovirus  infection  generally  takes  one 
if  five  forms.  The  asymptomatic  form  is  the  most 
common  and  is  demonstrated  by  serologic  evi- 
dence of  previous  infection.  The  congenital 
corm,  in  its  extreme,  is  manifested  by  a small, 
nicrocephalic,  jaundiced  neonate  with  hepato- 
jplenomegaly,  purpuric  lesions,  and  central 
lervous  system  involvement.  It  has  been  esti- 
mated that  ten  percent  of  neonatal  viral  excretors 


(viral  excretors  are  approximately  one  percent 
of  newborns)  will  exhibit  neurologic  sequelae; 
approximately  one  in  one  thousand  newborns 
will  be  affected.2-13  Patients  who  are  immuno- 
suppressed,  have  hematopoietic  malignancies,  or 
have  other  chronic  debilitating  diseases  suffer 
from  a disseminated  form  of  the  disease  which 
is  usually  characterized  by  pneumonitis,  hepatitis, 
and/or  colitis.3  The  “post-perfusion  syndrome” 
form  is  similar  to  the  mononucleosis  form  except 
that  the  infection  is  acquired  from  blood  trans- 
fusions. The  spontaneous  cytomegalovirus  mono- 
nucleosis form  is  characterized  by  fever  and  ab- 
solute and  relative  lymphocytosis  and  abundant 
atypical  lymphocytes  occurring  in  a previously 
healthy  patient.  This  form  was  first  described 
in  1965. 14  Since  then,  several  cases  have  been 
reported. 

Cytomegalovirus  Mononucleosis — Clinical  Features 

Cytomegalovirus  mononucleosis  is  character- 
ized by  malaise,  myalgia,  protracted  fever,  fiver 
function  abnormalities,  and  lymphocytosis  with 
abundant  atypical  lymphocytes.  Exudative 
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pharyngitis  is  conspicuously  absent,  and  the  he- 
terophile  test  is  negative. 

The  age  distribution  for  cytomegalovirus 
mononucleosis  is  older  than  that  for  Epstein- 
Barr  mononucleosis.  Patients  under  age  fifteen 
are  unusual,  and  in  the  largest  series,  47  percent 
were  over  thirty.11,15  The  clinical  course  is  typic- 
ally mild.  The  patient  usually  appears  remark- 
ably well  complaining  only  of  malaise,  fatigue, 
myalgia,  fever,  and  occasionally  mild  sore  throat. 

Fever  dominates  the  clinical  picture.  It  is 
often  high  and  irregular,  and  is  frequently  above 
39°C  (102.2°F);  temperatures  as  high  as  40.5°C 
(104.9°F)  have  been  recorded.14,16  The  fever 
may  last  from  two  to  six  weeks,  but  the  usual 
duration  is  about  three  weeks. 

The  blood  picture  is  characterized  by  relative 
(greater  than  50  percent)  and  absolute  (greater 
than  5,000  cells/mm3)  lymphocytosis  and  abun- 
dant atypical  lymphocytes  ( greater  than  ten  per- 
cent). While  this  picture  almost  invariably  oc- 
curs at  some  point  during  the  illness,  in  the  early 
stages  leucocyte  counts  may  be  normal  or  re- 


duced. Differential  cell  counts  may  be  normal, 
and  atypical  lymphocytes  may  be  absent.  In 
these  patients,  the  mononucleosis-like  changes 
have  occurred  one  to  two  weeks  after  the  onset 
of  the  illness.17  Peak  leucocytosis  often  occurs 
relatively  late  in  the  course  of  the  disease  and 
is  usually  from  10,000  to  20,000  WBC’s/mm3. 
Atypical  lymphocytes  have  varied  from  ten  per- 
cent to  59  percent  but  are  usually  between  15 
and  25  percent.  Indications  are  that  this  per- 
centage can  be  higher  depending  upon  the  exact 
criteria  used  to  classify  a cell  as  “atypical.”14,16 

Anemia  is  uncommon,  although  cases  of  cyto- 
megalovirus mononucleosis  complicated  by  hemo- 
lytic anemia  have  been  reported.18  Mild  throm- 
bocytopenia may  occur,  and  cases  with  thrombo- 
cytopenic purpura  are  recorded  in  the  litera- 
ture.19,20 These  features  are  also  seen  with  Ep- 
stein-Barr  mononucleosis.21  Bone  marrows  have 
shown  slight  myelocytic  hyperplasia  and  the 
presence  of  atypical  lymphocytes.6,14 

Liver  function  abnormalities  are  characteristic 
of  cytomegalovirus  mononucleosis,  and  virtually 
all  patients  tested  have  demonstrated  some  ab- 
normality. SGOT  and  SGPT  elevations  are  usu- 
ally less  than  100  IU;  LDH  is  also  elevated. 
Alkaline  phosphatase  may  be  elevated,  but  this 
occurs  less  frequently  than  other  enzymes.  Mild 
elevation  of  bilirubin  may  occur,  but  it  is  almost 
always  less  than  2.5  mg/dl.  Hepatomegaly  and 
right  upper  quadrant  tenderness  are  unusual. 
There  have  been  reports,  however,  of  cases  in 
which  hepatitis  was  dominant  and  jaundice  was 
the  presenting  sign,22  or  anicteric  viral  hepatitis 
was  simulated.23  The  enzyme  abnormalities  usu- 
ally last  four  to  six  weeks  but  may  persist  for  a 
longer  time.  The  virus  has  been  cultured  from 
liver  biopsy,16  and  viral  inclusions  have  been  j 
seen  in  the  liver,24  although  the  usual  finding 
consists  of  mild  inflammatory  changes  with  focal  , 
necrosis.  Currently,  there  is  no  evidence  to  show  \ 
that  cytomegalovirus  mononucleosis  can  cause 
chronic  fiver  disease.25 

Contrary  to  initial  reports,  splenomegaly  and 
lymphadenopathy  also  occur.11,16,26"28  Lympha- 
denopathy  is  usually  mild  and  confined  to  the 
cervical  and  axillary  regions  but  may  be  gen- 
eralized and  marked.11,26,28  The  frequency  of 
adenopathy  in  cytomegalovirus  mononucleosis  is 
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certainly  less  than  in  Epstein-Barr  mononucle- 
osis. 

Sore  throat  is  a complaint  in  only  a small 
percentage  of  patients  with  cytomegalovirus 
mononucleosis.  Examination  may  reveal  a mild 
hyperemia,  but  exudative  pharyngitis  has  been 
uniformly  absent.  This  constitutes  an  important 
differential  point  between  cytomegalovirus  and 
Epstein-Barr  mononucleosis. 

Myocarditis,  as  evidenced  by  EKG  findings, 
has  been  reported.0’16  Myocarditis  was  the  appar- 
ent cause  of  death  in  the  only  reported  case  of 
fatal  cytomegalovirus  mononucleosis.29  Typical 
inclusions  were  found  in  the  myocardium  at  post- 
mortem examination.  Pericarditis  has  also  been 
i reported.30 

Most  series  report  the  occurrence  of  a non- 
!,  specific  maculopapular  rash  over  the  trunk  and 
extremities. 0,11,16  The  incidence  of  rash  is  in- 
creased by  treatment  with  ampicillin.  In  one 
study  four  of  five  patients  with  cytomegalovirus 


mononucleosis  who  were  treated  with  ampicillin 
developed  a maculopapular  rash  while  only  two 
of  twenty-three  patients  not  treated  had  a rash.31 
This  feature  has  been  noted  elsewhere.11  The 
fact  that  patients  with  typical  mononucleosis 
treated  with  ampicillin  virtually  always  develop 
a similar  rash  is  well  known  although  the  mecha- 
nism is  not  understood.32 

Pneumonitis  may  occur  in  previously  healthy 
adults  with  cytomegalovirus,  but  it  is  much 
more  common  in  the  immunosuppressed  or  de- 
bilitated patient  with  disseminated  disease, 
where  it  is  often  the  primary  manifestation.  The 
patient  usually  does  not  have  cough  or  sputum 
production.  The  ohest  x-ray  reveals  an  inter- 
stitial pneumonitis  with  reticular  network  and 
patchy  opacities,  which  may  persist  for  six 
weeks.33 

Involvement  of  the  nervous  system  usually 
takes  the  form  of  ascending  peripheral  polyneu- 
ropathy ( Guillain-Barre  Syndrome).11,16,34  En- 
cephalitis has  also  been  reported.6 
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TABLE  2 


Comparison  of  Infectious  Mononucleosis  and  Cytomegalovirus  Mononucleosis 


Infectious  Mononucleosis 

Cytomegalovirus  Mononucleosis 

Characteristics 

( Epstein-Barr  virus ) 

(Cytomegalovirus) 

Fever 

Present 

Present 

Lymphocytosis 

Present 

Present 

Atypical  lymphocytosis 

Present 

Present 

Sore  throat 

Present  (±80%) 

May  be  present  but  less  than  EB  virus 

Exudative  Pharyngitis 

Present  (±40%) 

Absent 

Adenopathy 

Present  ( ± 85  % ) 

May  be  present  but  uncommon 

Splenomegaly 

Present  ( ± 50  % ) 

May  be  present 

Liver  Function  Abnormalities 

Present  (±90%) 

Present  ( 100%  so  far) 

Rash 

Present  ( ± 5-15%) 

Present  ( ?%  ) 

Rash  after  ampicillin 

Present  (almost  100%) 

Present  ( in  large  % ) 

Jaundice 

Present  (±  10%  ) 

Reported 

Thrombocytopenia 

Reported 

Reported 

Hemolytic  Anemia 

Reported 

Reported 

Myocarditis 

Reported 

Reported,  probably  more  frequent 
than  EB  virus 

Pneumonia 

Absent 

Reported 

Guillain-Barre 

Reported 

Reported 

Heterophile  positive 

Present  (±80%) 

Never 

Age  > 30 

Uncommon 

Common 

Age  < 15 

Common 

Uncommon 

Inclusion  bodies  in  urine 

Absent 

May  be  present,  not  diagnostic 

Viruria 

Absent 

Present  often 

Estimates  are  approximate  and  are  based  upon  the  estimates  from  several  sources. 
See  references  3,  6,  11,  14-16,  21,  41,  42,  48-50. 


Serologic  abnormalities  may  also  occur.  Cold 
agglutinins  are  frequently  present;11-35  mixed 
cryoglobulins,  antinuclear  antibody,  and  rheuma- 
toid factor  have  been  demonstrated.35  Serum 
protein  electrophoresis  has  been  done  on  several 
patients,  but  no  consistent  ohange  has  been 
noted.0-16 

Lesions  in  the  kidney  associated  with  symp- 
toms or  progressive  disease  have  not  been  de- 
scribed. 

A comparison  of  the  features  of  infectious 
mononucleosis  and  cytomegalovirus  mononucle- 
osis is  summarized  in  Table  2. 

Cytomegalovirus  Mononucleosis — Diagnosis 

Serologic  tests  and  viral  isolations  form  the 
basis  for  the  diagnosis  of  cytomegalovirus  mono- 
nucleosis. The  serologic  tests  for  cytomegalo- 
virus are  based  upon  the  host’s  immunologic  re- 
sponse. 

The  complement  fixation  reaction  is  the  most 
widely  used  and  is  considered  the  basic  sero- 
diagnostic  procedure  because  of  its  relative  ease 


of  performance,  availability,  and  wide  spectrum 
of  activity  against  antigenic  variants.  A four- 
fold rise  in  titre  is  considered  diagnostic.  The 
highest  titre  occurs  four  to  seven  (usually  six) 
weeks  after  the  onset  of  disease  (if  taken  later 
in  the  course  of  disease  the  titre  may  initially 
be  high  and  then  show  a marked  decrease).17 
The  primary  immunologic  response  to  cytomeg- 
alovirus infection  is  not  completely  known,  and 
it  is  not  clear  whether  spontaneous  cytomegalo- 
virus mononucleosis  is  a manifestation  of  pri- 
mary infection,  exogenous  reinfection,  or  endo- 
genous reactivation;  however,  the  appearance  of 
complement  fixation  antibody  cannot  be  assumed 
to  indicate  primary  infection  since  cytomegalo- 
virus antibodies  have  been  detected  in  comple- 
ment fixation  negative  subjects.1  There  is  good 
evidence  that  complement  fixation  cytomegalo- 
virus antibody  reaction  measures  specific  IgG 
antibody.36 

Other,  less  frequently  used  serologic  tests  are 
fluorescent  antibody  test  for  cytomegalovirus 
macroglobulin,  platelet  agglutination  test,  and 
the  neutralization  test.  The  fluorescent-antibody 
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test  for  cytomegalovirus  macroglobulin  was  de- 
vised as  a test  for  congenital  infection  and  as  a 
more  rapid  diagnostic  test  to  confirm  dissemi- 
nated cytomegalovirus  infections.  Antibodies  of 
the  IgM  class  occur  early  in  viral  infections  and, 
as  a rule,  disappear  in  two  or  three  months,  but 
since  specific  macroglobulin  response  is  known 
to  occur  after  a second  exposure  to  certain  viral 
agents,  its  presence  is  not  necessarily  indicative 
of  primary  infection.11-37  Although  there  is  some 
cross  reactivity  with  other  members  of  the  herpes 
family,38  the  requirement  of  a high  titre  (>1:16) 
excludes  these  reactions.39  The  titre  has  been 
reported  to  be  elevated  in  cases  of  cytomegalo- 
virus mononucleosis.11-39 

Platelet  agglutination  test  is  based  upon  the 
sedimentation  patterns  of  washed  platelets  which 
are  used  as  cytomegalovirus  antigen  carriers. 
Comparison  with  the  complement  fixation 
method  suggests  that  the  platelet  aggregation 
technique  is  more  sensitive.1 


A neutralization  test  has  been  developed,  but 
the  method  is  complicated  by  many  technical 
and  practical  considerations.1 

The  demonstration  of  viruria  by  inoculation 
of  appropriate  tissue  cultures  is  the  method  of 
choice  to  establish  the  presence  of  active  infec- 
tion.1 The  virus  has  also  been  recovered  from 
saliva,  oropharynx,  cervix,  leucocytes,  and  feoes, 
but  these  sources  are  less  frequently  positive. 
Since  viruria  is  common  in  infants  and  institu- 
tionalized children,  care  must  be  taken  before 
infection  is  equated  with  disease  in  these  groups. 
In  older  groups  evidence  of  infeotion  acquires 
increased  significance  as  the  presence  of  viruria 
in  normal  persons  must  be  exceedingly  uncom- 
mon. An  English  study  of  normals  showed  that 
all  of  the  474  people  over  ten  years  of  age  who 
were  tested,  were  culture  negative.40  The  com- 
bined experience  of  five  studies  shows  that 
viruria  was  demonstrated  in  eighteen  of  thirty 
cases.6-11,14'16 
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Exfoliative  cytology  can  be  used  as  an  adjunct 
to  serologic  tests  and  viral  cultures  but  is  no 
substitute  for  them.  Inclusion  bearing  cells  are 
only  intermittently  shed  into  the  urine,  so  at 
least  three  specimens  should  be  examined.  Un- 
fortunately, even  on  multiple  examination,  yield 
is  often  low.  Since  adenoviruses  may  produce 
a similar  inclusion,  which  may  cause  confusion, 
the  finding  of  inclusions,  though  highly  sugges- 
tive, is  not  diagnostic.1,15  Inclusions  were  seen 
in  four  of  the  eleven  cases  screened  by  Kle- 
mola.15-16 

Cytomegalovirus  Mononucleosis — 

Clinical  Importance 

Studies  of  patients  with  clinical  and  hemo- 
tologic  features  compatible  with  infectious  mono- 
nucleosis have  shown  that  as  many  as  25  percent 
of  the  cases  were  heterophile  negative.  Although 
the  proportion  of  heterophile  negative  mono- 
nucleosis-Iike  illnesses  due  to  cytomegalovirus  is 
not  definitely  known,  some  idea  can  be  obtained 
from  recent  studies.  In  a report  by  Klemola  22 
percent  of  275  cases  of  mononucleosis-like  ill- 
nesses were  heterophile  negative.41  Forty -four 
of  these  cases  were  studied  using  cytomegalovirus 
titres  and  Epstein-Barr  titres.  Nineteen  (43  per- 
cent) showed  evidence  of  infection  with  cyto- 
megalovirus; eight  (18  percent)  had  evidence  of 
recent  infection  of  Epstein-Barr  mononucleosis 
by  virtue  of  elevated  Epstein-Barr  titres  (>1: 
160);  twelve  (27  percent)  had  intermediate  Ep- 
stein-Barr titres  (1:40  and  1:80)  and  thus  a dif- 
ferentiation between  recent  or  remote  infection 
with  Epstein-Barr  virus  was  impossible.41  Neither 
virus  could  be  implicated  in  five  patients.41  Table 
3 presents  an  estimate  of  the  frequency  of  etdo- 
logic  agents  responsible  for  mononucleosis-like 
illnesses. 

Since  the  first  description  of  cytomegalovirus 
mononucleosis  was  in  1965,  data  on  the  long- 
term effects  of  cytomegalovirus  infection  are 
necessarily  limited.  It  has  been  shown  that 
viruria  often  persists  for  one  to  two  years.15 
Relative  and  absolute  lymphocytosis  (without 
atypical  lymphocytes)  often  persists  for  several 
months  or  even  years  after  cytomegalovirus 
mononucleosis  infection.15  A similar  finding  has 
been  noted  in  infectious  mononucleosis.42  As 
yet,  there  is  no  evidenoe  incriminating  cyto- 


megalovirus as  an  etiologic  agent  in  the  develop- 
ment of  chronic  liver  or  kidney  disease.  Nor  is 
there  any  evidence  to  suggest  that  cytomegalo- 
virus infection  is  associated  with  the  induction 
of  cancer.1-43-45  Other  members  of  the  herpes 
group  such  as  Epstein-Barr  virus  and  herpes  sim- 
plex type  2 have,  to  a certain  extent,  been  so 
associated.  This  unanswered  question  takes  on 
special  importance  if  females  are  to  be  vac- 
cinated against  cytomegalovirus.43-45 

Since  the  disease  is  mild  and  self-limiting,  no 
treatment  is  necessary.  Several  antiviral  agents 
have  been  used  in  debilitated  patients  with  dis- 
seminated disease  and  in  infants  with  congenital 
disease.  So  far,  there  are  no  reports  of  acquired 
cytomegalovirus  mononucleosis  being  treated 
with  antiviral  agents.  Should  the  clinical  situa- 
tion indicate  treatment,  one  of  these  agents  could 
be  tried. 

TABLE  3 

Etiologic  Agents  Implicated  in  Mononucleosis-Like 
Illnesses  Which  Are  Heterophile-Negative 
{ — 20%  of  Cases) . 

% Positive  * Program 


Epstein-Barr  titre 

5% 

Infectious  Mono- 
nucleosis 

Cytomegalovirus 
complement  fixa- 
tion, urine  cyto- 
logy, viral  cul- 
tures 

5-10% 

Cytomegalovirus 

Mononucleosis 

Toxoplasma  tests 

2% 

Toxoplasmosis 

All  tests  negative 

3-8  % 

? ? ? 

Adenovirus 
Other  Agents 
Infectious  Mono- 
nucleosis 

^Estimates  are  approximate  and  are  based  upon  small  amount  of 
data  available  in  current  literature. 

See  references  3,  11,  41,  46-49. 

Summary 

Cytomegalovirus  is  a herpes-like  virus  of 
worldwide  endemicity  that  is  capable  of  produc- 
ing a mononucleosis-like  illness.  Clinical  fea- 
tures may  suggest  the  diagnosis,  but  serologic 
tests  are  necessary  for  confirmation.  Cytomegalo- 
virus is  an  important  cause  of  heterophile-nega- 
tive  mononucleosis. 
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MEDICAL  MALPRACTICE  TODAY 
ONE  VIEWPOINT 


Davtd  C.  Kellsey,  M.D. 


The  present  flight  of  many  underwriters  of 
professional  liability  insurance  from  the  market 
place  originated  with  a sudden  and  actuarially 
unpredicted  escalation  in  the  frequency  and 
severity  of  medical  malpractice  claims.  This 
escalation  attained  landslide  proportions  in  the 
period  between  1970  and  1975.  In  1970  approxi- 
mately 14,000  medical  malpractice  incidents  were 
recorded!1  In  1976  actuarial  “guesstimates”  were 
that  at  least  25,000  medical  malpractice  claims 
would  be  filed.2  One  major  underwriter  of  mal- 
practice insurance  recorded  one  claim  pending 
for  every  23  physicians  insured  in  1969  and  in 
1974  recorded  one  claim  for  every  10  physicians.3 
The  annual  cost  of  medical  malpractice  premiums 
has  increased  at  least  as  rapidly  as  have  claim 
costs  and  claim  frequency  and  severity.  In  1960 
medical  malpractice  insurance  premiums  nation- 
ally approximated  $61  million.  In  1974  they 
rose  to  $500  million,  and  twelve  months  later 
were  at  the  $1  billion  mark.4 

Malpractice  Costs 

The  average  cost  of  a medical  malpractice 
claim  in  1969  for  one  malpractice  underwriter 
was  $6,705  while  in  1974  it  was  $12,534.3  Some 
areas  of  the  country  fare  worse  than  others.  In 
New  York  State  the  average  cost  of  a medical 
malpractice  claim  in  1969  was  $6,000,  but  in  1974 
it  had  risen  to  $23,400.  California,  not  to  be 
outdone,  recorded  thirteen  settlements  exceed- 
ing $1  million  each  between  January  1973  and 
May  1975.5 

While  everyone  agrees  that  claims  are  increas- 
ing rapidly,  there  is  little  agreement  regarding 
the  underlying  causes  of  those  increases.  From 
the  health  care  provider’s  viewpoint  “Not  all 
(medical)  injuries  are  due  to  negligent  conduct 
and  not  all  injuries  are  preventable — but  the  part 
of  the  problem  that  has  the  greatest  impact  on 
patients  is  medical  injury  regardless  of  . . . cause. 
The  inescapable  fact  is  that  most  malpractice 

Dr.  Kellsey  is  Associate  Medical  Director,  Claim  Department, 
Aetna  Life  & Casualty,  Hartford,  Connecticut. 


claims  would  never  be  filed  if  the  patient  had 
not  been  injured  in  the  first  place.”1 

In  1975  a special  malpractice  review  was  made 
of  10,000  closed  cases.6  In  this  study  58%  of  the 
claims  went  to  suit.  Seven  percent  of  the  claims 
were  tried  to  a verdict.  The  defendant  was  suc- 
cessful in  78%  of  the  cases  tried  to  a conclusion. 
Sometimes,  however,  the  costs  of  obtaining  de- 
fendant’s verdicts  made  them  pyrrhic  victories. 
Defense  costs  in  some  of  our  more  complicated 
cases  have  exceeded  $75,000.  In  one  instance 
$130,000  was  expended. 

In  1975  Aetna  Life  & Casualty  tried  141  medi- 
cal malpractice  cases  to  a conclusion.  Defen- 
dant’s verdicts  were  secured  in  117  or  82%. 
The  plaintiff s award  average  $91,666  per  case  in 
the  other  24  cases. 

Areas  of  Malpractice 

The  1975  speoial  malpractice  review  indicated 
that  medical  malpractice  losses  occurred  in  these 
areas  with  the  following  frequency:  hospital, 
81%;  doctor’s  office,  16%;  patient’s  home,  1%; 
and  unspecified  places  or  other  than  home  or 
hospital,  2%.  In  the  hospital  the  major  areas 
involved  in  medical  malpractice  incidents  were: 
the  operating  room,  50%;  the  patient’s  room, 
15%  and  the  emergency  room,  12%.  The  most 
frequent  allegations  made  of  professional  negli- 
gence were  of  missed  diagnosis,  31%;  lack  of 
informed  consent,  13%;  and  Res  Ipsa  Loquitur, 
8%. 6 

The  remaining  allegations  made  were  that  im- 
proper treatment  was  received  and  thus  consti- 
tuted professional  negligence.  This  latter  alle- 
gation is  more  in  agreement  with  the  conclusions 
of  the  Secretary  of  HEW’s  Commission  on  medi- 
cal malpractice  than  are  the  other  allegations  re- 
ported above.  The  typical  incident  triggering  a 
medical  malpractice  claim  according  to  the  HEW 
study  was  an  error  in  treatment  (namely,  im- 
proper treatment)  rather  than  an  error  in  diag- 
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nosis.7  Forty-six  percent  of  all  medical  malprac- 
tice claims  were  judged  meritorious  by  the  insur- 
ance carriers  because  of  identifiable  real  error 
on  the  part  of  the  physicians  involved.1 

What  errors  occur?  Are  there  specific  prob- 
lems for  the  varying  specialties  and  in  the  various 
areas  where  hospital  care  is  rendered?  Since 
1969  the  medical  division  of  Aetna  Life  & Casu- 
alty’s Claim  Department  has  been  attempting  to 
find  some  answers  to  those  questions.  At  that 
time  we  began  a study  that  presently  encom- 
passes over  3,000  closed  medical  malpractice 
claim  files.  The  study  commenced  with  claim 
files  that  closed  on  January  1,  1963.  It  is  an  on- 
going study.  We  believe  that  at  least  some  of 
the  information  derived  from  these  files  can  be 
utilized  advantageously  by  many  health  care 
professionals. 

Initially  we  have  concluded  that  most  medical 
malpractice  incidents  occur  in  hospitals.  The 
vast  majority  are  concentrated  in  three  areas:  the 
operating  room-recovery  room  complex,  the  in- 
tensive care  units,  and  the  emergency  room. 


It  has  also  been  our  experience  that  today’s 
health  care  consumer  does  not  tolerate  a poor 
result  with  equanimity,  particularly  when  that 
is  combined  with  loss  of  rapport  with  his  phy- 
sician. 

When  health  care  providers  fail  to  maintain 
good  rapport  with  their  patients,  fail  to  keep 
them  apprised  of  their  progress,  and  fail  to  ex- 
plain why  their  clinical  course  may  not  be  pro- 
gressing as  initially  expected,  patients  may  well 
feel  frustrated.  The  longer  a patient  feels  he 
is  being  kept  in  the  dark,  the  more  vivid  his 
imaginings  become.  Frustration  may  become 
unbearable.  Finally,  when  the  end  result  of 
therapy  fails  to  measure  up  to  his  original  ex- 
pectations for  no  apparent  reason,  the  disgrun- 
tled, and  disenchanted  patient  takes  the  one  re- 
course open  to  him:  he  sues. 

When  we  first  started  analyzing  medical  mal- 
practice closed  claim  files  we  initially  concluded 
that  a physician’s  greatest  risk  of  having  a claim 
made  against  him  arose  because  of  cases  of  un- 
expected death,  paralysis,  brain  damage,  ampu- 
tation, or  blindness. 

According  to  the  results  of  our  continuing  sur- 
vey of  closed  medical  malpractice  claims,  this 
is  no  longer  the  case.  Although  catastrophes  do 
trigger  many  malpractice  actions  and  account 
for  many  large  verdicts,  they  are  in  the  minority 
of  causes  for  the  4,000  plus  new  medical  mal- 
practice claims  recorded  each  year  by  our  com- 
pany. 

Anesthesiology 

For  anesthesiologists,  for  instance,  the  majority 
of  allegations  of  malpractice  are  due  to  incidents 
of  fractured,  chipped,  or  missing  teeth  following 
endotracheal  intubation.  The  other  common 
causes  of  malpractice  allegations  against  anes- 
thesiologists are  cardiac  arrest,  complications  of 
spinal  anesthesia,  eye  injuries,  pneumothorax, 
nerve  palsy  or  paralysis  secondary  to  positioning, 
and  alleged  misuse  of  anesthetic  agents  causing 
serious  drug  reactions — particularly  Halothane, 
(Abbott),  Innovar  (McNeil),  and  Penthrane 
( Abbott ) . 

It  seems  that  the  best  medicolegal  safeguards 
for  anesthesiologists  are  constant  clinical  vigi- 
lance, prompt  corrective  response  to  any  ab- 
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normal  physiologic  event  recorded  during  the 
anesthetic  procedures,  constant  application  of 
good  medical  judgment  to  every  emergency  situ- 
ation encountered,  and  well  documented  anes- 
thesia records. 

Family  Practice 

Our  studies  of  medical  malpractice  experience 
generated  by  the  eight  states  whose  physicians 

I we  insure  through  their  medical  societies  cur- 
rently suggest  that  claims  of  malpractice  against 
family  practitioners  occur  most  often  because  of 
allegations  of  improper  treatment  ( namely,  error 
in  treatment),  missed  diagnosis  (namely,  error 
in  diagnosis),  drug  reactions,  poor  results  for 
any  reason,  and  medication  errors.  Sometimes 
something  which  appears  most  simple  results  in 
a relatively  difficult  claim  problem.  One  family 
practitioner’s  case  that  proved  difficult  to  settle 
arose  innocently  enough.  A patient  presented 
for  the  cleansing  and  care  of  a recent  injury,  a 
dirty  laceration.  The  wound  care  was  adequate 
and  of  itself  measured  up  to  an  appropriate 
standard  of  care.  Failure  to  initiate  preventive 


measures  against  tetanus,  however,  ended  almost 
fatally  for  the  patient  involved  and  necessitated 
an  expensive  settlement. 

General  Surgery 

General  surgeons  presently  are  experiencing 
most  of  their  malpractice  allegations  for  the 
following  reasons  according  to  our  present  stud- 
ies: improper  treatment;  retained  foreign  bodies; 
missed  diagnosis;  post-operative  infections;  car- 
diac arrest  during  surgery;  and  complications  of 
arteriogram. 

Post-operative  infections  and  cardiac  arrest 
may  or  may  not  be  adjudged  the  result  of  im- 
proper treatment.  Each  case  requires  analysis 
on  its  own  merits.  All  surgical  specialists  have 
to  contend  with  the  allegation  that  a retained 
foreign  body  in  a tissue  space  constitutes  pro- 
fessional negligence.  Our  most  unusual  case  of 
that  nature  involved  a retained  sponge  following 
a laminectomy.  A few  weeks  after  the  original 
surgery,  a sponge  was  identified  as  the  cause  of 
continuing  complaints  of  back  pain  and  sciatica. 
It  was  retrieved.  Much  to  the  chagrin  of  pa- 
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tient,  surgeon,  and  hospital  alike,  another  sponge 
was  left  behind  when  the  original  one  was  re- 
trieved. This  proved  costly  for  the  surgeon  and 
the  hospital. 

Internal  Medicine 

Although  the  frequency  of  claims  against  in- 
ternists is  much  less  than  that  for  some  of  their 
colleagues  (particularly  anesthesiologists,  family 
practitioners,  gynecologists-obstetricians,  general 
surgeons,  and  orthopedists),  they  do  experience 
medicolegal  difficulties  from  time  to  time. 

Our  state  medical  society  studies  show  that 
internists  are  most  frequently  at  risk  of  malprac- 
tice suits  from  allegations  of  missed  diagnosis, 
improper  treatment,  adverse  drug  reactions,  and 
poor  results.  One  of  our  most  unusual  claims 
in  the  latter  category  occurred  because  of  the 
failure  of  a so-called  fail-safe  temperature  con- 
trol device  on  a peritoneal  dialysis  machine.  The 
resultant  excessive  temperature  of  the  dialysate 
being  pumped  intraperitoneally  produced  a 
death,  and  a suit. 


Obstetrics-Gynecology 

Obstetricians  and  gynecologists  produoe  the 
greatest  number  of  malpractice  claim  incidents 
in  the  majority  of  our  state  programs.  In  de- 
scending order  of  frequency  they  experience  al- 
legations of  malpractice  because  of:  delivery 
mishaps,  poor  results,  laparoscopy  complications, 
missed  diagnosis,  retained  foreign  bodies,  im- 
proper treatment,  medication  errors,  and  drug 
reactions. 

Burns  of  the  abdominal  wall,  perforated  in- 
testines with  peritonitis,  and  pregnancies  follow-  i 
ing  laparoscopic  tubal  ligations  are  prominent 
among  the  serious  problems  reported  to  us  fol- 
lowing laparoscopic  surgical  procedures. 

Orthopedic  Surgery 

The  categories  of  cases  which  make  orthope- 
dists vulnerable  to  malpraotice  claims  are:  im- 
proper treatment,  poor  results,  post-operative  in- 
fections, complications  of  back  surgery,  diagnos-  I 
tic  errors,  miscellaneous  post-operative  complica-  jj 
tions,  and  cardiac  arrest  during  surgery.8 

i 

Over  50 % of  these  claims  were  triggered  by 
allegations  of  presumed  improper  treatment  or 
poor  results.  Poor  results  may  be  due  to  any 
of  the  causes  listed  or  may  eventually  prove  to 
be  merely  an  unrealistic  expectation  on  the  plain- 
tiffs part.  In  the  latter  instance  good  claim 
results  may  be  experienced. 

Hospitals 

When  we  turn  our  attention  to  claims  of  hos- 
pital malpractice,  other  allegations  of  profes- 
sional negligence  enter  the  picture.  In  our  ex- 
perience these  fall  most  frequently  into  the  fol- 
lowing categories:  patient  identification  errors, 
medication  errors,  and  procedural  failures.  Op- 
erating room  procedural  failures  most  often  in- 
clude anesthetic  complications,  sponge  count  er- 
rors, and  post-operative  infections.  Intensive 
care  unit  procedural  failures  include  medication 
errors,  failures  of  a biomedical  machine,  and  in- 
adequate supervision.  Procedural  failures  in  pa- 
tients’ rooms  include  inadequate  supervision, 
falls,  and  errors  in  patient  identification  and  in 
medication. 

Doctor  David  Spencer,  the  former  director  of 
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the  Center  for  Disease  Control,  estimated  that 
as  a result  of  hospital-acquired  infections  1,- 
500,000  patients  annually  spend  an  extra  week  in 
the  hospital  at  a total  cost  of  over  $1  billion  per 
year.9  In  any  hospital  there  is  a “magic  number 
of  between  6 and  7%  of  patients”  who  will  ex- 
perience a nosocomial  infection.10 

The  real  and  potential  problems  triggered  by 
biomedical  machines  relied  upon  for  life  support 

Iand  diagnostic  and  therapeutic  purposes  can  be 
mind-boggling.  One  western  hospital  employs 
more  than  a score  of  people  in  its  biomedical 
equipment  maintenance  program  to  test  all  bio- 
medical equipment  purchased  prior  to  certifying 
it  for  use  in  various  hospital  departments.11  In 
one  recent  year  35%  of  all  the  equipment  pur- 
chased failed  to  meet  manufacturers  specifica- 
tions upon  initial  testing. 

The  Health  Care  Provider’s  Answer 

Where,  you  may  ask,  does  all  of  the  foregoing 
leave  us,  the  health  care  providers?  In  my 
opinion,  the  answer  is  in  three  parts. 

First  there  are  nine  general  rules  for  avoiding 
i malpractice  allegations,  claims,  or  suits. 


Telephone  798-2520 
j If  No  Answer, 

Call  738-9180 

E.  H.  Eaton,  Director 

CLAYMONT  MEDICAL  LABORATORY 

Office  Hours 
Daily  9 A.M.  to  3 P.M. 
Eves.  Tues.,  Wed.,  Thurs. 
6 to  9 P.M. 

Sat.  8 A.M.  to  12  Noon 

1320  PHILADELPHIA  PIKE 
WILMINGTON,  DEL  19809 

Rule  1.  Decline  to  acoept  a patient  if  his  case 
is  not  within  your  area  of  professional 
competence. 

Rule  2.  However,  once  you  accept  the  patient, 
you  must  adhere  to  the  generally  ac- 
cepted standards  of  practice. 

Rule  3.  Keep  good  records.  Complete  docu- 
mentation of  your  patient’s  problems, 
findings,  and  treatment  is  imperative. 

Rule  4.  Never  guarantee  a cure. 

Rule  5.  Be  sure  to  inform  your  patients  of 
any  hazards  of  treatment,  putting  this 
in  a statistical  frame  of  reference 
whenever  possible.  Document  your 
records  accordingly. 

Rule  6.  Get  explicit  written  permission  prior 
to  any  clinical  experimentation. 

Rule  7.  Don’t  be  hesitant  about  getting  con- 
sultations. Be  sure  they  are  recorded. 

Rule  8.  Cooperate  with  your  professional  col- 
league. 

Rule  9.  Maintain  good  rapport  with  your  pa- 
tients and  the  public. 
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JOHN  G.  MERKEL 
l SONS,  INC. 

Physicians  — Hospitals  — 
Laboratory  — Invalid  Supplies 


PHONE  654-8818 

807  N.  Union  Street 
Wilmington,  Delaware 


Baynard  Optical 
Company 

Prescription  Opticians 

We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians’ 
Prescriptions 


CONCORD  PLAZA  MEDICAL  CENTER 
3411  Silverside  Rd.  1003  Delaware  Ave. 
2323  Pennsylvania  Avenue 
Wilmington,  Delaware 


Secondly,  never  forget  the  3 R’s  of  Rapport, 
Records,  and  Reason.  These  are  your  strongest 
allies  against  medical  malpractice  allegations. 

Rapport.  Many  minor  incidents  that  arise  dur- 
ing patient  care  which  might  expose  you  to  al- 
legations of  malpractice  can  often  be  avoided  by 
a pleasant  bedside  and  chairside  manner.  Pleas- 
ant patient  relations  at  all  times,  never  recrimi- 
nations or  antagonism,  are  imperative. 

Records.  Make  and  maintain  accurate  records. 
The  absence  of  appropriate  medical  documen- 
tation supporting  your  decisions,  diagnosis,  and 
treatment  makes  the  defense  of  any  claim  more 
difficult  even  if  you  were  right. 

Reason.  Your  strongest  ally  against  malprac- 
tice incidents  is  the  exercise  of  good  reason  and 
good  professional  judgment  when  you  commence 
treatment.  Your  best  judgment,  not  the  patient’s 
or  family’s  wishes,  should  always  prevail. 

One  final  and,  I believe,  important  observa- 
tion: From  our  claim  experience,  we  have  found 
that  careful  patient  appraisal;  good  patient  rap- 
port; the  exercise  of  good  clinical  judgment  at 
all  times;  careful  and  impeccable  surgical  tech- 
niques or  medical  management;  prompt  appro- 
priate, and  personal  response  to  the  patient’s 
complaints  plus  careful  documentation  of  the 
medical  records  in  office  and  hospital,  prove  the 
difference  between  good  and  poor  claim  results 
for  our  insured  physicians  and  hospitals. 
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EFFECTIVE  LEADERSHIP  KEY  TO 
PERSONNEL  MOTIVATION 


Leif  C.  Beck,  LL.B. 
Vasilios  J.  Kalocredis,  J.D. 


Management  of  office  personnel  is  an  important 
part  of  any  medical  practice.  It  can  make  or 
break  a medical  office’s  effectiveness. 

Leadership  Needed 

An  important  part  of  management  is  the  need 
for  leadership  as  a method  of  influencing  the 
office  assistants  to  perform  in  a productive  man- 
ner. 

In  the  smallest  of  offices,  the  physician  himself 
often  accepts  the  management  challenge.  How- 
ever, even  in  offices  with  as  few  as  two  employes, 
it  is  often  most  desirable  to  have  one  of  the 
office  assistants  fill  the  management  role.  Who- 
ever fills  the  management  role  must  be  able  to 
direct  and/or  modify  the  actions  of  others  to  gain 
their  cooperation  in  doing  a proper  job. 
Leadership  Methods 

According  to  present  management  thought, 
leaders  can  influence  their  associates  in  several 
ways. 

1.  One  view  holds  that  effective  leaders  are 
considerate,  warm,  and  supportive  to  their  sub- 
ordinates. Such  leaders  are  in  a sense  accruing 
debts.  A return  of  the  favors  so  supplied  is 
sought.  Such  favors  become  the  basis  of  influ- 
ence for  the  leader. 

2.  Other  effective  leaders  utilize  participative 
decision-making  as  a control  mechanism.  In- 
volving everyone  in  the  problem  analysis  as  well 
as  the  derived  solution  results  in  better  informa- 
tion generation  and  increases  everyone’s  com- 
mitment to  the  implementation  of  the  policy. 

The  authors  are  the  principal  consultants  of  Management  Con- 
sulting for  Professionals,  Inc.,  Bala  Cynwyd. 


Flexibility  is  another  important  aspect  of  lead- 
ership. One  must  be  able  to  consider  contin- 
gency approaches  to  situations  as  they  present 
themselves.  Every  circumstance  is  unique  and 
must  be  individually  handled. 

Self-Esteem  Important 

An  important  factor  in  evaluating  an  individ- 
ual’s capacity  to  serve  as  a good  leader  is  self- 
esteem. Those  who  best  influence  others  possess 
a significant  degree  of  this  quality.  Self-esteem 
is  hereby  defined  as  an  individual’s  evaluation 
of  his  own  abilities;  it  expresses  an  attitude  of 
approval  or  disapproval  and  indicates  the  extent 
to  which  he  believes  himself  capable  of  doing  a 
job  and  making  a significant  contribution  to 
something. 

This  valuation  has  been  well  defined  as  “the 
degree  to  which  an  individual’s  successes  ap- 
proach his  expectations  in  those  areas  that  are 
important  to  him.” 

One  of  the  reasons  those  possessing  a high 
degree  of  self-esteem  are  best  able  to  influence 
others  is  their  own  sense  of  personal  security 
which  is  not  violated  in  interpersonal  exchanges. 
In  any  organizational  setting  (including  a medi- 
cal office)  such  people  are  effective  as  leaders 
because  they  exhibit  the  same  confidence  toward 
subordinates  that  they  have  in  themselves. 

The  Golden  Rule 

Another  important  part  of  personnel  man- 
agement is  the  Golden  Rule.  For  management 
purposes,  the  rule  (which  is  found  not  only  in 
Christianity  and  Judaism,  but  in  Confucianism, 
Buddhism,  Islam,  and  others)  should  be  inter- 
preted to  mean:  “To  manage  as  you  want  to  be 
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managed  and  to  supervise  as  you  would  want 
to  be  supervised.” 

Although  it  seems  too  obvious  to  have  to  be 
expressed,  the  most  basic  psychological  need 
of  a human  being  is  to  be  treated  as  a human 
being.  The  best  leaders  are  those  who  follow 
the  Golden  Rule  in  their  management  roles. 

Motivation  of  Assistants 

Motivation  is  a complex,  internal  process.  Each 
person  has  psychological  and  physiological  needs 
that  frequently  change  in  strength,  duration,  and 
priority.  They  affect  how  the  individual  inter- 
acts with  the  environment.  It  is  not  true  that 
one  person  can  motivate  another.  But  one  can 
create  the  climate  and  provide  the  alternatives 
which  will  encourage  an  individual  to  be  moti- 
vated in  the  desired  direction. 

Motivational  Concepts 

There  are  several  basic  concepts  and  philoso- 
phies which  physicians  and/or  office  managers 
should  apply  to  provide  the  best  leadership  and 
motivation  for  their  employes. 


1.  Praise  should  be  given  when  appropriate 
and  as  often  as  possible.  There  is  no  better  way 
to  make  a person  feel  important  than  to  sincerely 
compliment  him.  A compliment  is  recognition 
of  the  faot  that  the  other  person  has  done  some- 
thing deserving  a “thank  you.” 

“Thank  you”  are  two  of  the  most  powerful 
words  in  the  English  language.  How  simple  they 
are  to  say  for  a job  well  done;  unfortunately  they 
are  too  seldom  said. 

2.  A doctor  ( or  manager ) should  make  himself 
available  for  frank  and  unhurried  discussions  of 
staff  problems  and  complaints.  We  are  finding 
more  and  more  practices  in  which  an  office  man- 
ager fills  this  role.  This  does  not  mean  that 
the  doctor  does  not  get  an  opportunity  to  listen 
to  the  staffs  ideas.  However,  it  does  delegate 
much  of  the  preliminary  work  to  someone  in  a 
managing  role  who  can  devote  time  to  it  on  a 
daily  basis. 

3.  Staff  members  should  never  be  publicly 
belittled  or  critioised.  This  is  a basic  principle 


BE  THE  DOCTOR 
YOU  WANT  TO  BE. 

Today,  Navy  Medicine  gives  you  the  opportunity  to  be  the  doctor  you  want 
to  be.  We  offer  a challenging  practice  with  a minimum  of  administrative  over- 
head. Plus  excellent  facilities  and  support  personnel. 

In  addition,  a Navy  practice  gives  you  time  to  spend  with  your  family.  Asso- 
ciate with  other  highly  motivated  physicians.  Further  your  schooling.  Even 
enjoy  30  days’  paid  vacation  every  year. 

All  this,  plus  a starting  salary  of  $30,000  or  more  a year,  depending  on  your 
experience. 

For  more  information,  contact: 

MR.  JOE  BYRNE 
Medical  Programs  Officer 
Navy  Recruiting  District,  Washington 
(301)  436-2072 
Toll-Free  Numbers 

Maryland— 800-492-0326  WV,  VA,  DE,  PA,  NJ— 800-638-0317 
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of  human  relations  recognized  by  all  but  too 
often  ignored.  People  have  defense  mechanisms 
that  work  immediately  upon  criticism  by  some- 
one else.  A doctor  must  be  sensitive  to  the  feel- 
ings of  his  staff.  To  publicly  belittle  or  criticise 
staff  members  can  do  nothing  for  their  self-es- 
teem. It  also  hurts  them  in  the  eyes  of  the  other 
members  of  the  staff  and  patients  who  may  be 
present  to  hear  the  belittlement. 

4.  Get  the  assistants  involved  in  their  work. 
They  should  have  some  claim  and  say  in  how 
things  are  being  done.  This  includes  such  things 
as  involvement  in  office  meetings  and  an  active 
role  in  the  decision-making  process  as  it  specific- 
ally affects  them  (eg,  what  type  of  calculator, 
pegboard,  typewriter,  etc,  would  you  prefer  to 
work  with?) 

5.  Discuss  basic  operating  policies  with  mem- 
bers of  your  practice  before  putting  them  into 
effect.  This  will  help  gain  employes’  commit- 
ment to  the  policies.  People  are  fearful  of 
change.  Most  often  it  is  because  they  have  not 
been  involved  in  working  out  the  details  of  the 
change.  It  is  a real  putdown  to  an  individual 
when  someone  tells  her  things  are  going  to  be 
done  differently  without  having  first  allowed  her 
to  take  part  in  that  decision.  In  our  consultation 
work  we  allow  anywhere  from  one-half  to  one 
hour  with  each  staff  member  (with  a little  more 
time  with  the  office  manager  and  doctors)  to 
determine  and  seek  out  their  thoughts. 

We  are  repeatedly  impressed  by  the  amount 
of  information  and  ideas  we  secure  from  the  staff 
people.  They  know  the  office  because  they  work 
there  every  day.  Our  consultation  with  the  office 


'One  view  holds  that  effective  leaders  are  consider- 
ate, warm,  and  supportive  to  their  subordinates. 
. . . Other  effective  leaders  utilize  participative 
decision-making  as  a control  mechanism.' 


employes  is  often  the  first  opportunity  they  have 
ever  had  to  express  their  opinions  and  recom- 
mendations to  a willing  listener.  Every  office 
should  take  advantage  of  this  in-house  souroe. 
In  many  situations  office  staff  meetings  (whioh 


will  be  described  later)  and  other  forms  of  direct 
communication  benefit  the  practice. 

6.  An  office  should  review  performance  peri- 
odically— at  least  once  a year  and  in  many  in- 
stances every  six  months.  They  should  be  tied 
into  salary  reviews.  There  is  no  better  way  to 
convince  an  employe  that  an  employer  is  inter- 
ested in  her  progress  than  to  spend  some  time 
with  her  to  systematically  review  work  perform- 
ance. Everyone  wants  to  know  how  well  she  is 
doing.  We  all  like  to  know  how  we  compare 
with  others  and  what  our  superiors  think  of  us. 
A review  also  gives  the  employe  the  opportunity 
to  privately  express  her  views  about  things. 

7.  A written  personnel  policy  manual  is  an 
important  part  of  personnel  management.  Every 
medical  office  should  have  one,  even  if  there  is 
only  one  non-physician  employe.  A copy  should 
be  given  to  each  of  an  office’s  present  employes 
and  to  each  new  employe.  It  should  be  kept  up 
to  date,  reflecting  any  new  changes  in  benefits, 
responsibilities,  and  the  like.  It  is  amazing  how 
many  times  we  have  visited  offices  in  which  the 
assistants  knew  nothing  about  personnel  rules  or 
specifically  about  the  benefits  they  were  receiv- 
ing. A typical  example  is  an  unincorporated 
practice  with  a Keogh  Plan  about  which  the 
employes  really  know  nothing  except  that  “there 
is  some  sort  of  a retirement  plan.”  A medical 
office  providing  such  a benefit  should  point  it 
out  to  the  employes  in  order  to  take  advantage 
of  the  goodwill  that  can  be  generated. 

Not  having  policies  in  writing  can  create  feel- 
ings of  discrimination  and  inconsistency.  Many 
assistants  do  not  even  know  what  their  rights  are 
regarding  vacation,  sick  pay,  and  the  like.  That 
can  only  cause  confusion  and  in  many  cases  em- 
barrassment for  the  practice  and  the  individual. 
A doctor  should  make  something  big  of  such  a 
policy  manual  since  it  is  also  very  important  to 
the  employes. 

8.  Each  offioe  should  have  written  job  descrip- 
tions for  each  employe  clearly  setting  forth  their 
primary  and  secondary  responsibilities  in  that 
office.  Generally  the  job  is  best  assigned  to  the 
office  manager  since  it  is  an  excellent  exercise  in 
critical  evaluation  of  the  office’s  needs  and  how 
they  may  be  best  allocated  among  the  staff. 
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A written  operations  manual  for  all  of  the  pro- 
cedures in  the  office  is  also  very  helpful.  It  can 
be  of  assistance  in  properly  training  new  staff 
consistently  and  quickly.  This  is  another  excel- 
lent way  a doctor  may  convince  his  staff  that  he 
is  interested  in  their  welfare.  The  office  is  trying 
to  make  it  easier  for  them  to  do  well  so  that  they 
will  look  good  in  the  eyes  of  the  doctors,  patients, 
and  fellow  staff. 

It  is  not  difficult  to  develop  an  operations 
manual.  Each  staff  person  can  be  asked  to  list 
exactly  what  she  does  (every  single  little  thing 
that  she  does) — the  job  description.  Then  she 
oan  be  asked  to  explain  how  she  does  each  task 
listed  in  the  job  descripton;  that  is  the  operations 
manual. 

The  office  manager  (or  in  the  smallest  offices, 
the  doctor)  can  review  the  notes  of  each  staff  in- 
dividual to  design  a more  specific  and  detailed 
operations  manual. 

9.  It  is  also  important  to  provide  each  indi- 
vidual with  as  much  stabis  as  her  aptitude  and 
interest  will  permit.  It  is  important  to  convince 
each  person  in  the  office  that  what  she  does  is 
important  and  that  the  office  could  not  manage 
without  her  performance. 

10.  The  best  possible  physical  working  condi- 
tions should  be  provided.  This  may  seem  too 
elementary  to  even  mention;  however,  we  have 
seldom  seen  an  office  that  oannot  be  improved 
from  this  aspect.  This  is  sometimes  a problem 
in  the  business  office.  Quite  often,  in  laying  out 
an  office  faoility,  the  practice  has  inadequately 
provided  for  business  space. 

Confinement  and  insecurity  combined  will  of- 
ten lead  to  tremendous  on-the-job  stress,  a po- 
tential for  enormous  losses  of  productive  time. 
Periodically,  the  doctor  should  view  his  busi- 
ness office  with  an  objective  eye  to  see  how  it 
can  be  improved.  Additional  space  might  be 
provided;  perhaps  a rotation  of  work  stations 
should  be  established;  maybe  a draft  could  be 
eliminated;  maybe  chairs  are  too  high  or  too  low. 

Fresh  atmosphere  often  helps  to  improve  work 
situations.  If  people  are  sitting  on  top  of  each 
other  and  do  not  have  room  to  breath  or  think, 
there  can  be  difficulties.  We  have  seen  instances 
in  which  moving  to  newer  and  bigger  quarters 


has  resulted  in  a happier  and  more  productive 
office,  caused  in  part  by  the  improvement  in 
physical  conditions. 

Too  often  assistants  have  been  assigned  to  do 
collection  followup  calls  or  insurance  form  work 
without  adequate  privacy  or  space.  Under  such 
circumstances,  the  individual  is  not  able  to  pro- 
duce as  she  should.  Many  times,  upon  our  recom- 
mendation that  she  be  provided  some  private 
space  and  time  during  the  week,  the  results  have 
been  dramatic.  With  less  interruption  and  more 
privacy  one  can  work  better.  An  employer  who 
agrees  to  suoh  a transition  shows  the  employe 
that  her  function  is  considered  important  enough 
to  make  such  a step. 

11.  One  should  provide  the  best  possible 
equipment  and  systems  to  make  work  efficient 
and  satisfying — another  basic  often  ignored.  Too 
often  we  have  seen  a staff  member  typing  daily 
with  an  old,  slow,  beat-up  manual  typewriter. 
There  are  inefficient  filing  systems,  calculators, 
adding  maohines,  telephone  systems,  and  the 
like.  Assistants  who  feel  they  are  working  with 
awkward  or  outdated  equipment  or  systems  may 
begin  to  believe  that  their  employer  does  not 
consider  their  work  to  be  important  enough  to 
merit  efficient  equipment. 

12.  It  is  important  that  an  office’s  pay  plan  be 
understood,  and  that  the  pay  scale  be  competi- 
tive within  the  community.  Merit  raises  are 
dramatically  more  important  than  straight  across- 
the-board,  cost-of-living  increases.  Unfortunately, 
the  majority  of  medical  office  assistants  have  no 
real  understanding  or  knowledge  of  an  office’s 
policy  on  pay  raises.  Often  part  of  the  problem 
is  that  the  physicians  and/or  office  manager  have 
no  set  policy  behind  their  raises. 

We  believe  very  strongly  that  pay  raises  should 
be  tied  in  directly  with  the  periodic  review  and 
evaluations  discussed  above.  Unfortunately,  too 
many  offices  give  all  of  their  employes  the  same 
raise  in  a given  year  “because  it  is  easier.”  We 
believe  very  strongly  that  to  do  this  is  one  of  the 
biggest  destroyers  of  office  motivation.  If  two 
individuals  are  working  together  and  one  is  pro- 
ducing and  the  other  is  not,  the  harder  worker 
will  undoubtedly  question  her  own  efforts  upon 
seeing  her  co-worker  receive  equal  pay  raises. 
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Furthermore,  an  inferior  worker  who  receives 
the  same  raise  as  everyone  else  often  does  not 
realize  she  is  doing  a bad  job  since  the  raise  has 
indicated  to  her  that  the  office  is  satisfied  with  her 
performance.  This  is  unfortunate  and  should  be 
avoided  ( and  can  be  through  periodic  review 
and  merit  raises). 

In  many  of  our  office  surveys  we  have  found  a 
group  to  be  very  dissatisfied  with  one  or  more 
of  its  employes.  A real  threshold  issue  in  some 
of  the  surveys  is  the  dootors’  feeling  that  they 
may  want  to  let  one  of  their  employes  go.  Un- 
fortunately, the  doctors  will  often  be  embarrassed 
and  fearful  of  doing  it  if  they  “have  just  given 
her  a raise.”  Examples  such  as  this  illustrate 
how  a pay  plan  oan  be  misunderstood. 

It  is  very  important  that  salaries  be  reviewed 
at  the  end  of  every  year.  If  a set  policy  is  estab- 
lished (which  it  should  be)  and  set  forth  in  an 


office  policy  manual,  it  must  be  followed  by  the 
doctors.  This  is  important  since  it  guarantees 
the  assistants  that  they  will  be  reviewed  while 
at  the  same  time  protecting  the  doctors  from 
continually  being  “whip  sawed”  by  the  staff  for 
raises  throughout  the  year. 

Some  practices  feel  that  it  is  more  systematic 

‘Effective  leaders  are  able  to  create  high  perfor- 
mance standards  for  subordinates  by  expressing 
confidence  in  their  abilities.  ...  a pessimistic  atti- 
tude makes  good  performance  more  difficult.' 

and  consistent  to  set  review  on  different  anni- 
versary dates  for  each  person  in  the  office. 

Other  offices  set  a specific  time  of  the  year  dur- 
ing which  all  persons  in  the  office  receive  raises. 
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We  nrefer  the  latter  approach  since  it  is  simpler. 
It  allows  the  office  to  concentrate  on  salary  raises 
at  one  key  point  in  the  year  and  decreases  the 
potential  for  forgetting  someone.  We  recognize 
that  this  may  mean  some  people  will  be  getting 
raises  after  only  having  been  employed  for  sev- 
eral months.  Obviously,  this  is  a factor  involved 
in  determining  the  scope  of  the  raise  as  com- 
pared to  someone  who  has  been  there  the  entire 
year.  That  is  how  such  possible  discrepancies 
could  be  made  up. 

The  doctor  or  office  manager  should  know 
the  definitive  pay  scales  in  the  community.  If 
one  wants  superior  performance  one  must  pay 
sunprjor  salaries.  This  is  important.  We  are 
delighted  to  see  someone  getting  paid  well  if  she 
is  doing  a good  job.  We  believe  that  the  best 
run  offices  should  feel  the  same  way. 

Unfortunately,  more  ill-will  probably  can  be 
generated  by  the  poor  handling  of  a pay  plan 
than  anything  else.  Although  what  employes 
really  want  out  of  a job  is  an  important  consider- 
ation, there  is  no  question  that  pay  continues  to 
be  one  of  the  highest  items  on  the  list. 

13.  As  much  authority  and  responsibility  as  an 
office  manager’s  or  doctor’s  nature  can  stand 
should  be  allocated  to  assistants.  The  aptitudes 
of  the  individual  office  people  also  determine 
how  much  responsibility  they  can  handle;  how- 
ever, it  is  a real  mistake  for  the  office  manager 
to  try  to  do  everything.  What  often  happens  is 
that  the  most  capable  person  in  an  office  becomes 
the  office  manager,  having  “worked  her  way  up 
the  ranks.”  Since  she  “does  everything  better 
than  everybody  else”  she  will  often  hesitate  to 
delegate.  This  is  not  a healthy  situation.  First 
of  all,  that  individual  cannot  possibly  do  every- 
thing; second,  she  is  putting  the  other  employes 
in  a vacuum,  in  a sense  knocking  them  down  in 
their  own  eyes  and  in  the  eyes  of  others. 

14.  A very  important  part  of  delegating  re- 
sponsibility is  to  encourage  one’s  assistants  to 
seek  ways  to  expand  their  capabilities  and  offer 
them  tangible  assistance  for  new  learning.  An 
office  should  send  people  to  oourses,  encouraging 
night  classes  and  the  like.  If  they  learn  more, 
they  will  be  better  able  to  handle  things  in  an 
office.  Employes  should  have  access  to  a good 


library  of  books,  magazines,  casettes,  and  other 
learning  aids. 

15.  A leader’s  expectation  of  staff  members 
affects  their  individual  performances  in  the  of- 
fice. People  often  behave  as  others  expects  them 
to.  Effective  leaders  are  able  to  create  high  per- 
formance standards  for  subordinates  by  express- 
ing confidence  in  their  abilities.  Leaders  who 
fail  to  develop  positive  expectations  cause  subor- 
dinates to  accomplish  less  as  a pessimistic  atti- 
tude makes  good  performance  more  difficult. 

An  important  point  to  remember  is  that  sub- 
ordinates will  not  be  influenced  by  the  leader’s 
expectations  unless  the  expectations  seem  reason- 
able and  realistic.  Goals  that  are  too  high  or  too 
low  will  have  little  impact. 

16.  The  best  way  to  learn  is  by  example.  This 
obviously  is  not  a new  concept.  It  is  very  hard 
to  sell  an  idea  in  which  one  does  not  believe. 
Lack  of  credibility  in  one’s  actions  belies  his 
words. 

Conclusion 

Physicians  and  office  managers  have  a tremen- 
dous challenge — to  match  people  with  routines 
they  enjoy  and  put  them  in  a position  where 
they  can  motivate  themselves  to  do  a better  job. 
As  physicians  and  office  managers  approach  the 
challenge  they  should  keep  in  mind  three  key 
considerations : 

1.  Even  if  “reasoning”  may  be  compelling,  the 
way  a person  feels  usually  affects  his  conduct 
more  than  the  way  he  thinks. 

2.  Unless  a subordinate  is  allowed  to  believe 
that  his  boss  is  human  enough  to  understand 
failure,  he  will  often  fight  back  with  every 
weapon  at  his  command. 

3.  If  one  expects  people  to  act  on  what  he 
says,  his  conduct  must  show  that  he  believes 
in  it. 

Many  of  the  points  in  this  article  are  of  such 
a common  sense  nature  that  they  seem  unneces- 
sary to  mention;  but  in  our  experience  we  have 
found  that  often  they  are  not  followed.  Physi- 
cians and  medical  office  managers  should  con- 
sider the  items  listed  above  since  they  are  cru- 
cial to  the  proper  handling  of  office  personnel. 
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SPECIALIZATION  EQUALS  SEPARATISM 

One  of  the  less  desirable  developments  in 
medical  education  in  recent  years  has  been  the 
end  product  itself — the  highly  trained  and  skillful 
physician,  who,  paradoxically,  becomes  less  and 
less  aware  of  what  is  developing  in  other  spe- 
cialized areas  as  the  years  roll  on.  It  is,  of  course, 
inevitable  and  understandable  that  such  a de- 
velopment should  occur.  There  is  so  much  in- 
formation available  and  there  is  only  so  much 
exposure  to  it  that  any  one  person  can  experience 
with  any  degree  of  comprehension.  The  result 
of  such  compartmented  information  is  that  pa- 
tient care  beoomes  more  compartmented. 

We  have  witnessed  what  has  happened  in 
countries  that  have  gone  down  the  road  of  so- 
cialized medical  systems,  and  we  express  concern 
that  the  same  thing  is  happening  here  in  the 
United  States.  Certainly  there  are  economic 
factors  pushing  us  in  that  direction,  but  I suggest 
that  specialization  is  another  impelling  force. 

The  question  being  raised,  however,  is  not 
whether  there  is  a need  for  specialization  but 
rather  what  can  be  salvaged  of  the  “whole  doc- 
tor.” 

The  specialist  is  necessary  for  scientific  pro- 
gress and  completeness  of  patient  care,  but 
knowledge  must  be  shared  to  be  most  effective. 
Publications  are  helpful,  and  national  meetings 
are  delightfully  instructive,  but  something  more 
fundamental  is  needed. 

There  are  few  opportunities,  especially  in  the 
hospital  setting,  for  academic  communication 
between  major  specialties  at  the  “grass  roots” 
level  of  patient  care.  This  pertains  to  both  phy- 
sicians-in-training  and  attending  practitioners. 

In  a recent  survey  of  the  hospitals  of  this 
State,  for  example,  it  was  determined  that  there 


are  no  regularly  scheduled  conferences  in  which 
cases  are  presented  that  inspire  attendance  jointly 
by  surgeons  and  internists  and  their  trainees.  I 
suspect  this  is  true  on  a nationwide  basis.  The 
question  is  therefore  how  the  budding  young 
specialist  in-training  is  to  have  anything  but  a 
keyhole  view  of  what  is  going  on  around  him/ 
her.  General  rotating  internships  have  been  es- 
sentially abandoned  in  order  to  expedite  medi- 
cal education.  There  is  a need  for  an  additional 
meohanism  to  replace  this  limited  exposure — 
another  kind  of  communication. 

G.L.H, 


NOW  . . . CME  RECORDKEEPING 
WITH  COMPUTER  ACCURACY 
AND  CONVENIENCE! 

The  Physicians  Registry  brings  computer  accuracy  and 
convenience  to  CME  (Continuing  Medical  Education) 
recordkeeping.  It’s  a complete  service — we  keep  track  of 
all  your  CME  credits. 

You'll  receive  everything  you  need.  After  participating 
in  a CME  activity,  just  fill  in  one  of  the  brief,  pre-printed 
cards  the  Physicians  Registry  provides  and  mail  it  to  us. 

Every  three  months,  you’ll  receive  a computer-gen- 
erated summary  of  your  credits.  You’ll  also  get  annual 
reports  summarizing  all  credits  for  the  past  three  years. 

Think  of  the  confusion  and  wasted  time  you'll  save.  Of 
course,  your  records  are  completely  confidential.  And  your 
periodic  reports  from  the  Physicians  Registry  can  come  in 
very  handy  at  tax  time. 

The  cost  is  a modest,  deductible  $50  per  year.  Over 
1500  physicians  have  already  enrolled  in  The  Physicians 
Registry,  and  we  have  successfully  recorded  over  77,000 
hours  of  CME  credit. 

You  may  spend  up  to  $2,000  per  year  on  CME  ac- 
tivities. Why  not  spend  $50  to  keep  your  CME  records 
efficiently? 

Consider  joining  The  Physicians  Registry. 

For  more  information,  write: 

Richard  J.  Ladon,  Director 

THE  PHYSICIANS  REGISTRY 

640  North  LaSalle  Street,  Chicago,  Illinois  60610 
Or  call  us  collect  at  (312)  368-1377 
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BRONCHOGENIC  CARCINOMA 
FOLLOWING  RADIOTHERAPY 
FOR  MALIGNANT  LYMPHOMA 

Joseph  F.  Kestner,  Jr.,  M.D.,  Assistant,  De- 
partment of  Medicine;  Charles  Maxin,  M.D., 
Resident  in  Family  Practice;  Siamak  Samh, 
M.D.,  Associate,  Department  of  Medicine,  Sec- 
tion of  Oncology ; and  F.  Peter  Parker,  M.D., 
Associate,  Department  of  Pathology,  Wilming- 
ton Medical  Center,  Wilmington,  Delaware. 

Presented  at  the  Delaware  Regional  Meeting 
of  the  American  College  of  Physicians;  abstract 
also  published  in  the  American  Review  of  Res- 
piratory Diseases,  May  1977. 

An  increased  risk  of  development  of  a second 
malignant  tumor  occurs  in  patients  with  Hodg- 
kin’s disease  treated  with  radiotherapy,  chemo- 
therapy, or  both.  Bronchogenic  carcinoma  has 
been  an  unusual  second- tumor  in  this  setting.  In 
a six-month  period  we  have  studied  two  patients 
with  Hodgkin’s  disease  and  one  with  non-Hodg- 
kin’s lymphoma  who  developed  bronchogenic 
carcinoma. 

A 34-year-old  woman  presented  with  cough, 
hoarseness,  and  a paralyzed  left  diaphragm.  Ten 
years  previously  she  had  received  3000  rads  to 
the  mediastinum  for  treatment  of  localized  Hodg- 


kin’s disease.  Undifferentiated  malignant  cells 
were  present  in  a bronchial  biopsy  specimen; 
undifferentiated  carcinomas  was  confirmed  at 
open  lung  biopsy. 

A 67-year-old  man  developed  anorexia,  weight 
loss,  and  a new  left  hilar  mass.  Eleven  years 
previously  he  received  2000  rads  to  the  medias- 
tinum for  treatment  of  Hodgkin’s  disease.  Six 
years  previously  an  additional  2500  rads  were 
given  for  recurrent  disease.  Bronchoscopy  and 
biopsy  confirmed  an  epidermoid  carcinoma  in  the 
left  upper  lobe  bronchus. 

A 52-year-old  woman  presented  with  right 
hemiparesis.  Following  the  demonstration  of  a 
mass  lesion  by  cerebral  angiography,  a left 
parietal  craniotomy  confirmed  a metastatic  focus 
of  undifferentiated  carcinoma.  Five  months  later 
a left  hilar  mass  was  visible,  and  a lesion  in  the 
left  upper  lobe  was  seen  at  bronchoscopy.  Seven 
years  prior  to  the  hemiparesis  she  had  received 
radiotherapy  to  the  mediastinum  and  abdomen 
followed  by  chemotherapy  with  cyclophospha- 
mide, vincristine,  and  prednisone  for  retroperi- 
toneal reticulum  cell  sarcoma.  All  three  patients 
had  smoked  cigarettes. 

We  conclude  that  bronohogenic  carcinoma 
following  malignant  lymphoma  is  not  rare  and 
that  radiotherapy  and  cigarette  smoking  are 
likely  contributing  factors  to  its  development. 


NAME  YOUR  POISON 

All  substances  are  poisons  . . . The  right  dose  differentiates  a poison  and 
a remedy. 

Paracelsus 
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CLINICAL  MANAGEMENT  OF  SEXUAL  DISORDERS 

edited  by  Jon  K.  Meyer,  M.D.,  The  Williams  and 
Wilkins  Company,  Baltimore,  Maryland,  1976.  284 
pp.  Illus.  Price  $14.95. 

In  his  foreword,  the  editor  who  is  Director, 
Sexual  Behaviors  Consultation  Unit,  the  Johns 
Hopkins  Medical  Institutions,  says: 

“This  volume  represents  an  attempt  to  combine 
between  two  covers  the  best  of  recent  thought, 
minus  unsubstantiated  claims,  regarding  the  ap- 
proach to  patients  with  sexual  disorders,  the 
diagnosis  and  classification  of  these  disorders, 
the  determination  of  significant  variables  in 
sexual  conditions,  and  the  application  of  selected 
treatment  techniques.” 

I do  not  think  he  has  entirely  succeeded,  but 
perhaps  this  is  forgivable  as  having  been  too 
ambitious  an  undertaking  for  one  average-sized 
book  and  one  which  I suspect  is  actually  the 
product  of  several  teaching  seminars  by  the 
contributors. 

In  Meyer’s  introductory  chapter  he  includes 
in  his  definition  of  premature  ejaculation,  ejacu- 
lation which  occurs  “anytime  during  the  first  15 
penile  thrusts  after  intromission.”  A few  chapters 
later,  John  O’Connor,  who  holds  a similar  position 
to  Meyer  at  Columbia,  says  ejaculation  can  be 
considered  premature  if  it  happens  “in  less  than 
two  minutes  after  penetration  or  upon  fewer  than 
10  thrusts.”  Do  Southern  physicians  really  have 
more  leisurely  sexual  standards  for  male  sexual 
performance  than  New  Yorkers,  or  is  this  just  an 
example  of  careless  editing?  I suspect  the  latter. 

Throughout  the  book  homage  is  paid,  although 
sometimes  a bit  faint,  to  Masters  and  Johnson, 
who  will  if  for  nothing  else  be  remembered  for 
giving  new  meaning  to  the  term  “squeeze  play,” 
as  well  as  to  Helen  Singer  Kaplan  ( whose  recent 
book  The  New  Sex  Therapy , I personally  prefer). 

One  of  the  chapters  I particularly  enjoyed 
presented  various  scientific  instead  of  evangelis- 
tic studies  of  pornography;  there  are  surprisingly 
few  of  the  former.  For  example,  interest  in  erot- 
ica has  been  found  higher  in  men  with  higher  in- 


comes and  education.  Married  couples  exhibit 
no  lasting  changes  in  their  marital  behavior  one 
month  after  extensive  viewing  of  “pornography” 
though  most  exhibit  an  intensified  but  no  drastic 
modification  of  their  usual  sexual  behavior  for 
24  hours  after  their  first  exposure.  Many  medical 
schools  now  make  extensive  use  of  pornography, 
hard  core,  and  other  explicitly  erotic  movies  to 
“desensitize”  students  towards  achieving  a noth- 
ing-human-is-alien-to-me  attitude. 

There  is  a long  chapter  on  the  psychological 
assessment  of  sexual  disorders  by  a former  Wil- 
mingtonian,  Leonard  Derogatis,  Ph.D.,  Assistant 
Professor  of  Medical  Psychology  and  Director  of 
Research,  Sexual  Behaviors  Consultation  Unit 
at  The  Johns  Hopkins  University  Sohool  of  Medi- 
cine. Their  clinic  makes  extensive  use  of  a self- 
administered  systemic  inventory  devised  by  De- 
rogatis and  his  colleagues,  which  includes  90 
items  found  helpful  in  developing  a screening 
profile  of  sexual  dysfunction;  I wish  at  least  some 
of  the  questionnaire  had  been  included  in  the 
text,  or  better  yet,  the  entire  questionnaire  as 
an  appendix. 

Just  as  someone  (Sam  Goldwyn?)  said  that, 
“Youth  is  too  important  to  be  wasted  on  chil- 
dren,” so  is  sex  too  important  and  sex  problems 
and  dysfunctions  too  prevalent  to  be  the  province 
of  just  a small  coterie  of  physicians  and  allied 
therapists.  If  it  is  true  that  less  than  20%  of 
upper-middle  class  couples  “maintain  a vigorous, 
meaningful,  and  fulfilling  sex  fife,”  then  all  who 
deal  with  the  evaluation  of  or  prescription  for 
human  maladies  of  all  kinds  are  in  fact,  for  better 
or  for  worse,  in  ignorance  or  in  full  expertise, 
therapists  for  patients  with  sexual  dysfunctions. 

This  is  an  imperfect  book,  but  it  is  an  impor- 
tant one  because  the  bookshelf  of  reputable 
books  on  the  subject  is  too  short.  For  that  rea- 
son, I’d  like  to  quote  two  paragraphs  from  the 
chapter  by  Drs.  Leon  (M.D. ) and  Shirley 
(Ed.D.)  Zussman,  Director  and  Assistant  Direc- 
tor of  the  Human  Sexuality  Center  in  Long 
Island. 

“Each  person  is  responsible  for  his  or  her  own 


Del  Med  Jrl,  July  1977 — Vol  49,  No  7 


431 


Book  Reviews 


sexuality.  Our  culture  has  implanted  the  idea 
that  the  male  is  the  sexual  expert,  the  guide, 
the  one  with  the  knowledge  and  experience  to 
instruct  his  partner  in  the  art  of  love.  He  often 
feels  this  as  a responsibility  and  blames  himself 
for  his  wife’s  lack  of  response  or  failure  to  enjoy 
sexual  play.  The  female  tends  to  go  along  with 
this  cultural  directive  and  also  tends  to  blame 
the  male  if  she  is  unresponsive.  Although  it  is 
generally  accepted  that  a partner  brings  to  a 
marriage  a life  history  of  personality  develop- 
ment and  experience,  it  is  less  generally  accepted 
that  a female  as  well  as  a male  has  a long  history 
of  psycho-sexual  development  and  experience 
which  she  brings  to  the  relationship. 

“Sex  needs  to  be  given  a higher  priority  in 
the  context  of  a relationship.  Despite  the  fact 
that  the  society  gives  sex  a high  priority  for 
commercial  purposes  and  the  media  saturates 
the  public  with  sexual  stimuli,  sexual  activity 
between  two  marital  partners  is  not  honored  as 
a planned  activity,  for  which  time  is  set  aside 
at  peaks  of  physiological  functioning.  Rather, 
it  often  takes  place  at  periods  of  physical  and 
emotional  fatigue,  when  all  other  tasks  have  been 
completed.” 

Bernadine  Z.  Paulshock,  M.D. 

1976  YEAR  BOOK  OF  MEDICINE  edited  by  David 
E.  Rogers,  M.D.,  Roger  M.  Des  Pres,  M.D.,  Paul 
Heller,  M.D.,  et  al,  Year  Book  Medical  Publishers, 
Chicago,  1976.  703  pp.  Illus.  Price  $21.50. 

The  ability  of  the  practitioner  to  keep  up 
with  even  a fraction  of  the  literature  of  medicine 
is  limited.  This  collection  of  articles  abstracted 
from  about  forty  major  journals  attempts  to 
bridge  the  gap.  The  authorities  who  edit  this 
volume  picked  what  they  felt  were  the  most  in- 
teresting contributions  within  their  field.  Each 
abstract  takes  about  a page  and  is  followed  by 
a brief  discussion  of  its  significance.  There  are 
over  650  pages  of  abstracts. 

Not  all  physicians  will  benefit  from  reading 
this  book.  Little  of  the  information  is  imme- 
diately clinically  useful,  and  the  hit-and-miss 
contents  make  it  useless  as  a reference  work. 
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The  book  is  meant  for  physicians  who  regard 
medicine  as  a hobby  as  well  as  a job  and  are 
fascinated  by  developments  in  the  subspecialty 
areas.  The  editors  are  to  be  congratulated  for 
transforming  a totally  unapproachable  volume 
of  literature  into  a manageable  if  still  unwieldy 
tool. 

William  L.  Jaffee,  M.D. 

K Ik' 

UNDERSTANDING  ARTHRITIS  AND  RHEUMATISM 
by  Malcolm  I.  V.  Jayson,  M.D.  and  Allan  St.  J. 
Dixon,  M.D.,  Dell  Publishing  Co.,  Inc.,  1974.  234 
pp.  Price  $1 .75. 

This  fine  little  book  is  an  excellent  contribu- 
tion to  the  field  of  rheumatology  for  the  lay 
person.  Clear,  up-to-date  information  is  provi- 
ded about  arthritis  and  related  problems. 

This  book,  I am  sure,  will  be  of  interest  not 
only  to  those  patients  who  suffer  with  arthritis 
but  to  family  and  friends  as  well.  It  will  provide 
readers  with  the  necessary  insight  that  is  so  im- 
portant in  the  understanding  of  this  disease. 

There  are  an  estimated  “363  million  people  in 
the  world  with  arthritis,”  very  few  of  whom 
actually  have  any  basic  understanding  of  their 
disease.  Jayson  and  Dixon  attempt  to  clear  up 
myths  and  misconceptions  and  provide  an  in- 
formation treatise,  but  the  authors  are  quick  to 
emphasize  the  dangers  of  self  diagnosis  and 
treatment. 

The  format  of  the  book  includes  a well-or- 
ganized table  of  contents  and  index,  which 
serves  as  a reference.  The  text  also  contains  il- 
lustrations and  diagrams  that  are  quite  helpful 
to  the  reader. 

The  book  has  been  updated  to  include  some 
of  the  recent  advances  in  the  medical  and  surgi- 
cal treatment  of  arthritis.  The  treatment  of 
inflammation,  including  the  most  commonly  used 
medications  and  their  side  effects,  is  presented. 
Of  much  benefit  to  patients  and  their  families 
is  the  last  section,  “Resource  Directory”  which 
provides  information  on  agencies,  benefits,  clo- 
thing, educational  information,  employment,  self- 
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help  devices,  and  equipment,  to  name  a few  of 
the  subjects. 

This  book  provides  the  patient  with  an  excel- 
lent insight  into  rheumatoid  arthritis,  osteoar- 
thritis, and  gout-the  three  main  types  of  arthritis. 
Little  mention  is  made  of  systemic  lupus  erythe- 
matosus and  other  connective  tissue  disorders, 
but  perhaps  the  authors  felt  this  a subject  unto 
itself! 

Since  all  of  us  will  expect  to  suffer  some  form 
of  rheumatism  in  our  lifetime,  this  book  is  a good 
investment-paperback  $1.75— well  worth  reading, 
and  I am  recommending  it  to  my  patients 

Russell  J.  Labowitz,  M.D. 
& & & 

CONTROVERSY  IN  SURGERY  edited  by  Richard  L. 
Varco,  M.D.  and  John  P.  Delaney,  M.D.,  W.  B. 
Saunders  Company,  Philadelphia,  1976.  713  pp. 
Price  $29.00. 

The  editors  in  their  preface  iterate  the  purpose 


of  this  book:  to  provide  substantive  analysis  of 
specific,  controversial  issues  which  confront  clin- 
ical surgeons.  To  a great  extent  they  have  suc- 
ceeded in  doing  just  that.  Two  or  three  authors 
are  asked  to  present  different  points  of  view  in 
a concise,  analytical  manner  and  support  it  with 
data. 

The  selection  of  topics  is  excellent  in  that  it 
covers  the  length  and  breadth  of  most  common 
clinical  surgical  problems  of  our  times,  ranging 
from  controversy  in  inguinal  hernia  repair  to 
that  of  abdominal  aortic  aneurysm.  Particu- 
larly useful  and  interesting  is  the  “Statement  of 
the  Problem”  format  which  precedes  the  discus- 
sion itself. 

It  certainly  makes  interesting  and  useful  read- 
ing for  clinical  surgeons,  particularly  for  those  in- 
volved in  teaching,  and  for  residents  in  training; 
however,  a student  is  better  off  reading  a stan- 
dard text  book  where  accepted  concepts  are 
presented  in  detail. 

Before  settling  down  to  read  the  various  chap- 
ters it  is  essential  that  one  read  the  eloquent 


THE  DOCTOR  S BAG 

Surgical  and  Orthopedic  Supply  Company,  -incorporated 
1320  Washington  Street  Wilmington.  Delaware  ’9801 

Sales  ■ Rentals 
302-654-9976 

Female  and  Male  Fitters 


COMPRESSION 

SUPPORT 

STOCKINGS 

d)  Camp  Sigvaris 
O Jobst  (Custom) 
Q Scholl 
d Anti-embolism 


SURGICAL 

GARMENTS 

d Abdominal 
d Dorsolumbor 
d Lumbosacral 

0 Sacroiliar 


CUSTOM 

SPINAL 

orthoses 

d Hyperextension 

□ Knight 

□ Taylor 
d Flexion 


na me YOUR  PATIENT  mu  ANYTIME 

R 


For  professional,  personalized  fittings  of 
surgical  supports  and  post  mastectomy  needs 
Prescribe  THE  DOCTOR’S  BAG 


M.D 


Please  note  if  paraspinai  steels  are  indicated 


Del  Med  Jrl,  July  1977 — Vol  49,  No  7 


433 


Book  Reviews 


foreword  by  Dr.  Shannon  on  “The  Tradition  of 
Respectful  Judgement.”  Also  it  is  worthwhile 
to  read  carefully  the  first  chapter  on  “Random- 
ized Clinical  Trials  in  Surgery.” 

In  some  of  the  presentations  there  is  more  rhe- 
toric than  substance;  however,  the  data  presented 
speaks  for  itself.  Tire  list  of  contributors  is 
impressive,  and  the  bibliography  is  excellent. 

Even  though  reading  this  book  may  not  make 
one  change  his  approach  overnight,  it  should 
help  stimulate  one’s  thinking.  I believe  that  this 
book  will  be  a worthwhile  addition  to  a surgeon’s 
library. 

Ananth  P.  Nabha,  M.D. 
£ £ & 

THE  PHYSICIAN’S  OFFICE  by  Leif  C.  Beck,  Excerpto 
Medico,  Princeton,  New  Jersey,  1977.  170  pp. 
Price  $14.95. 

Leif  Beck’s  primer  on  the  physician’s  office 
may  be  a productive  reference  for  anyone  having 
problems  with,  or  about  to  set  up,  a physician’s 
office.  The  secret  of  managing  one’s  practice 
is  to  “take  the  time  to  make  the  practice  run 
smoothly  and  you  will  save  untold  amounts  of 
both  time  and  frustration  in  return.” 

Should  a physician  put  much  emphasis  on  the 
economics  of  his  practice?  Or  should  he  ( or  she ) 
only  concentrate  on  health  care  and  trust  that 
he  will  automatically  obtain  a financially  com- 
fortable existence?  Are  physicians  increasing 
in  number  fast  enough  to  create  economic  pres- 
sures to  maintain  an  efficient  office  practice? 
Will  President  Carter  and/or  NHI  force  medical 
practices  to  become  more  businesslike  to  survive? 
Today’s  medical  climate  encourages  one  to  re- 
examine his  office  practice  in  preparation  for 
possible  leaner  times  ahead. 

The  book  includes  chapters  on  office  selection, 
personnel,  office  routines,  billing,  financial  man- 
agement, insurance,  and  relations  with  other 
physicians. 

The  author  believes  an  office  manager  is  nec- 
essary for  a group  of  three  to  six  or  more 
physicians.  The  sight  of  a manager  performing 
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no  visible  specific  tasks  tends  to  annoy  overly 
busy  physicians  and  staff,  but  “the  better  the  of- 
fice is  functioning,  the  less  the  manager  seems  to 
be  doing,  and  the  busier  the  manager,  the  less 
effective  is  the  office.” 

Mr.  Reck  also  believes  in  written  job  descrip- 
tions, periodic  reviews,  staff  meetings,  bonding 
employes,  wave  (vs  stream)  scheduling,  patient 
information  booklets,  a single  insurance  broker, 
and  written  final  agreements  between  doctors. 
For  most  partnerships,  he  recommends  combin- 
ing productivity  and  percentage  division  of  in- 
come. 

Appendix-wise,  financial  analysis  examples  and 
budgets  are  supplied  along  with  a sample  em- 
ploye application  form,  patient  information  book- 
let, supply  card,  and  a series  of  collection  letters. 

Leif  Reek’s  style  is  friendly  and  conversational, 
much  like  he  is  in  person.  His  book  is  based  on 
common  sense,  as  he  admits  in  the  introduction, 
and  is  flavored  with  experience. 

There  are  many  other  comparable  alternatives 
as  aids  for  organizing  a medical  practice,  but 
for  $14.95,  The  Physician’s  Office  certainly  merits 
its  expense.  ( If  you  attend  one  of  his  conferen- 
ces, you  might  get  the  book  for  $10.00. ) This 
reference  may  be  especially  valuable  for  the  new 
physician  just  beginning  his  or  her  practice. 

John  E.  Hocutt,  Jr.,  M.D. 

ENDOCRINOLOGY  AND  DIABETES  edited  by 
Leonard  J.  Kryston,  M.D.,  Ralph  A.  Shaw,  M.D., 
Ph.D.,  Grune  & Stratton,  Inc.,  New  York,  1975.  533 
pp.  Ulus.  Price  $29.75. 

This  volume  results  from  the  Thirtieth  Interna- 
tional Symposium,  conducted  by  the  Hahnemann 
Medical  College  and  Hospital  in  May,  1973.  The 
book,  with  over  65  contributing  authors,  covers 
recent  advances  in  endocrinology  and  diabetes 
and  offers  rational  approaches  in  the  application 
of  these  advances  to  clinical  practice.  Although 
it  lacks  an  ‘in-depth’  approach  to  the  basic  sci- 
ence of  endocrinology,  it  is  an  excellent  illustra- 
tion of  clinical  application  thereof.  The  clini- 
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cian,  then,  will  find  this  book  most  informative, 
for  the  material  presented  allows  understanding 
of  those  endocrinologic  problems  that  may  face 
some  of  his  or  her  patients. 

The  content  of  the  book  can  be  divided  into 
two  broad  categories:  endocrinologic  disorders 
and  diabetes.  The  first  segment  spans  over  300 
pages  and  begins  with  a discussion  of  hormone 
action.  There  follows  systematic  review  of  some 
problems  confronting  physicians  in  the  care  of 
patients  With  diseases  of  the  endocrine  glands. 
Of  special  note  is  an  excellent  section  on  prob- 
lems of  calcium  metabolism. 

The  200-page  segment  on  diabetes,  which  is 
similarly  structured,  deals  with  difficulties  en- 
countered by  clinicians  in  treating  difficult  dia- 
betic patients  and  in  handling  the  complications 


of  diabetes  including  atherosclerosis,  hyperlip- 
idemia, diabetic  nephropathy,  peripheral  neuro- 
pathy, and  small-vessel  disease.  The  differential 
diagnosis  and  the  treatment  of  patients  with  hy- 
poglycemia are  considered  in  great  detail. 

In  summary,  this  book  will  assist  the  clinician 
who  faces  these  endocrinological  problems  on  a 
continuous  basis.  It  is  probably  most  useful  as 
a reference  for  the  family  physician  who  is  only 
occasionally  confronted  with  such  problems.  It 
is  not  designed  for  medical  students,  although  it 
would  benefit  them  in  their  later  clinical  careers. 
It  would  be  a nice  addition  to  any  physician’s 
library,  although  not  essential. 

Christopher  H.  Wendel 
Third  year  student 
Jefferson  Medical  College 
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ADVANCES  IN  PEDIATRICS,  Vol.  22,  edited  by 
Irving  Schulman,  Year  Book  Medical  Publishers, 
Chicago,  1976.  409  pp.  Price  $27.50. 

This  book,  as  always,  contains  valuable  infor- 
mation not  found  elsewhere,  though  the  scope  of 
the  articles  is  necessarily  limited. 

The  extensive  review  by  Dr.  Nadler  of  pre- 
natal detection  of  genetic  defects  brings  the  indi- 
cations for  the  procedure  up-to-date,  especially 
its  role  in  the  detection  of  central  nervous  sys- 
tem defects.  Amniocentesis  offers  rapid  and 
safe  intrauterine  detection  of  multiple  problems, 
but  “it  is  still  made  available  to  less  than  1% 
of  the  population  that  might  be  benefited.” 

The  second  section  on  fetal  monitoring  has, 
in  addition  to  a discussion  of  deceleration  pat- 
terns, a description  of  pre-ejection  period  deter- 
minations, a non-invasive  determinate  of  fetal 
acid-base  status.  Biochemical  monitoring,  clin- 
ical applications,  and  the  striking  effect  of  fetal 
monitoring  on  mortality  are  reviewed. 

Another  highlight  of  the  work  includes  a very 
well  done  two-part  section  on  sleep— perhaps  the 
first  extensive  review  to  appear  in  the  widely 
read  pediatric  literature. 

Reye’s  syndrome  and  infectious  mononucle- 
osis are  discussed  extensively,  but  little  new  in- 
formation is  imparted. 

The  chapter  on  lactic  acidosis  could  have 
been  shorter  to  appeal  to  a larger  audience,  as 
could  the  discussion  of  the  mucolipidoses.  This 
would  have  been  especially  beneficial  since 
they  contain  more  information  that  is  truly  new 
than  the  other  articles. 

Dr.  Irving  Schulman’s  last  edition  of  Advances 
is,  however,  probably  the  best  of  the  seven  pub- 
lished under  his  editorship. 

Edward  W.  McReynolds,  M.D. 

NOVAK  S TEXTBOOK  OF  GYNECOLOGY  by  Ed- 
mund R.  Novak,  M.D.,  Georgeanna  Seegar  Jones, 
M.D.,  Howard  W.  Jones,  Jr.,  M.D.,  Williams  & Wil- 
kins, Baltimore,  1975.  810  pp.  Illus.  Price  $28.50. 

This  is  the  ninth  edition  of  a standard  Text- 
book of  Gynecology.  The  first  edition  was  prin- 
ted in  1941  and  authored  by  the  late,  eminent 


Emil  Novak.  It  was  a great  text  then,  and  it  has 
been  kept  current  by  Edmund  R.  Novak,  M.D., 
Georgeanna  Seegar  Jones,  M.D.,  and  Howard  W. 
Jones,  M.D.  In  addition,  J.  Donald  Woodruff, 
M.D.  has  edited  the  chapter  on  the  vulva  and 
vagina,  and  John  K.  Frost,  M.D.,  has  written  ex- 
cellent chapters  on  cytopathology  — all  great 
teachers  in  the  Johns  Hopkins  tradition. 

This  book  is  very  comprehensive  in  its  scope. 
It  is  beautifully  written  and  illustrated  and  is 
packed  with  822  pages  of  concise,  up-to-date 
knowledge.  Gynecologic  physiology,  endocrin- 
ology, and  pathology  are  discussed  in  depth. 
Surgical  technique  is  covered  superficially.  It 
is  not  intended  to  be  a book  for  the  study  of  de- 
tails of  surgical  procedures. 

Concepts  of  endocrinology,  infections,  cy- 
tology, cytopathology,  and  tumors  have  been 
brought  up-to-date  with  the  latest  references. 
Such  subects  as  steroid  metabolism,  prostaglan- 
din, physiology,  radio-immune  assay,  cytomegalic 
virus,  and  herpes  virus  are  all  discussed. 

The  chapter  on  genetics  and  cytogenetics  is 
short  and  too  elementary  in  view  of  the  develop- 
ments taking  place  in  this  field.  Also,  the  sub- 
ject of  urinary  stress  incontinence  receives  very 
little  attention  in  this  textbook,  which  is  surpri- 
sing, in  view  of  the  attention  it  is  receiving  in  the 
Reid  of  gynecology. 

In  general,  this  book  can  be  considered  a very 
important  textbook  for  the  student  and  for  the 
teacher  as  a basic  reference.  The  practicing 
gynecologist,  however,  will  find  that  he  must  sup- 
plement these  basics  by  reference  to  more  spe- 
cialized treatises  and  periodicals. 

Is  ADORE  SlOVIN,  M.D. 

Mf  % & 

DERMATOLOGY  by  Samuel  L.  Moschella,  M.D., 
FACP,  Donald  M.  Pillsbury,  M.D.,  FACP,  Harry  J. 
Hurley,  Jr.,  M.D.,  DSc,  FACP  2 Volumes,  W.  B. 
Saunders  & Company,  1975.  1751  pp.  Illus.  Price 
$60.00. 

Twenty  years  ago,  Dermatology  by  Pillsbury, 
Shelley,  and  Kligman  was  published  and  became 
the  best  text  on  the  subject  for  both  the  student 
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and  the  specialist.  The  two-volume  Dermatology 
by  Moschella,  Pillsbury,  and  Hurley  is  a com- 
pletely new  work  related  to  the  earlier  book 
only  by  its  name  and  the  presence  of  Dr.  Pills- 
bury as  one  of  the  authors. 

Dermatology  is  an  encyclopedic  study  of  the 
subject,  and  its  excellence  rests  on  its  discus- 
sions of  clinical  disease  and  bringing  the  sub- 
ject matter  up-to-date.  The  clinical  entities 
are  well  described  along  with  a brief  outline 
of  the  histologic  picture,  therapy,  and  pertinent 
systemic  implications.  The  authors  are  aided 
by  a large  number  of  excellent  black  and  white 
photographs,  some  of  which  were  originally  seen 
in  the  earlier  text.  Charts  and  tabular  classifi- 
cations are  frequently  and  effectively  used. 

Having  been  conceived  by  43  authors — yes, 
count  them,  43 — ,the  products  of  conception  are 
of  varying  quality.  Some,  such  as  the  sections 
on  eczema,  atopic  dermatitis,  and  skin  tumors, 
are  excellent.  Others,  such  as  the  section  on 
clinical  immunology,  seem  to  suffer  from  either 
excessive  condensation  or  careless  scholarship. 
I can’t  imagine  such  a section  omitting  EAC  and 
sheep  cell  rosette  formation  in  the  identification 
of  T and  B cells.  The  sections  on  dermatologic 
therapies  and  surgery  are  also  less  than  one 
would  desire. 

One  of  the  outstanding  features  of  the  text  is 
the  numerous  references  at  the  end  of  each  chap- 
ter. It  was  surprising,  however,  how  few  of  the 
references  were  current,  most  being  five  or  more 
years  old. 

Dermatology  is,  overall,  an  excellent  clinical 
text  for  the  dermatologist  and  the  internist  or 
pediatrician  with  an  interest  in  the  field.  The 
book,  like  its  predecessor,  emphasizes  the  inter- 
relationship between  dermatology  and  internal 
medicine.  Despite  some  shortcomings,  Derma- 
tology is  well  worth  the  price  of  $60.00. 

Donald  Schetman,  M.D. 

si? 

MANAGEMENT  OF  THE  UNCONSCIOUS  PATIENT, 
Volume  1,  by  William  R.  Darmody,  M.D.,  The  C.  V. 
Mosby  Company,  St.  Louis,  1976.  120  pp.  Ulus. 
Price  $9.50. 

This  text  is  intended  to  be  the  first  volume  in 
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a series,  under  the  general  title  Current  Concepts 
in  Emergency  Medicine,  being  published  by  The 
C.  V.  Mosby  Company.  Most  physicians  encoun- 
ter, at  some  time  in  their  careers,  the  unrespon- 
sive individual,  and  the  multiple  probabilities  of 
cause  have  engendered  multiple  artioles  and 
texts  to  enable  one  to  wade  through  the  swamp 
and  reach  dry  land  with  a degree  of  seourity. 
This  monograph  is  another  such  attempt. 

The  text  is  reasonably  comprehensive,  covering 
respiratory  failure,  shock,  coma,  acute  or  chronic 
status,  management  of  the  comatose  patient, 
coma  of  obscure  origin,  drug  overdose,  and  meta- 
bolic encephalopathies.  References  are  included 
at  the  end  of  each  chapter. 

While  the  text  is  concise,  it  appears  that  sev- 
eral flow-chart  diagrams  might  well  be  used  to 
illustrate  the  diagnostic  work-up;  charts  of  medi- 
cations, appropriate  doses,  etc.,  would  also  prove 
useful. 

In  the  final  judgement,  however,  one  might 
question  whether  an  additional  volume  on  the 
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emergency  management  of  the  unconscious  pa- 
tient is  truly  needed. 

Ethan  Flaks,  M.D. 

% ve 

NUTRITION  AND  CARDIOVASCULAR  DISEASE  by 
Elaine  B.  Feldman,  M.D.,  Appleton-Century-Crofts, 
New  York,  1976.  326  pp.  Price  $14.50. 

It  is  a pleasure  to  review  such  an  excellent 
book  on  the  subject  of  nutrition,  diet,  and  cardio- 
vascular disease.  There  are  so  many  books  print- 
ed for  lay  and  professional  use  and  so  many 
of  them  are  without  sufficient  foundation,  that 
it  is  a pleasure  to  highly  recommend  this  mono- 
graphic discussion.  Reading  the  Introduction 
by  the  author.  Dr.  Feldman,  and  particularly, 
the  Foreword  by  Dr.  William  Dock,  gives  the 
general  concept  of  the  entire  volume,  so  th^t  the 
book  will  serve  as  an  excellent  reference  for  any 
physician  and  bring  the  whole  matter  up-to-date 
and  in  proper  perspective. 

Lewis  B.  Flinn,  M.D. 


POCKET  ATLAS  OF  HUMAN  ANATOMY  by  Heinz 

Feneis,  Year  Book  Medical  Publishers,  Chicago, 
1976.  472  pp.  Illus.  Price  $9.95.  Paperback. 

For  anyone  who  has  need  of  a pocket  atlas 
of  human  anatomy,  this  book  may  suffice. 

Its  size  is  7/2”  by  4 %”  by  so  it  will  fit  in  a 
lab  coat  pocket.  The  sketches,  although  not  in 
color,  are  clear  and  simplified.  The  text  appears 
on  the  left  with  the  corresponding  illustrations 
on  the  right  in  close  proximity:  a convenient  ar- 
rangement. Information  is  presented  in  num- 
bered, short,  concise  sentences;  consequently,  the 
Feneis  atlas  is  intended  to  be  a reference  book. 

The  index  is  comprehensive,  covering  84  of  the 
472  pages,  using  both  general  terms  like  “back 
of  the  hand”  and  specific  terms  like  “Ammon’s 
horn.” 

Complicated  anatomy  remains  complicated 
(such  as  the  brain  and  urogenital  area),  and 
here  a lack  of  color  is  a definite  limitation.  Large 
detailed  drawings  will  not  fit  in  this  book,  and 
black  and  white  sketches  would  be  inappropriate 
for  clarifying  detail  in  such  drawings.  Micro- 
scopic anatomy  is  also  done  in  black  and  white 
and  does  not  look  realistic;  it  doesn’t  even  re- 
mind me  of  the  pictures. 

The  Feneis  does  have  some  delightful,  novel, 
and  interesting  sketches  which  are  worth  study- 
ing. The  cranial  meninges,  distal  cecum,  muscu- 
lature of  the  bladder  neck,  and  a sketch  of  the 
surface  of  the  tongue  appealed  to  me. 

The  Feneis  is  not  the  first  anatomy  book  I 
would  buy,  nor  is  it  in  consideration  for  a ride 
in  my  pocket.  But  if  you  need  a pocket  atlas 
of  anatomy  and  cannot  find  a good  one  in  color, 
check  out  this  one. 

John  E.  Hocutt,  Jr.,  M.D. 

£ 

CLINICAL  PERINATOLOGY  by  Silvio  Aladjem  and 
Audrey  K.  Brown,  C.  V.  Mosby  Company,  St.  Louis, 
1974.  492  pp.  Price  $41.00. 

The  emphasis  of  the  new  specialty  of  perina- 
tology on  prevention  of  prematurity  and  genetic 
disease  assessment  of  the  fetus  by  ultrasound, 
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steroid  measurement,  and  amniocentesis  and  on 
regionalization  to  provide  the  complexity  of  per- 
sonnel skills  and  facilities  for  high-risk  obstetrics 
are  beautifully  brought  together  in  this  text  in- 
troduced by  the  late  Virginia  Apgar.  Each  chap- 
ter is  discussed  by  an  expert  with  a special  in- 
terest in  the  area  of  his  assignment.  Of  special 
interest  and  usefulness  are  the  chapters  on  “Peri- 
natal Implications  of  Maternal  Disorders.” 

Even  though  the  work  was  published  in  1974, 
much  of  what  is  written  about  fetal  monitoring 
and  genetic  counseling  is  still  current. 

Tables  are  of  particular  value,  and  the  diag- 
nosis diagrams  and  photographs  are  excellent 
and  easily  scrutinized.  Full  color  photographs 
and  photomicrographs  of  fetoscopy  and  placenta 
add  to  the  attractiveness  of  the  work.  The  in- 
clusion of  the  names  of  manufacturers  of  spe- 
cialized equipment  are  an  additional  valuable 
feature. 

I heartily  recommend  this  book  to  pediatri- 
cians and  obstetricians. 

Edward  W.  McReynolds,  M.D. 

va  % 

FREEDOM  TO  DIE  by  O.  Ruth  Russell,  Dell  Publish- 
ing Company,  Inc.,  New  York,  1975.  334  pp.  Price 
$1.95.  Paperback. 

To  tackle  such  a subject  as  euthanasia  in  these 
days,  not  only  for  the  purpose  of  historical  dis- 
cussion, but  also  with  specific  proposals  for  con- 
crete legislative  action,  the  author  must  be  armed 


with  a sound  position,  logical  arguments,  and  a 
passion  for  persuasion.  To  be  specific  in  deline- 
ating both  sides  of  the  question,  she  must  be 
even  more  fortified  in  backing  up  her  proposi- 
tions. In  my  opinion,  Dr.  Russell’s  book  is  a 
masterful  model  of  gentle  yet  effective  guidance 
of  the  reader’s  attention  toward  her  beliefs. 

The  selection  of  Helen  B.  Taussig,  M.D.,  (who 
must  have  frequently  wrestled  with  the  advisa- 
bility of  reconstructive  cardiac  surgery  in  poor- 
risk  neonates  versus  the  allowance  of  slow  but 
progressive  decompensation  and  inevitable 
death)  to  clearly  outline  the  scope  of  the  book 
in  its  preface  provides  a carefully  designed  base 
from  which  to  begin.  The  current  vocabulary 
of  euthanasia,  ie,  the  distinctions  between  aotive 
or  positive,  passive  or  negative,  and  voluntary, 
involuntary,  and  nonvoluntary  euthanasia  is  also 
clearly  presented  early  in  the  book. 

Dr.  Russell  provides  the  historical  background 
and  the  results  of  various  polls  throughout  the 
decades  of  this  century  to  prove  that  the  subject 
has  gained  relevance  in  the  minds  of  the  general 
population  and  the  time  for  definitive  action  is 
now.  The  stands  of  various  churches  are  docu- 
mented by  quotes  from  representative  spokes- 
men. The  book’s  impact  is  accentuated  by  ex- 
cerpts from  newspaper  stories  and  actual  court 
case  material  detailing  the  frequent  anguish,  the 
excruciating  slowness  of  death  for  those  main- 
tained on  life  support  systems,  and  the  frequently 
ineffectively  medicated  pain  of  terminal  illness. 
Her  case  for  passive  euthanasia  is  strong;  her 
case  for  active  euthanasia  is  well  supported.  She 
calls  for  protection,  for  well-conceived  legal  safe- 
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guards,  and  for  guarantees  aimed  at  the  quality 
of  life  and  the  dignity  of  death.  References,  a 
bibliography,  and  a tabulation  of  cases,  bills, 
and  resolutions  are  provided  for  further  study. 
This  book  is  an  example  of  how  professionally 
and  competently  a highly  explosive  issue  can  be 
handled.  Dr.  Russell  has  proved  her  ability  to 
be  fair,  convincing,  and  thought  provoking. 

Frank  W.  M aletz 
Jefferson  Medical  College 
3rd  year  student 

lie  Vi 

A PRIMER  OF  WATER,  ELECTROLYTE  AND  ACID- 
BASE  SYNDROMES,  5th  ed.,  by  Emanuel  Gold- 

berger,  M.D.,  Lea  & Febiger,  Philadelphia,  1975. 
604  pp.  Price  $12.00. 

Emanuel  Goldberger’s  A Primer  of  Water, 
Electrolyte  and  Acid-Base  Syndromes  (fifth  edi- 
tion ) is  an  extensive  revision  of  the  previous  edi- 
tion of  this  book.  New  chapters  include  discus- 
sions on  laotic  acidosis,  total  parenteral  nutrition, 


inappropriate  antidiuretic  hormone  syndromes, 
and  peritoneal  dialysis.  General  topics  comprise 
water  disturbance  syndromes,  sodium  imbalance, 
syndromes  of  acid-base  disturbance,  and  princi- 
ples of  fluid  therapy. 

As  the  title  implies,  this  book  is  a thorough 
introduction  to  the  first  principles  of  water,  elec- 
trolyte, and  acid-base  syndromes  as  well  as  their 
management.  One  of  the  strong  points  of  the 
book  is  the  presentation  and  discussion  of  various 
simple,  clinically  useful  formulas  such  as  anion- 
gap,  osmotic  shift,  and  plasma  deficit  determina- 
tion. The  author  provides  fluid  regimens  for 
burns,  for  excessive  perspiration,  for  jejunos- 
tomies,  and  for  preoperative  and  postoperative 
management. 

The  best  organized  section  of  the  book  deals 
with  acid-base  imbalances.  Included  are  respi- 
ratory acidosis,  metabolic  alkalosis,  and  eight 
topics  related  to  metabolic  acidosis.  Each  syn- 
drome is  discussed  with  regard  to  its  patho- 
physiology, etiology,  signs  and  symptoms,  lab 
findings,  diagnosis,  course,  prognosis,  and  treat- 
ment. 

One  criticism  of  the  book  is  that  its  fundamen- 
tals seem  to  me  on  occasion  to  be  obscured  by 
too  many  details.  However,  overall  the  writing 
is  clear  and  the  material  clinically  useful. 

Edward  Hanna 
Jefferson  Medical  College 
3rd  year  student 
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Speakers  on  Speakers  for  August  1977  on  the  Tuesday  radio  program  (11:05  a.m.,  WDEL) 

“Ask  the  Doctor”  produced  by  the  Medical  Society  of  Delaware  are:  August  2,  Joseph  F.  Kestner, 
Jr.,  M.D.,  Asthma;  August  9,  Roger  B.  Thomas,  Jr.,  M.D.,  Being  Tired;  August 
16,  David  C.  Stephens,  M.D.,  Orthopedic  Problems  in  Children;  August  23, 
Richard  A.  Crocco,  M.D.,  What  Is  Family  Therapy? 

In  the  News  Jack  Gelb,  M.D.,  and  Emanuel  M.  Renzi,  M.D. , Wilmington,  and  O.  Keith  Hamil- 
ton, M.D.,  Dover  have  been  reappointed  by  the  Governor  of  Delaware  to  the 
Board  of  Medical  Practice. 

Governor  duPont  has  appointed  Amir  Mansoonj  M.D.  to  the  Governor’s  Emer- 
gency Medical  Services  Advisory  Council  (GEMSAC)  and  has  named  Ben  C. 
Corballis,  M.D.,  Chairman  of  GEMSAC.  Doctor  Corballis  has  also  been  ap- 
pointed to  the  Mid-Atlantic  Emergency  Medical  Services  Council,  Inc.,  by 
Governor  duPont. 


Pamphlets  There  are  two  scientific  publications  available  to  physicians  from  the  American 

Available  Heart  Association,  7320  Greenville  Avenue,  Dallas,  Texas  75231.  They  are: 

“Cardiovascular  Surgery  1975,”  reprinted  from  Circulation,  December,  1976, 
EM73-036-A  (Cost:  $5.00),  and  “Brief  Reviews  from  Circulation  1976,”  reprinted 
from  Circulation,  Research,  1976,  EM73-037-A  (Cost:  $6.00).  The  pamphlet 
“Facts  about  Potassium — How  to  Meet  Your  Potassium  Requirements”  (EM50- 
038-A),  is  available  to  physicians  by  contacting  the  Delaware  Heart  Association 
Telephone:  654-5269,  Wilmington;  856-7386,  Georgetown. 


Available  From  The  American  Cancer  Society  has  available  a service  and  rehabilitation  film, 

Cancer  Society  “Three  Critical  Minutes:  Emergency  Air  for  Neck  Breathers.”  The  physiology 

of  neck  breathers  is  explained,  and  rapid  identification  of  every  unconscious  vic- 
tim is  emphasized.  To  obtain  for  viewing,  contact  the  American  Cancer  Society, 
Delaware  Division,  1925  Lovering  Avenue,  Wilmington,  Delaware  19806.  Tele- 
phone (302)  654-6267.  Also  available:  “21  Answers  to  the  Most  Commonly 
Asked  Questions  about  Chemotherapy.” 


CLINICAL  NOTICES  AND  MEETINGS 

Family  Medicine  Enrollment  is  open  for  the  Georgia  Academy  of  Family  Physicians  Educational  Foun- 

Refresher  dation’s  1978  FAMILY  MEDICINE  REFRESHER  CORRESPONDENCE  COURSE 

100.  The  course  offers  a comprehensive  review  of  38  areas  of  medical  practice,  or- 
ganized in  a convenient  home-study  presentation.  The  program  is  accepted  for  30 
prescribed  CME  hours  and  70  elective  hours  by  the  American  Academy  of  Family 
Physicians.  It  meets  the  criteria  for  100  Category  I hours  and  22  Category  5a  hours 
for  the  Physician’s  Recognition  Award  of  the  AMA.  Enrollment  deadline  is  Septem- 
ber 30,  1977,  and  there  is  a non-refundable  $80  registration  deposit.  The  course 
begins  January  9,  1978.  Enrollment  request  and  deposit  should  be  sent  to:  Registrar 
1978  FMRCC-100,  Georgia  Academy  of  Family  Physicians,  Suite  205,  11  Corporate 
Square,  Atlanta,  Georgia  30329.  Telephone:  (404)  321-7445. 
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Network  for 
Continuing  Medical 
Education 


The  following  films  from  the  Network  for  Continuing  Medical  Education  are  available 
for  viewing  at  the  VA  Center  library,  Kirkwood  Highway,  Wilmington.  The  date 
after  each  title  is  the  date  the  library  receives  the  film.  Each  course  qualifies  for  one 
hour  of  Category  I credit  for  the  Physician’s  Recognition  Award  of  the  AMA  and 
one  hour  of  prescribed  credit  by  the  American  Academy  of  Family  Physicians.  AOA 
members  may  earn  credit  in  Category  2. 

DRUGS  AND  THE  MENOPAUSE  WORKSHOP,  July  11. 

CHRONIC  HEMODIALYSIS:  MAXIMIZING  THE  POTENTIALS,  August  8. 
ASSESSING  THE  CHILD  WITH  ACUTE  ABDOMINAL  PAIN,  August  8. 

THE  UNDERGROWN  INFANT:  AN  AMERICAN  PROBLEM,  August  8. 

CLINICAL  IMMUNOLOGY  UPDATE,  September  5. 


Cardiac  Workshop  The  FIFTH  ANNUAL  CARDIAC  REHABILITATION  WORKSHOP,  sponsored  by 
the  Georgia  Baptist  Medical  Center  and  the  Georgia  Heart  Association,  will  be  held 
September  15,  at  the  Georgia  Baptist  Medical  Center.  The  program  is  acceptable  for 
6 credit  hours  in  Category  I for  the  Physician’s  Recognition  Award.  For  information 
contact:  Cardiac  Rehabilitation,  Georgia  Baptist  Medical  Center,  300  Boulevard,  N.E., 
Atlanta,  Georgia  30312. 


AHA  Postgraduate  The  following  postgraduate  courses,  which  fulfill  Category  I requirements  for  the  Phy- 
Courses  sician’s  Recognition  Award  and  are  acceptable  for  credit  by  the  American  Academy 

of  Family  Physicians,  will  be  presented  by  the  American  Heart  Association.  For  in- 
formation contact:  American  Heart  Association,  7320  Greenville  Avenue,  Dallas,  Texas 
75231. 

PEDIATRIC  CARDIOLOGY,  September  28-30,  The  Jimmy  Fund  Auditorium,  Chil- 
dren’s Hospital  Medical  Center,  Boston,  Massachusetts. 

WORKSHOPS  IN  PHYSICAL  EXAMINATION  OF  THE  CARDIAC  PATIENT, 
October  7-9,  The  Statler  Hilton  Hotel,  Buffalo,  New  York. 

CLINICAL  CARDIOLOGY  1977,  October  13-15,  Brigantine  Conference  Center,  Kiawah 
Island,  South  Carolina. 


NYU  Postgraduate  The  following  postgraduate  courses  will  be  presented  by  the  New  York  University 

Courses  Post-Graduate  Medical  School  and  Brookdale  Hospital  Medical  Center  and  are  avail- 

able for  Category  I credit  of  the  Physician’s  Recognition  Award  of  the  AMA.  For 
information  contact:  Dr.  William  Mackler,  Brookdale  Hospital  Medical  Center,  Linden 
Boulevard  and  Brookdale  Plaza,  Brooklyn,  New  York  11211. 

FETAL  MONITORING  AND  ANESTHETIC  MANAGEMENT  DURING  FETAL 
DISTRESS,  October  1,  Brookdale  Hospital,  8:30  a.m.  to  12:30  p.m.  Telephone:  (212) 
679-3200,  Ext.  4207. 

SEMINARS  IN  FAMILY  PRACTICE.  These  sessions  will  be  held  on  Friday  morn- 
ings, September  2,  1977-August  25,  1978.  These  Seminars  are  co-sponsored  by  the 
American  Academy  of  Family  Physicians.  Telephone:  (212)  240-5317. 


“UNWANTED  HAIR  PERMANENTLY  REMOVED” 


Frances  EL  Aerenson,  R.N. 

ELECTROLOGIST 

PROFESSIONAL  BUILDING,  SUITE  26 
AUGUSTINE  CUTOFF  654-0670 

WILMINGTON,  DELAWARE 
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American  College  The  American  College  of  Chest  Physicians  will  present  the  following  postgraduate 
of  Chest  Physicians  courses,  which  fulfill  Category  I credits  for  the  AMA  Physician’s  Recognition  Award. 

For  information  contact:  Dale  E.  Braddy,  M.S., -Director  of  Education,  American  Col- 
lege of  Chest  Physicians,  911  Busse  Highway,  Park  Ridge,  Illinois  60068. 

CLINICAL  SPECTRUM  OF  CRITICAL  ILLNESS,  September  8-11,  University  of 
Tennessee  at  Nashville. 

OCCUPATIONAL  LUNG  DISEASE,  September  28-30,  Lakeview  Country  Club,  Mor- 
gantown, West  Virginia. 

43rd  ANNUAL  SCIENTIFIC  ASSEMBLY,  October  30-November  3,  MGM  Grand 
Hotel,  Las  Vegas,  Nevada.  The  theme  for  the  Annual  Meeting  is  “Cardiopulmonary 
Medicine  and  Surgery:  Current  Perspectives  and  Future  Frontiers.”  Two  post- 
graduate courses  will  be  held  in  conjunction  with  the  ACCP  Scientific  Assembly: 
“Management  of  a Respiratory  Therapy  Service,”  Sunday,  October  30,  and  “Cardio- 
pulmonary Technology  Today,”  Monday,  October  31st. 

Tax  Seminar  The  National  Health  Lawyers  Association  will  present  the  THIRD  ANNUAL  INSTI- 

TUTE ON  TAX  ASPECTS  OF  NONPROFIT  HEALTH  ORGANIZATIONS,  October 
6-8,  Hyatt  Regency,  Atlanta,  Georgia,  and  November  10-12,  Aladdin  Hotel  Las  Vegas, 
Nevada.  For  information  contact:  David  J.  Greenburg  Executive  Director,  National 
Health  Lawyers  Association,  522  21st  Street,  N.W.,  Washington,  D.C.  20006.  Tele- 
phone: (202)  393-3050. 


AAFP  Annual 
Scientific  Assembly 


The  ANNUAL  SCIENTIFIC  ASSEMBLY  of  the  American  Academy  of  Family  Phy- 
sicians will  be  held  on  October  10-13,  Las  Vegas,  Nevada.  The  program  will  consist 
of  continuing  education  courses,  clinical  seminars,  informal  discussions,  live  teaching 
demonstrations,  programmed  instruction  courses,  athletic  injuries  demonstrations,  and 
scientific  exhibits.  Participating  physicians  can  earn  one  hour  of  prescribed  AAFP 
credit  for  each  hour  spent  in  any  portion  of  the  scientific  program.  For  information 


REHABILITATION  CONSULTANTS,  INC. 

AN  OUTPATIENT  REHABILITATION  AND  PHYSICAL  THERAPY 
FACILITY  CONVENIENTLY  LOCATED  IN  BRANDYWINE  HUNDRED 
PROVIDES  THE  PHYSICAL  THERAPY  TREATMENTS 
PRESCRIBED  BY  PHYSICIANS 

All  services  are  performed  under  the  direction  of  a physical  therapist 
supervised  by  a medical  director. 

REHABILITATION  CONSULTANTS,  INC. 

SUITE  100,  HAGLEY  BUILDING 
3411  SILVERSIDE  ROAD 
WILMINGTON,  DELAWARE  19810 

(302)  478-5240 

8:00  A.M.  to  4:00  P.M.  Tuesday,  Thursday 
8:00  A.M.  to  7:30  P.M.  Monday,  Wednesday,  Friday 
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In  Brief 


contact:  AAFP,  1740  West  92nd  Street,  Kansas  City,  Missouri  64114.  Telephone: 
(816)  333-9700. 


Congestive  Heart 
Failure  Symposium 


The  University  of  Pennsylvania  School  of  Medicine  will  present  the  STARR  SYM- 
POSIUM on  “THE  FAILING  HEART”  in  honor  of  Isaac  Starr,  M.D.,  October  12-14, 
Philadelphia,  Pennsylvania  19061.  The  program  has  been  approved  for  15  credit  hours 
in  Category  I of  the  AM  A Physician’s  Recognition  Award.  For  information  contact: 
Alfred  P.  Fishman,  M.D.,  Cardiovascular-Pulmonary  Division,  Hospital  of  the  Uni- 
versity of  Pennsylvania,  36th  & Spruce  Streets,  Philadelphia,  Pennsylvania  19104. 
Telephone:  (215)  662-3196  or  3195. 


CLASSIFIED  AD  SECTION 


Advertisements  under  the  Classified  Ad  Section  are  charged  at  the  rate  of  30  words  or  less,  set 
solid.  One  insertion  $4.00.  Call  the  Journal  office,  658-7596  for  further  information  or  placement. 
All  advertisements  are  payable  in  advance.  The  Editorial  Board  reserves  the  right  to  edit  copy. 
Closing  date  for  new  copy  is  the  first  of  the  month  for  inclusion  in  the  current  issue. 

Classified  advertisements  of  a professional  nature  are  free  to  members. 


FOR  RENT:  Ground  level  office  with  adequate  park- 
ing. Consultation  room,  two  treatment  rooms,  busi- 
ness office,  and  storage  room.  Large  shared  waiting 
room  and  small  lab.  707  Foulk  Road,  Wilmington. 
Phone  774-6400  between  8:00  a.m.  and  5:00  p.m.  and 
656-0459  in  the  evening. 


INTERNIST:  Currently  a Fellow  in  Infectious  Dis- 
eases at  the  University  of  Michigan.  Seeking  general 
internal  medicine,  consultative  work  in  Infectious 
Diseases,  and  teaching  programs.  Board  certified  in 
internal  medicine.  Available  June  ’78. 


UNIFORMS,  INC. 


Full  line  of  uniforms  featuring  such  name  brands  as 
White  Swan , Tiffiny,  Whittenton,  Barco,  etc. 


LAB  COATS  — CONSULTATION  JACKETS 
INTERN  TROUSERS  — SHOES  (Nurse  Mates) 
HOSIERY 


1140  BALTIMORE  PIKE 
(215)  Kl  3-4002 
Springfield,  Pa.  19064 


TRI-STATE  MALL  (Lower  Level) 
Claymont,  Delaware  19703 
(302)  798-5387 


444 


Del  Med  Jrl,  July  1977 — Vol  49,  No  ' 


Z7 

3 


□ 


FROM  THE  DELAWARE  CANCER  NETWORK* 


REPORT  OF  REGIONAL  NURSES’  CONFERENCE 
JUNE  15-16,  1977 


Joanne  P.  Tully,  R.N.,  M.P.H. 


Recently,  approximately  80  nurses  from  the 
Delaware  Valley  Region  had  the  opportunity  to 
attend  a two-day  continuing  education  program 
entitled  “Immunology  and  the  Use  of  Immuno- 
therapy in  the  Treatment  of  Cancer.”  The  pro- 
gram, sponsored  by  the  Delaware  Cancer  Net- 
work with  the  cooperation  of  the  American  Can- 
cer Society,  Delaware  Division,  Inc.,  was  held 
on  June  15-16,  1977,  at  the  Sheraton  Brandywine 
Inn  in  Wilmington. 

The  sessions  were  designed  to  assist  nurses 
and  supportive  health  care  personnel  to  gain  a 
basic  understanding  of  the  immune  system.  Ches- 
ter Southam,  M.D.,  Professor  of  Medicine  and 
Chief  of  the  Division  of  Oncology  at  Jefferson 
Medical  College,  presented  a brief  review  of  the 
immune  system.  He  shared  with  the  participants 
the  incidents  surrounding  the  discovery  of  the 
mechanisms  of  immunity  and  the  immune  re- 

Ms.  Tully  is  Senior  Nurse  Coordinator  for  the  Delaware  Cancer 
Network. 


sponse.  Marenes  Tripp,  Professor  of  Life  and 
Health  Sciences  at  the  University  of  Delaware, 
assisted  Dr.  Southam  in  discussing  the  actual 
mechanisms  of  the  immune  response  as  a homeo- 
static device  which  eliminates  foreign  materials 
from  tissues. 

Surgery,  chemotherapy,  and  radiation  therapy 
have  been  used  for  years  in  the  battle  against 
cancer.  While  these  methods  have  been  conven- 
tionally used,  researchers  continue  to  search  for 
additional  methods  of  treatment.  In  this  search, 
attention  has  been  turned  to  the  patient’s  own 
immune  system,  which  has  the  ability  to  recog- 
nize and  battle  foreign  cells,  including  cancer 
cells.  The  immune  system  has  the  capacity  to 
be  stimulated  to  do  just  that — fight  cancer  cells. 

Dr.  Anita  Hodson,  a Wilmington  internist,  pre- 
sented the  concept  of  immunotherapy  as  a treat- 
ment modality  which  may  be  particularly  help- 
ful to  patients  with  minimal  residual  disease. 


*An  NCI-supported  agency  located  at  1200  Jefferson  Street,  Wilmington,  Delaware  19801.  Tel.  (302)  428-2113. 
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The  types  of  immunotherapy  include:  active 
specific,  which  stimulates  an  immune  response 
to  a tumor  associated  antigen;  Active  non- 
specific, which  primarily  activates  macrophages 
and  stimulates  immune  response  to  a wide  variety 
of  antigens;  and  passive,  where  the  desirable 
components  are  directly  transferred  to  the  host 
to  initiate  a response. 

Dr.  Hodson  described  several  of  the  drugs  used 
in  active  non-specific  immunotherapy.  These  in- 
cluded: BCG,  a five  attenuated  strain  of  the 
tubercle  bacillus;  MER,  a more  purified  non- 
viable  component  of  BCG;  C.  Parvum,  a killed 
anaerobe;  and  Levamisole,  a chemically  pure 
substance  with  minimal  undesirable  side  effects. 
She  also  noted  that  the  active  non-specific  agents 
may  be  easily  and  widely  distributed.  Responses 
achieved  with  them,  to  date,  have  made  them 
attractive  for  a large  number  of  therapy  pro- 
tocols. Side  effects  of  these  therapies  were  re- 
viewed. 

In  discussing  the  active  specific  and  passive 
forms  of  immunotherapy,  Dr.  Southam  listed  the 
procedures  and  techniques  of  administration,  as 
well  as  the  expected  patient  responses.  Of  the 
several  types  of  immunotherapy  available  for 
treating  the  cancer  patient,  active  non-specific 
therapy  remains  the  current  treatment  of  choice. 

As  the  effectiveness  of  treatment  with  immuno- 
therapy expands,  more  nurses  will  be  called  upon 
to  administer  a variety  of  treatments,  as  well  as 
teach  patients  and  their  families  about  the  differ- 
ent forms  of  immunotherapy.  Wendy  R.  Schnei- 
der, Research  Nurse  of  the  Yale-New  Haven 
Medical  Center  Section  of  Medical  Oncology, 
discussed  with  the  participants  the  nursing  im- 
plications and  related  nursing  care  that  is  given 
to  patients  and  their  families  within  their  unit 
at  Yale-New  Haven.  In  this  setting,  where  aotive 
non-specific  immunotherapy  research  protocols 
are  being  tested,  the  nurse  coordinates  a team 
approach  for  outpatient  care.  It  is  the  nurse,  as 
part  of  a multi-disciplinary  team,  who  explains 
the  basic  functions  of  the  immune  system,  the 
purpose  of  the  therapy,  and  its  effect  on  the  pa- 
tient’s own  system.  If  the  patient  also  reoeives 
chemotherapy,  an  explanation  is  given  of  how 
these  two  forms  of  therapy  reinforce  each  other. 
Patient  and  family  follow-up  contacts  are  made 


by  the  appropriate  member  of  the  team.  These 
include  possibly  the  physician,  the  social  worker, 
the  nurse,  or  others  involved  in  care  and  counsel- 
ing. 

Bone  marrow  transplantation,  a form  of  pas- 
sive immunotherapy,  requires  more  extensive 
physical  nursing  care.-  Anne  T.  McGlynn,  Head 
Nurse  of  the  Transplant  Unit  of  the  Oncology 
Clinical  Center  of  Johns  Hopkins  Hospital,  re- 
viewed the  procedure  and  the  intense  physical 
and  psycho-social  care  needed  by  these  patients. 
This  therapy  can  tend  to  be  physically  devas- 
tating and  usually  requires  hospitalization  for 
approximately  three  months  with  costs  estimated 
at  $70,000  per  patient. 

The  nurse’s  role  in  the  care  of  the  patient  un- 
dergoing immunotherapy  is  an  important  one. 
A basic  area  of  concern  within  this  role  was  ad- 
dressed by  Beatrice  Wagner,  Assistant  Professor 
of  Nursing  at  the  University  of  Delaware.  This 
concern  deals  primarily  with  the  reality  of  nurs- 
ing advocacy.  The  concept  of  advocacy  in  its 
application  to  many  professions  has  not  been 
clearly  defined.  Ms.  Wagner  discussed  the  popu- 
lar belief  that  the  philosophy  of  a helping  pro- 
fession automatically  includes  the  concept  of 
advocacy.  The  question  is  asked:  “But  does 
nursing  behavior,  particularly  bedside  nursing 
behavior,  truly  reflect  the  advocate  role?”  Among 
the  participating  nurses  it  was  felt  that  nursing 
unity  is  the  key  to  pulling  together  the  advocacy 
skills  and  all  of  nursing’s  enormous  numerical 
powers  for  the  benefit  of  the  individual  patient 
and  for  the  health  care  system  as  a whole.  In 
the  delivery  of  nursing  care  to  patients  under- 
going immunotherapy,  advocacy  becomes  even 
more  important  because  of  the  critically  complex 
nature  of  the  treatment. 

To  date,  in  Delaware,  immunotherapy  has 
played  a limited  role  in  the  treatment  of  cancer 
patients.  But,  as  further  progress  is  made  in 
research,  immunotherapy  might  well  become  a 
most  important  form  of  cancer  treatment.  Based 
on  the  response  of  the  conference  participants, 
nurses  need  even  more  information  regarding 
this  therapeutic  approach.  With  this  information 
they  can  plan  and  implement  effective  nursing 
care  to  meet  the  specialized  needs  of  immuno- 
therapy patients  and  their  families. 
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MORE  ON  HEALTH  CARE  COSTS 


At  the  recent  AM  A Convention  in  San  Fran- 
cisco I was  privileged  to  attend  a forum  on  health 
care  costs,  with  panelists  from  the  Department  of 
HEW,  organized  labor,  and  the  private  sector  of 
medicine.  In  writing  this  President’s  Page,  I 
initially  attempted  to  cover  the  field,  so  to  speak, 
of  the  causes  of  escalating  health  care  oosts,  and 
many  of  the  proposals  that  were  suggested  by 
the  panelists  to  help  contain  the  rising  oosts  of 
medical  care.  It  became  clear  to  me  that  most 
of  us  are  familiar  with  these  factors,  and  that  I 
might  do  better  to  restate  some  observations  that 
are  well  known  to  most  of  us  and  then  make 
some  comments  on  what  we  might  expect  in  the 
future. 

One  thing  we  do  know  is  that  some  changes 
are  essential  for  containment  of  health  care  oosts. 
We  should  not  be  so  defensive,  however,  about 
criticism  from  government  and  labor  leaders,  for 
it  is  obvious  that  they  also  don’t  have  the 
answers. 

We  know  that  the  usual  market  forces  operat- 
ing in  a healthy  free  enterprise  system  either  are 
not  applicable  or  are  not  allowed  to  work  in  the 
health  care  system.  More  doctors  per  patient 
population  simply  do  not  provide  any  lowering 
of  cost,  and  in  fact  contribute  to  rising  oosts.  We 
still  hear,  however,  from  some  government  plan- 
ners and  editorial  writers  that  if  we  could  turn 
out  more  doctors,  competition  would  develop  and 
fees  would  drop. 


Laws  and  regulations  have  been  totally  inef- 
fective in  cost  containment.  In  regards  to  PSRO, 
one  study  in  California  was  quoted  as  showing 
that  it  oost  over  $10  per  patient  day  to  comply 
with  the  government  rules  and  regulations.  It 
would  therefore  seem  that  a reduction  in  regula- 
tions would  surely  be  helpful  in  reducing  health 
care  costs. 

The  greatest  factor  in  the  inflation  of  medical 
care  costs  has  been  the  government-sponsored 
programs.  Cost  reimbursement  tends  to  create 
inefficioiency,  as  there  is  no  incentive  for  other- 
wise. The  increases  in  cost  of  government  pro- 
grams has  risen  at  a rate  over  three  times  that 
of  the  rate  of  private  health  programs,  which 
incidentally  has  kept  pace  with  the  increase  in 
the  Gross  National  Product.  Other  important 
factors  in  the  escalation  of  health  care  costs  are 
the  cost  of  labor,  supplies,  new  technology,  and 
full  coverage  insurance  contracts. 

Perhaps  one  of  the  problems  is  that  we  have 
done  too  good  a job.  We  have  tried  to  give  the 
best  of  everything  to  everybody  and  we  have 
come  to  find  that  resources  are  limited.  It  ap- 
pears important  at  this  time  that  demand  must 
be  reduced,  but  certainly  this  has  to  be  kept  in 
perspective  by  supplying  the  best  available  medi- 
cal care  to  the  largest  number  of  patients  pos- 
sible with  the  resources  that  our  system  can  sus- 
tain. 


Del  Med  Jrl,  Aug  1977 — Vol  49,  No  8 


453 


Preside  nt’s  Page 


The  latest  figures  I have  seen  show  that  health 
care  costs  constitute  about  8.6%  of  the  GNP.  We 
have  been  led  to  assume  that  this  is  entirely  too 
much,  and  our  system  could  not  stand  much 
more.  If  we  acknowledge  that  our  society  can 
support  only  a given  percentage  of  the  GNP  for 
health  care,  it  stands  to  reason  that  everything 
we  do  above  that  figure  is  at  the  expense  of 
others.  It  will  prove  a tough  task  to  convince 
the  American  people  that  they  should  spend 
more  on  health  care  and  less  on  alcohol,  tobacco, 
entertainment,  and  travel. 

There  are  some  things  we  can  do  to  help  solve 
the  greatest  problem  facing  our  profession  to- 
day. Perhaps  the  time  has  come  when  we  should 
no  longer  speak  of  cost  containment,  and  speak 
of  cost  effectiveness.  For  the  most  part,  our  new 
technology  and  improved  medical  care  have  re- 
sulted in  increased  productivity  and  the  early 
return  of  patients  to  a useful  and  productive  life. 
We  need  to  make  the  public  aware  of  the  causes 
of  the  high  cost  of  medical  care  and  the  impact 
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MEDICAL  PLACEMENT 
SERVICE 

MEDICAL  PERSONNEL 
permanent  and  temporary 

PRIVATE  DUTY  PERSONNEL 
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nationwide  service 
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of  regulations  on  that  cost.  We  need  to  work 
closer  with  our  hospitals  to  develop  cost-effec- 
tive programs.  We  must  accept  the  fact  that 
public  input  is  here  to  stay,  and  we  should  ac- 
cept it  as  an  opportunity  to  learn  rather  than 
as  a threat  to  our  profession.  We  need  to  do 
more  ourselves  to  avoid  over-utilization  of  beds 
and  laboratory  facilities,  although  I believe  these 
factors  are  almost  negligible  in  the  overall  cost 
of  medical  care. 

We  can  expect  the  Delaware  Health  Council, 
our  new  Health  Systems  Agency,  to  provide  pub- 
lic input  and  control  of  further  development  and 
distribution  of  health  care  facilities  in  the  state 
of  Delaware.  This  may  help  to  prevent  costly 
and  unnecessary  duplication  of  expensive  tech- 
nology and  services,  a factor  that  has  to  be  con- 
sidered an  important  one  in  the  containment  of 
health  care  costs. 

In  time  we  can  expect  to  see  innovation  of 
programs  designed  to  restore  some  market  forces 
to  the  health  care  delivery  system.  With  better 
information  and  education  consumers  may  be 
better  able  to  shop  among  insurance  companies 
and  providers  in  advance  of  their  needs  so  that 
the  quantity  of  benefits  is  more  closely  related 
to  the  cost  of  those  benefits.  In  an  effort  to  hold 
down  fees  we  may  see  insurance  companies  go- 
ing into  a community  to  deal  with  groups  of 
doctors  that  are  rated  according  to  their  fees. 

By  early  1978  we  can  expect  some  serious  pro- 
posals out  of  HEW  regarding  Nationl  Health 
Insurance.  The  American  public  must  have  ac- 
cess to  health  insurance  programs  that  include 
catastrophic  as  well  as  basic  coverage  at  a rea- 
sonable premium.  Indemnity  and  co-pay  pro- 
grams will  offer  the  best  incentives  for  restraining 
demand  and  escalating  costs. 

One  thing  is  certain:  changes  are  on  the  way. 
We  must  be  prepared  to  participate  at  all  levels 
of  planning  for  the  financing  and  delivery  of 
future  health  care. 
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tation in  children.  JAMA  210:477-484,  1969. 

Example  of  a book: 

(2)  Morgan  WL,  Engel  GL:  The  Clinical  Ap- 

proach to  the  Patient,  p 85.  Philadelphia,  WB 
Saunders  Co,  1969. 

Illustrations 

Drawings  and  charts  should  be  made  in  black 
ink  on  white  paper.  Photographs  must  be  black  and 
white  glossy  and  should  be  identified  on  the  back 
and  their  positions  indicated  in  the  text.  The  cost 
of  reproduction  of  illustrated  material  for  publica- 
tion in  excess  of  an  average  of  one  illustration  per 
page  will  be  charged  to  the  author.  Photographs, 
drawings,  and  cuts  will  be  returned  after  publica- 
tion only  if  requested. 

Drug  Names 

Generic  names  should  be  used,  but  if  an  author 
uses  a brand  name  drug  in  the  the  course  of  a study, 
or  wishes  to  use  a brand  name  for  other  reasons,  he 
may  do  so,  but  should  insert  it  (in  parentheses) 
after  the  generic  name. 
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IRVIN  N.  CARROLL,  M.D. 

After  a long  illness,  Irvin  N.  Carroll,  M.D. 
died  on  May  7,  1977  at  the  age  of  64. 

Retiring  from  active  patient  care  in  1972, 
Dr.  Carroll  had  been  a general  practitioner  for 
18  years  in  Stanton,  Delaware. 

Between  1948  and  1955  he  served  as  a mem- 
ber of  the  active  staff  of  the  Veteran’s  Adminis- 
tration Hospital,  in  Elsmere,  Delaware. 

Graduating  from  Jefferson  Medical  College  in 
1941,  Dr.  Carroll  served  a one-year  internship 
at  the  then  Delaware  Hospital,  after  which  he 
served  in  the  Armed  Forces  from  1942  to  1946. 
His  postgraduate  training  consisted  of  a year  at 
the  University  of  Pennsylvania,  1946-1947,  with 
a residency  in  internal  medicine  at  the  Delaware 
and  Memorial  Hospitals,  1947-1948.  He  then 
served  at  the  VA  Hospital,  1948-1955,  after 
which  he  entered  private  praotice.  He  was  in 
family  practice  until  1972. 

Surviving  are  his  wife,  Ruth;  one  son,  William, 
and  a daughter,  Susan  L.  Flynn;  also  his  parents, 
Roland  W.,  Sr.,  of  Christiana  and  Florence  H. 
Webb  of  Luther  Towers;  a brother,  Roland  W., 
Jr.,  and  two  granddaughters. 

Contributions  are  being  accepted,  in  his  mem- 
ory, by  the  American  Cancer  Society,  1925  Lov- 
ering Avenue,  Wilmington,  Delaware  19806. 

Charles  M.  Bancroft,  M.D. 

K?  B? 

R.  DOUGLAS  SANDERS,  M.D. 

Douglas  Sanders,  physician,  educator,  artisan, 
and  artist,  was  born  in  Tennessee,  but  at  an 
early  age  moved  to  Kentucky  where  his  father, 
a prominent  dentist,  opened  his  practice  in  Bowl- 
ing Green.  It  was  here  that  he  received  his 
early  education,  met  and  eventually  married  his 
childhood  sweetheart,  the  former  Flora  Gallo- 
way. He  graduated  from  the  University  of 
Louisville  School  of  Medicine  in  1928. 

Doug  became  enamored  with  the  rolling  coun- 


tryside of  southeastern  Pennsylvania  during  a 
sojourn  as  Direotor  of  the  Anesthesia  Depart- 
ment and  Operating  Room  of  the  Valley  Forge 
General  Hospital  during  World  War  II,  and 
following  his  discharge  from  the  army,  he  and 
Flora  and  their  two  children,  Douglas  and  Elea- 
nor, located  in  Beaver  Valley,  an  area  which  has 
become  familiar  to  all  who  have  enjoyed  and 
appreciated  his  many  beautiful  landscapes  de- 
picting the  area. 

It  was  during  this  time  that  he  became  director 
of  the  Anesthesia  Department  of  the  Delaware 
Hospital,  a position  he  held  until  merger  of  the 
three  hospitals  into  the  Wilmington  Medical 
Center,  at  which  time  he  became  a senior  at- 
tending and  consultant  in  the  Department  of 
Anesthesia. 

A member  of  many  medical  societies,  he  served 
also  as  a Trustee  of  the  Wood  Library  Museum, 
Chicago,  Illinois,  and  was  a member  of  the 
American  National  Standards  Institute  and  the 
International  Standards  Organization.  He  also 
was  founder  and  president  of  the  Anesthesia 
Research  Foundation,  and  past  president  of  both 
the  medical  staff  of  the  Delaware  Hospital  and 
the  New  Castle  County  Medical  Society. 

Doug  was  one  of  the  early  physicians  to  de- 
vote himself  entirely  to  anesthesia.  He  was  pri- 
marily self-taught  because  this  was  prior  to  the 
days  of  residency  training.  Any  “formal’’  train- 
ing he  obtained  was  by  spending  short  vaca- 
tions or  a few  days  here  and  there  with  some 
of  the  pioneers  in  the  field.  He  gave  as  much 
as  he  received,  and  his  national  prestige  was 
soon  established.  He  was  one  of  the  early  phy- 
sicians to  be  certified  by  the  American  Board  of 
Anesthesiology. 

He  was  an  accomplished  artisan— wood- work- 
ing and  metal  craft  were  his  hobbies  as  a young 
man,  and  his  abilities  and  knowledge  in  this  in- 
stance proved  fruitful  in  the  design  and  manu- 
facture of  anesthesia  equipment.  During  the 
war,  Valley  Forge  was  primarily  a plastic  sur- 
gical center  that  concentrated  on  maxillo-facial 
injuries.  At  that  time  anesthesia  materials  were 
quite  primitive,  and  most  of  what  was  available 
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could  not  be  used  on  these  patients  who  were  so 
badly  scarred  and  disfigured  from  wounds  and 
burn  scars.  With  his  skill  he  designed,  and  per- 
sonally made,  endotracheal  tubes  that  allowed 
this  surgery  with  a minimal  risk  from  anesthesia. 
His  interest  in  this  persisted,  and  the  equipment 
was  perfected,  professionally  manufactured,  and 
is  still  in  wide  use  today. 

Perhaps  his  greatest  contribution  to  the  field 
of  instrumentation  was  the  design  and  develop- 
ment of  an  “injector”  to  simplify  bronchoscopic 
procedures  under  general  anesthesia.  The  tech- 
nique of  doing  a bronchoscopy  with  his  “injec- 
tor” was  so  simple  and  safe  that  many  physicians 
didn’t  believe  it  was  possible.  The  results  proved 
its  validity,  and  today  the  method  is  accepted 
and  used  throughout  the  world. 

Another  of  Doug’s  concerns  was  the  contami- 
nation of  the  operating  room  with  anesthetic 
gases.  He  did  many  studies,  measuring  minute 
levels  of  these  gases  with  his  own  chromatograph 
long  before  the  concern  became  nationally 
acknowledged.  Today  it  is  standard  practice  to 
remove  these  waste  gases  from  the  operating 
room  as  a safety  precaution  for  personnel. 

The  community  as  a whole,  as  well  as  the 
medical  community,  acknowledge  Doug  as  one 
of  the  better  known  artists  of  this  area.  His 
ability  to  create  with  a palette  and  brush  was 
a relatively  recent  skill  which  he  achieved  late 
in  his  long  and  active  life.  It  came  about  while 
he  was  recuperating  from  the  first  of  several 
operations.  He  became  bored  lying  in  his  hos- 
pital bed,  and  with  scratch  pad  and  pencil  he 
began  sketching  the  trees  along  the  Brandywine 
River  as  he  could  see  them  from  his  window. 
As  with  everything  else  in  which  he  became 
interested,  this  was  another  pinnacle  to  conquei 
and  conquer  it  he  did.  He  set  about  taking  les- 
sons, studied,  and  added  many  noted  artists  to 
his  vast  circle  of  friends.  Andrew  Wyeth  offered 
some  oritiques  to  his  early  efforts,  and  eventually 
Doug  developed  a fine  technique  of  his  own. 
His  paintings  are  known  and  enjoyed  through- 
out the  medical  and  paramedical  professions. 
He  has  garnered  many  a blue  ribbon  in  national 
art  shows  and  many  first  prizes  as  a yearly  con- 
tributor to  the  art  exhibit  at  the  annual  meeting 
of  the  American  Society  of  Anesthesiologists. 


Two  of  his  paintings  have  been  seen  for  years 
in  the  dining  room  of  the  Delaware  Academy 
of  Medicine. 

The  myriad  of  interests  possessed  by  this  multi- 
talented man  left  no  time  or  desire  for  retirement. 
As  a matter  of  fact  he  abhored  the  thoughts  of 
retiring,  and  although  he  reduced  his  workload 
doing  clinical  anesthesia  these  past  few  years, 
he  devoted  his  efforts  and  energies  to  directing 
the  School  of  Nurse  Anesthesia  at  the  Wilming- 
ton Medical  Center,  a challenge  he  accepted  with 
the  same  zeal  and  alacrity  he  showed  in  every 
enterprise  he  pursued.  He  went  almost  from 
the  class  room  to  the  hospital  room  when  his 
final  illness  warranted  hospitalization. 

His  sudden  death  on  June  28  at  the  age  of  71 
was  a shock  to  his  professional  associates  and 
the  whole  medical  community,  and  although 
we  mourn  his  passing,  we  accept  that  this  would 
have  been  his  wish.  He  was  still  in  “harness” 
so  to  speak. 

James  P.  Aikins,  M.D. 

Charles  M.  Bancroft,  M.D. 
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Prudencio  G.  Rosas,  M.D.,  is  a graduate  of  the  University  of  Santo 
Tomas,  Philippines,  ’59.  He  served  internships  at  the  University  of 
Santo  Tomas  Hospital  and  St.  Joseph  Hospital,  New  York.  His  surgical 
residencies  were  at  Rizal  Provincial  Hospital,  Philippines,  and  the 
Bronx  VA  Hospital  and  Jewish  Hospital  and  Medical  Center,  Brook- 
lyn. He  previously  practiced  in  the  Philippines,  and  at  Peekskill 
Community  Hospital  and  Prospect  Hospital,  both  in  New  York.  Doc- 
tor Rosas  has  a general  practice  at  328  duPont  Highway,  Millsboro. 
He  lives  in  Seaford  with  his  wife,  Fe  Luna-Rosas,  M.D.,  and  their 
four  children.  He  enjoys  fishing  and  playing  the  piano. 


Fe  Luna-Rosas,  M.D.,  a board-eligible  anesthesiologist,  graduated 
from  the  University  of  Santo  Tomas,  Philppines,  in  1960.  Her  intern- 
ship was  spent  at  Mountainside  Hospital,  Montclair,  New  Jersey,  and 
her  residency  at  New  York  Hospital  and  Cornell  Medical  Center,  New 
York.  She  is  practicing  at  Nanticoke  Memorial  Hospital,  Seaford. 


Abraham  A.  Golden,  D.O.,  graduated  from  the  Philadelphia  College 
of  Osteopathic  Medicine  in  1935.  He  served  a fellowship  at  Romada 
Hospital,  Dublin,  Ireland,  and  a residency  in  anesthesia  at  Albert 
Einstein  Medical  Center  in  New  York.  Doctor  Golden  practiced  gen- 
eral medicine  in  Wilmington  from  1936-1949;  he  became  board-certi- 
fied in  anesthesia  in  1953.  His  office  and  residence  are  at  4310  Wash- 
ington Boulevard,  Wilmington.  Doctor  and  Mrs.  Golden  have  two 
children  and  one  granddaughter.  Doctor  Golden  enjoys  photography 
and  medical  writing. 


Richard  D.  Snyder,  M.D.,  a board-certified  otolaryngologist,  graduated 
from  New  York  Medical  College  in  1957.  His  internship  was  at  the 
US  Public  Health  Service  Hospital,  New  York,  and  his  residency 
was  spent  at  the  Manhattan  Eye,  Ear  and  Throat  Hospital  in  New 
Las  Cruces,  New  Mexico.  He  is  currently  practicing  at  the  E.  I. 
Lac  Cruces,  New  Mexico.  He  is  currently  practicing  at  the  E.  I. 
duP?nt  Company,  Glasgow  Medical  Department.  He  and  his  wife 
live  in  Newark.  Doctor  Snyder  enjoys  flying,  music,  skiing,  tennis, 
the  Rotary  Club,  and  the  World  Future  Society. 
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Robert  T.  Weaver,  D.O.,  graduated  from  the  Philadelphia  College 
of  Osteopathic  Medicine  in  1960  and  interned  at  the  Riverside  Hos- 
pital, Wilmington.  He  is  a family  practitioner  with  an  office  at  243 
Christiana  Road,  New  Castle.  Doctor  Weaver,  his  wife,  and  two 
children  live  in  Newark.  His  hobbies  include  travel,  chess,  antiques, 
and  horses. 


Robert  A.  Kopecki,  D.O.,  a 1965  graduate  of  the  Philadelphia  College 
of  Osteopathic  Medicine,  is  a family  practitioner  with  a special  interest 
in  medical  hypnosis.  He  interned  at  Brentwood  Hospital,  Cleveland, 
Ohio.  His  office  is  at  1 West  Rutherford  Drive,  Newark.  Doctor 
and  Mrs.  Kopecki  live  in  Newark  where  he  spends  his  free  time  at 
photography  and  boating.  They  have  two  children. 


Oscar  Russell  Cook,  D.O.,  graduated  from  the  Philadelphia  College 
of  Osteopathic  Medicine  in  1964.  He  served  his  internship  and  resi- 
dency at  the  York  Memorial  Osteopathic  Hospital,  York,  Pennsylvania. 
Doctor  Cook  is  board-certified  in  radiology  and  practices  at  the  River- 
side Hospital.  Doctor  Cook  lives  in  Wilmington  and  enjoys  boating, 
hunting,  flying,  and  working. 


Samir  W.  Soliman,  M.D.,  is  a graduate  of  the  Abbasis  Faculty  of 
Medicine  University  of  Eins  Shams,  Cairo,  Egypt,  1957.  He  served 
his  internship  in  Governmental  Hospitals,  Egypt,  and  St.  Mary’s  Hos- 
pital, Hoboken,  New  Jersey.  He  was  a family  practitioner  in  Egypt 
and  in  Virginia  and  was  clinical  director  of  the  Eastern  State  Hospital, 
!'  Williamsburg,  Virginia.  Currently  he  is  director  of  medical  activities 
at  the  Delaware  State  Hospital.  Doctor  Soliman  lives  in  Newark 
with  his  wife,  Yvonne,  a psychiatrist  at  the  Delaware  State  Hospital. 
They  have  two  children.  Doctor  Soliman  enjoys  soccer. 


Henry  H.  Khine,  M.D.,  an  anesthesiologist,  graduated  from  the 
Faculty  of  Medicine  University  of  Rangoon,  Burma.  He  interned  at 
Rangoon  General  Hospital,  Burma,  and  spent  his  residencies  at  St. 
Mary  Hospital,  Philadelphia,  Pennsylvania,  and  Millard  Fillmore  Hos- 
pital, Buffalo,  New  York.  Doctor  Khine  is  presently  practicing  at 
the  A.  I.  duPont  Institute.  He  lives  in  Wilmington  with  his  wife  and 
three  children.  Doctor  Khine  enjoys  table  tennis,  fishing,  and  garden- 
ing. 
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Professional  Relations  Service  Secti 


at  your  service 


THE  PROFESSIONAL  RELATIONS  SERVICE  SECTION 
IS  A TEAM  OF  EXPERIENCED  PEOPLE 
WHOSE  JOB  IS  TO  MAKE  LIFE  EASIER  FOR  YOU 
BY  PROVIDING  YOU  WITH  QUICK  ACCESS 
FOR  ANSWERS  TO  YOUR  QUESTIONS. 

FOR  YOUR  PERSONAL  USE Use 

these  special  telephone  numbers  for  answers 
to  your  questions  regarding: 

(1)  Fees 

(2)  Procedu  re  Codes 

(3)  Any  problem  other  than  Claims  Payments. 

( Use  the  PR-4  Form  for  problems  relating 
to  Claims  Payments.) 

In  Wilmington:  652-2735  or  652-2740 
In  Kent  & Sussex  Counties:  1-800-292-9525 

Extensions  306,  430 

PLEASE  DO  NOT  GIVE  THESE  TELEPHONE  NUMBERS 
FOR  THIS  SERVICE  TO  YOUR  PATIENTS  .... 

THE  TELEPHONE  NUMBERS 
BELOW  ARE  TO  BE  USED  FOR 
PA  T/ENT’S  IN  FORMA  TION. 

Refer  your  Patients  to  the  Customer  Service  Depart- 
ment of  Blue  Cross  and  Blue  Shield  of  Delaware, 

Inc.  This  Department  is  staffed  with  specialists  to 
assist  the  subscribers  of  the  Plan  with  answers  to 
any  questions  or  problems  they  may  have. 


IN  WILMINGTON:  575-0600 


IN  DOVER:  736-6431 


IN  MILFORD:  422-9570  or  856-6159 


Blue  Cross 
Blue  Shield 


201  West  Fourteenth  Street 
Wilmington,  DE  19899 


Bank  of  Delaware  Building 
Dover.  DE  19901 


15  South  Walnut  Stree 
Milford,  DE  19963 


of  Delaware 


elaware 
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I BRONCHODILATING  AEROSOLS: 
ACTIONS  AND  SIDE  EFFECTS 


NUMBER  8 


Bronchodilating  aerosols,  in  our  area  usually 
isoproterenol  (Isuprel,  Winthrop)  or  isoetharine 
and  phenylephrine  ( Bronkosol,  Breon ) , axe  com- 
monly used  in  the  treatment  of  patients  with 
obstructive  lung  disease.  The  attending  phy- 
i sdcian  is  often  summoned  by  either  the  nursing 
staff  or  a respiratory  therapist  because  a patient 
being  treated  with  bronchodilating  aerosols  has 
developed  a cardiac  arrhythmia,  usually  sinus 
tachycardia.  The  physician  usually  cancels  the 
use  of  bronchodilating  agents  altogether  or 
switches  from  one  to  the  other.  Tachycardia 
and  other  cardiac  arrhythmias  may,  however,  be 
related  to  respiratory  failure  with  hypoxemia  and 
respiratory  acidosis.  The  discontinuation  of 
bronchodilating  agents  may  then  increase  the 
degree  of  respiratory  failure  and  risk  of  cardiac 
arrhythmia. 

This  clinical  situation  suggested  the  need  to 
investigate  Isuprel  and  Bronkosol  to  determine 
their  comparative  beneficial  and  side  effects. 


History  of  Bronchodilating  Aerosols 

In  1897  Abel  separated  epinephrine  from  the 


Dr.  Hofford  is  Chief,  Pulmonary  Disease  Section,  Wilmington 
Medical  Center. 

Ms.  Dowling  is  Chief  Technologist,  Pulmonary  Function  Labora- 
tory, Wilmington  Medical  Center. 


James  M.  Hofford,  M.D. 
Ann  S.  Dowling,  Pu.T. 


adrenal  medulla.  In  1912  Ephraim  observed  that 
the  subcutaneous  injection  of  epinephrine  during 
bronchoscopy  caused  blanching  of  the  mucous 
membranes  of  the  bronchi.  In  1935,  Graesser 
and  Rowe  reported  that  aerosol  epinephrine 
1:100  in  an  atomizer  could  be  used  for  broncho- 
dilation.  They  noted  less  nervousness  and  tachy- 
cardia by  aerosol  than  when  a 1:1000  solution 
was  given  by  subcutaneous  injection.  Thus,  the 
side  effects  of  a drug  may  vary  with  the  route 
of  administration  as  well  as  the  dose. 

Isuprel  was  used  in  Germany  during  World 
War  II;  its  bronchodilating  effects  were  first  re- 
ported in  1940.1  Bronkosol  was  introduced  in 
1961;2  its  formulation  originally  included  thenyl- 
diamine,  an  antihistamine  subsequently  shown 
to  be  non-contributing.  The  present  Bronkosol 
formulation  omits  thenyldiamine. 

Bronchodilating  aerosols  are  usually  classed  as 
adrenergic  agents.  Adrenergic  agents  have  both 
alpha  and  beta  effects.  Alpha  effects  are  vaso- 
pressor; beta-1  effects  are  cardiac  stimulating; 
beta-2  effects  are  bronchodilating,  relaxing 
smooth  muscle  in  the  bronchi  and  representing 
the  desired  action  of  medicinal  bronohodilators. 
(Table  1). 
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Bronchodilating  Aerosols : Actions  and  Side  Effects — Hofford 


TABLE  1 

TYPES  OF  SYMPATHETIC  RECEPTORS 
Sympathetic  Receptors 


Results 


Alpha 

(Vasopressor) 

The  adrenergic  agents  all  have  a similar  mech- 
anism of  action.  They  raise  the  level  of  adenyl 
cyclase,  thus  increasing  cyclic  AMP.  Cyclic 
AMP  inhibits  the  release  of  mediator  substances 
such  as  histamine  from  mast  cells  present  in  the 
lung.  In  recent  years,  several  new  agents  have 
been  marketed  which  cause  mainly  beta-2  stimu- 
lation with  little  or  no  beta-1  or  alpha  effect. 
Bronkosol  is  representative  of  these  new  agents. 
It  has  been  claimed  that  Bronkosol  is  a better 
drug  than  Isuprel  because  of  its  specific  beta-2 
effect  with  very  little  beta-1  action. 

Methods 

Forty  patients  known  to  have  reversible 
bronchospasm  were  studied  by  performing  pul- 
monary function  ventilatory  studies  before  and 
after  Isuprel  or  Bronkosol  (20  patients  in  each 
group).  The  per  cent  increase  in  vital  capacity 
(VC),  maximum  breathing  capacity  (MBC), 
maximal  expiratory  flow  rate  (MEFR),  blood 
pressure,  and  pulse  was  tabulated  for  each  agent. 

The  bronchodilators  were  administered  by  a 
nebulizer  that  vaporized  into  a chamber,  the  pa- 
tient breathing  the  vapor  from  the  chamber 
through  a two-way  valve  for  ten  minutes.1  The 
dose  was  either  0.5  cc  of  Isuprel  0.5%  or  0.5  cc 
of  Bronkosol,  each  mixed  with  4 cc  saline. 


Isuprel  and  Bronkosol  each  produced  a signifi- 
cant degree  of  bronchodilation.  Measured  pul- 
monary function  was  greater  after  Isuprel  as 
shown  by  average  increases  of  31%  for  VC,  76% 
for  MBC,  and  113%  for  MEFR  compared  to 
increases  after  Bronkosol  of  19%  for  VC,  54% 
for  MBC,  and  75%  for  MEFR.  (Table  2) 

Changes  in  blood  pressure  were  not  significant 
with  either  agent;  indeed  a slight  drop  in  blood 
pressure  was  observed.  The  change  in  pulse 
rate  with  either  agent  was  not  significant,  being 
only  a 1%  increase  with  Isuprel  and  a 1% 
decrease  with  Bronkosol,  indicating  very  little 
beta-1  effect. 

Previous  study  has  shown  that  when  the  dose 
of  0.5%  Isuprel  is  increased  to  1 cc,  the  average 
increase  in  pulse  will  be  15%. 1 Thus  beta-1 
adrenergic  effect  is  dose  related.  This  indicates 
that  the  doses  of  Isuprel  and  Bronkosol  should 
be  controlled  in  clinical  practice  so  that  maximal 
bronchodilation  is  achieved  without  obtaining 
beta-1  effects. 

Others  studying  Isuprel  found  no  evidence  of 
cardiac  arrhythmia  or  tachycardia  with  thera- 
peutic doses.3  They  stated  that  the  cardiac 
effects  of  Isuprel  in  patients  with  obstructive 


TABLE  2 

AVERAGE  CHANGES  IN  PULMONARY  FUNCTION  AFTER  BRONCHODILATION 

Blood  Pressure 

VC%  MBC%  MEFR%  Systolic  Diastolic  Pulse 

Isuprel  31  76  113  —4.6  —3.7  1 

Range  of  Change  (0  to  91)  (29  to  192)  (24  to  373)  ( — 20  to  23 ) ( — 18  to  13)  (—  29  to  13) 

Bronkosol  19  54  75  —0.35  —0.4  —1 

Range  of  Change  (—5  to  49)  (0  to  124)  (0  to  259)  (—8  to  5)  ( — 13  to  14)  (—20  to  14) 
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lung  disease  were  the  same  in  patients  who  were 
relatively  well  as  in  those  who  were  acutely  ill. 
Isuprel  did  not  have  any  cardiotoxic  action  when 
interacting  with  hypoxemia,  carbon  dioxide  re- 
tention, or  fluorocarbon  propellent.4 

Comparisons  between  Isuprel  and  Bronkosol 
have  shown  no  significant  cardiovascular  side 
effects  if  comparative  doses  are  used.5  No  sig- 
nificant relationship  between  Isuprel  and  cardiac 
arrhythmias  was  shown  in  patients  who  had 
rhythmic  monitoring  for  13  hours.6 

Conclusion 

Isuprel  is  an  excellent  bronchodilator  with  no 
; significant  cardiac  side  effects  when  used  in  an 
appropriate  dose.  The  usual  dose  of  Isuprel 
should  be  0.5  cc  of  0.5%  solution  in  saline.  A 


0. 5. oc  dose  of  Bronkosol  is  also  an  efficient  bron- 
chodilator, but  Isuprel  is  superior  in  its  ability 
to  cause  bronchodilation  as  shown  by  increases 
in  pulmonary  function  indices  after  its  adminis- 
tration. One  may  feel  free  to  use  Isuprel  or 
Bronkosol  in  patients  with  respiratory  failure 
without  fear  of  developing  tachycardia  or  sig- 
nificant cardiac  arrhythmias  if  the  recommended 
therapeutic  dose  is  not  exceeded. 
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responsibility 


At  Professional  Clinical  Laboratories, 
we  are  constantly  aware  of  our  continuing 
responsibility  to  the  Delaware  Medical 
Community.  We  know  we  must  provide  fast, 
accurate,  economical  testing  day  after  day. 
We  also  realize  we  must  take  advantage 
of  the  latest  technical  developments  to 
improve  our  service  whenever  possible. 


for  greater  efficiency,  radio  dispatched 
pick-up  cars  for  greater  speed, 
and  “Mediscreen”  (complete  medical 
screening  service  on  wheels)  to 
meet  industrial  and  municipal  needs. 

At  PCL,  we  accept  responsibility  as 
something  to  live — and  grow — with. 


In  1 968  PCL  had  one  laboratory  and  nine 
technicians.  Today,  we  have  seven  locations 
for  greater  patient  convenience,  a 
computerized  central  testing  laboratory 
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NECROTIZING  ANGIITIS  AND  HEPATITIS 
IN  AN  AMPHETAMINE  ABUSER 


David  M.  Richlin,  M.D. 
David  B.  Saltzman,  D.O. 
John  Wills,  M.D. 


Necrotizing  angiitis  morphologically  indistin- 
guishable from  polyarteritis  nodosa  has  been 
demonstrated  angiographically  in  a number  of 
intravenous  (IV)  amphetamine  abusers  who 
manifested  a wide  range  of  clinical  signs  and 
symptoms.1  Other  investigators  have  reported 
a significant  incidence  of  acute  polyarteritis 
among  individuals  infected  with  hepatitis  B 
virus.2  In  a number  of  the  latter  patients  serum 
complement  levels  were  depressed,  and  immune 
i complexes  containing  anti-hepatitis  B antibody 
were  demonstrated  in  periarterial  cellular  infil- 
|l  trates  in  biopsy  specimens. 

We  are  reporting  the  occurrence  of  necrotizing 
; angiitis  diagnosed  angiographically,  in  an  IV 
amphetamine  abuser  in  whom  the  test  for  hepa- 
titis B antigen  was  positive  but  in  whom  serum 
complement  levels  were  not  depressed.  We  be- 
lieve this  patient  supports  the  concept  that  hepa- 
titis is  not  the  cause  of  necrotizing  angiitis  in 
amphetamine  abusers. 

i Case  Report 

A 23-year-old  unemployed  male  truck  driver 
was  admitted  to  the  Wilmington  Medical  Center 
on  Maroh  29,  1975,  because  of  recurrent  and 
worsening  abdominal  pain  present  for  more  than 
three  months,  weight  loss,  and  fever  and  chills 
for  two  weeks  prior  to  admission.  For  a two- 
month  period  which  ended  six  months  prior  to  the 
onset  of  his  symptoms,  he  had  regularly  used  IV 

Dr.  Richlin  is  assistant  resident,  Department  of  Anesthesiology, 
The  Presbyterian  Hospital,  New  York. 

Dr.  Saltzman  was  a medical  resident,  Department  of  Medicine, 
Wilmington  Medical  Center,  Wilmington,  Delaware.  He  is 
presently  in  the  Department  of  Pulmonary  Diseases,  Health 
Science  Center,  Oklahoma  City,  Oklahoma. 

Dr.  Wills  is  an  associate,  Department  of  Radiology,  Wilming- 
ton Medical  Center,  Wilmington,  Delaware. 
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amphetamines.  He  denied  the  use  of  IV  heroin. 

On  admission,  his  temperature  was  39.4°C 
(102.92°F).  His  blood  pressure  was  169/98 
mm  Hg.  There  was  generalized  lymphdeno- 
pathy.  A grade  I/VI  systolic  murmur  was  heard 
along  the  left  sternal  border  at  the  fourth  inter- 
space. Examination  of  the  abdomen  was  unre- 
markable; no  hepatosplenomegaly  was  detected, 
and  his  bowel  sounds  were  normal. 

Laboratory  data:  Hemoglobin  was  12  g/dl, 
hematocrit  39%.  White  blood  count  was  20,600 
with  83%  neutrophils,  4%  lymphocytes,  5% 
eosinophils,  and  8%  monocytes.  The  urine  was 
positive  for  occult  blood  on  repeated  urinalyses. 
The  serum  glutamic  oxalic  transaminase  ( SGOT ) 
was  71  mU/ml  (normal,  10-50  mU/rnl),  and 
alkaline  phosphatase,  115  mU/ml  (normal,  30- 
115  mU/ml).  The  total  bilirubin  was  2.0  mg/ 
dl  (normal,  0.15-1.0),  and  the  sedimentation  rate 
was  70  mm  per  hour.  Creatinine  clearance  was 
63  ml  per  minute;  urinary  protein  excretion  was 
1.51  grams  per  24  hours.  Serum  protein  electro- 
phoresis revealed  an  albumin  of  2.97  g/dl  (nor- 
mal, 3. 7-5. 2 g/dl),  beta/globulin  1.65  grams 
g/dl  (normal  0.5-1.0  dl),  and  gamma  globulin 
1.77  g/dl  (normal,  0. 6-1.6).  The  serum  comple- 
ment was  44  CH  100  units  (normal,  22-84),  C3 
was  166  mg/dl,  (normal  95-186),  and  the  Cr  was 
41  mg/dl  (normal  11-75).  The  serum  was  hepa- 
titis-B  reactive  by  reverse  passive  hemagglutina- 
tion. 

The  patient’s  hospital  course  was  characterized 
by  persistent  spiking  fever  to  38.5°-39°C  ( 101.- 
3°F-102.2°F).  Repeated  blood  cultures  were 
sterile,  and  trials  of  antibiotics  failed  to  bring 
the  temperature  to  normal.  Liver-spleen  scan 

469 


Necrotizing  Angiitis  and  Hepatitis  in  an  Amphetamine  Abuser — Richlin 


revealed  hepatomegaly.  Selective  celiac  and 
right  renal  arteriograms  performed  on  April  10 
revealed  extensive,  multiple  aneurysms  of  the 
small  and  medium  arteries.  (Figure  1)  A diag- 
nosis of  necrotizing  angiitis  was  made.  Liver 
biopsy  was  not  performed  because  of  aneurysmal 
involvement  of  hepatic  vessels. 

On  April  19  the  patient  underwent  open  kid- 
ney biopsy  and  muscle  biopsy.  The  specimen 
of  kidney  was  limited  to  the  outer  cortex  and 
failed  to  demonstrate  the  lesions  seen  angio- 
graphically.  Antibody  staining  with  fluorescent 
anti-IgG,  anti-IgM,  and  anti-IgA  was  negative, 
and  electron  microscopy  was  unremarkable.  The 


FIGURE  1 


Selective  renal  arteriogram.  Luminal  irregularities, 
occluded  small  vessels,  and  numerous  micro- 
aneurysms are  seen.  Avascular  radiolucent  areas 
represent  zones  of  focal  infarction. 


muscle  biopsy  demonstrated  a periarterial  in- 
filtrate consistent  with  polyarteritis.  (Figure  2) 

Antihypertensive  therapy  with  methyldopa, 
1500  mg  per  day,  and  furosemide,  40  mg  per 
day,  was  initiated  after  two  weeks  of  hospitaliza- 
tion. On  this  regimen  the  patient’s  blood  pres- 
sure approached  normal  becoming  less  than  140/ 
90,  his  abdominal  pain  abated,  and  his  tempera- 
ture returned  to  normal.  He  was  discharged  in 
satisfactory  condition  on  May  1,  1975,  to  be  fol- 
lowed as  an  outpatient. 

Discussion 

In  1970  Gocke  et  al  first  described  the  associa- 
tion of  polyarteritis  with  hepatitis-B  antigen. 
They  described  five  patients  with  a syndrome  of 


FIGURE  2 


Interstitial  muscle  artery  showing  diffuse  inflam 
matory  reaction  (x48). 
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PATIENT  PACKAGE  INSERTS:  A 
CONCEPT  WHOSE  TIME  HAS  COME? 


The  consumer’s  right  to  know  is  an  ir- 
reversible and  desirable  trend  of  the 
Seventies.  It  extends,  and  properly,  to  a 
patient's  right  to  know  more  about  his 
or  her  prescription  medications.  One 
way,  gaining  favor,  is  through  patient 
package  inserts.  Wisely-prepared  and 
properly  distributed  when  medically  in- 
dicated, they  could  markedly  improve 
patient  knowledge  and  drug  therapy— 
laudable  goals  by  anyone's  standards. 

The  PMA  endorses  these  goals  and 
will  work  with  government,  the  health 
professions  and  consumers  to  achieve 
them. 

The  Advantages 

The  concept  holds  promise  of  benefits: 
better  patient  understanding  of  the 
product  prescribed,  better  adherence 
to  the  treatment  plan,  and  more  aware- 
ness of  possible  side  reactions. 

Every  doctor  has  had  patients 
who  fail  to  finish  antibiotic  regimens 
because  they  feel  better.  Some  patients 
assume  that  if  one  tranquilizer  or 
analgesic  is  good,  two  may  be  twice  as 
good.  Still  others  fail  to  report  dizzi- 
ness while  on  antihypertensive  therapy 
—and  so  on. 

Problems  like  these  might  arise 
less  often  if  the  patient  received  writ- 
ten information  in  addition  to  verbal 
instructions.  Some  studies  suggest 
that  patients  are  more  receptive  to 
such  materials,  and  they  more  often 
understand  the  verbal  instructions  and 
follow  them,  when  inserts  are  used. 

The  Disadvantages 

There  are  also  some  potential  prob- 
lems. Obviously,  the  inserts  must  be 
clearly  phrased,  without  extraneous  or 
complex  detail.  How  much  information 


is  enough?  How  can  it  be  kept  current? 
Should  all  patients  receive  the  same 
information?  Should  inserts  be  in- 
cluded with  all  drugs?  Should  only 
potential  problems  be  listed  or  are 
patients  better  off  with  a “fair  balance” 
presentation  that  describes  usefulness 
as  well  as  drawbacks? 

These  and  similar  questions 
require  answers,  since  model  inserts 
have  yet  to  be  properly  developed  and 
tested.  Despite  the  need  for  these 
studies,  the  FDA  is  proceeding  pre- 
maturely with  inserts  on  selected 
products.  We  think  the  Congress  is  the 
only  place  where  the  matter  can  be 
given  the  proper  legal  status  and 
direction,  particularly  since  it  repre- 
sents a conceptual  change  in  the  legal, 
medical  and  social  framework  of  the 
nation’s  prescription  drug  information 
system. 

The  Solution 

The  PMA  believes  that  carefully- 
devised  pilot  studies  of  various  kinds 
of  inserts  are  needed.  They  should  be 
developed  and  implemented  with  full 
participation  by  doctors,  pharmacists, 
consumers,  communications  experts 
and  the  drug  industry.  Such  studies 
will  provide  reliable  pathways  to 
follow,  so  that  inserts  will  be  useful 
aids  to  medical  practice. 

And  particularly  we  think  that 
you  should  be  closely  involved  in  this 
debate  and  in  these  studies  and  deci- 
sions. Otherwise,  people  with  less 
experience  and  qualifications  may 
control  the  purposes,  content  and  use 
of  a tool  with  considerable  promise  for 
improved  patient  care.  It  could  make  a 
difference  in  your  practice  tomorrow, 
and  more  importantly,  in  the  health 
of  your  patients. 
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fever,  hepatic  and  renal  damage,  peripheral  neu- 
ropathies, and  hypertension.2  Gocke  stated  the 
clinical  courses  of  all  four  of  his  patients  were 
remarkably  similar  and  in  the  one  case  which 
he  describes  in  detail,  he  stated  specifically  that 
the  complement  levels  were  depressed  on  several 
occasions  and  were  quite  low  during  the  pa- 
tient’s acute  adrenal  crisis. 

Immunofluorescence  studies  of  muscle  revealed 
specific  fluorescent  deposits  in  the  walls  of  small 
blood  vessels,  suggesting  that  the  diffuse  vascu- 
litis seen  in  these  patients  was  caused  by  an  im- 
munologic mechanism  involving  deposition  of 
complexes  of  hepatitis-B  antigen,  immunoglobu- 
lin, and  complement  in  small  blood  vessels. 

In  the  same  year,  Citron  et  al  reported  a necro- 
tizing angiitis,  indistinguishable  from  periar- 
teritis nodosa,  in  14  patients,  all  of  whom  were 
habitual  drug  abusers.1  Though  it  was  not  pos- 
sible to  establish  a firm  etiologic  agent  from  the 
variety  of  drugs  used,  amphetamines  were  judged 
most  likely. 

Subsequently,  it  was  suggested  that  necrotiz- 
ing angiitis  in  the  above  series  of  cases  might 
be  the  result  of  the  deposition  of  hepatitis-B 
antigen  immune  complexes  in  the  affected  ar- 
teries. Citron  et  al  reviewed  a series  of  30  cases 
of  necrotizing  angiitis  associated  with  drug  abuse 
and  found  that  less  than  30%  of  those  tested 
were  hepatitis-B  antigen  positive.3 

In  1973  Koff  et  al  reported  a case  of  a 24-year- 
old  methamphetamine  abuser  whose  illness  was 
characterized  by  spiking  fever,  abdominal  pain, 
nausea  and  vomiting,  leukocytosis,  and  abnormal 
liver  enzymes.4  He  was  shown  to  be  infected 
with  hepatitis-B  virus,  and  fiver  biopsy  demon- 
strated changes  consistent  with  resolving  viral 
hepatitis.  Though  biopsies  of  skin,  muscle,  and 
kidney  were  normal,  abdominal  arteriography 
showed  multiple  small  aneurysms  in  the  right 
kidney  and  fiver,  and  selective  celiac  arteri- 
ography revealed  extensive  involvement  of  fiver, 
stomach,  pancreas,  and  duodenum. 

This  last  group  of  authors  suggest  that  hepa- 
titis-B virus,  rather  than  methamphetamine 
abuse,  was  the  etiologic  agent  in  their  case,  iden- 
tical to  those  described  by  Citron  et  al.4  How- 
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ever,  no  evidence  was  submitted  of  hepatitis-B 
antigen  perivascular  infiltrates,  or  of  depressed 
serum  complement  levels,  such  as  those  found  in 
cases  attributed  to  hepatitis-B  where  ampheta- 
mines had  not  been  a factor.2-5'6 

The  patient  described  here  supports  the  con- 
cept that  IV  amphetamines  cause  necrotizing 
angiitis  since  the  clinical  evidence  for  hepatitis 
was  slight  in  comparison  to  the  severity  of  the 
patient’s  illness.  Our  patient  differs  markedly 
from  those  cases  of  polyarteritis  attributed  to 
hepatitis-B  in  that  our  patient’s  serum  comple- 
ment and  alkaline  phosphatase  were  normal,  his 
bilirubin  and  SGOT  only  marginally  elevated, 
and  immunofluorescent  staining  of  the  kidney 
tissue  failed  to  reveal  the  presence  of  immune 
complexes.  Though  it  has  been  suggested  that 


those  cases  of  necrotizing  angiitis  attributed  to 
amphetamine  abuse  were  really  caused  by  hepa- 
titis-B virus,  the  etiologic  role  of  the  virus  has 
never  been  firmly  established  in  such  cases. 

We  conclude  that  the  hepatitis-B  virus  infec- 
tion in  our  patient  was  merely  a coincidental 
finding  and  that  his  extensive  necrotizing  angiitis 
was  amphetamine-induced. 
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SOME  LEGAL  IMPLICATIONS  OF 
COLLECTION  PRACTICES 
AS  THEY  RELATE  TO  PHYSICIANS 


Leif  C.  Beck,  LL.B. 
Vasilios  J.  Kalogredis,  J.D. 


In  today’s  world,  debtors  have  more  and 
stronger  legal  safeguards  than  ever  before.  The 
law  is  indeed  concerned  and  interested  in  the 
way  medical  practices  collect  their  fees.  While 
a medical  practice  may  still  apply  pressure  on 
patients  owing  it  money,  physicians  must  be  care- 
ful in  dealing  with  those  people. 

I.  Generally 

It  is  unfortunately  true  that  overly  aggressive 
collection  processes  by  medical  offices  have 
helped  trigger  malpractice  suits.  Some  of  the 
suits  have  been  due  to  patients’  feelings  of  frus- 
tration, belief  that  they  have  not  been  treated 
decently  by  the  doctor,  even  though  the  medical 
care  itself  may  not  have  been  at  fault.  This 
situation  has  developed  even  when  the  doctor’s 
office  itself  was  not  directly  the  aggressor,  but 
a collection  agency  or  collection  letter  service 
used  by  the  practice  had  been  overly  aggressive 
in  dunning  its  patients. 

Physicians  must  remember  that  a collection 
agency  or  letter  service  is  acting  as  the  agent  of 
the  practice.  It  will  be  viewed  as  an  extension 
of  the  practice  by  the  patient  being  confronted. 
The  practice  itself  may  be  professional  in  its 
direct  attempts  to  collect  from  the  patient,  but 
if  its  outside  agency  is  not  performing  profes- 
sionally, the  reflection  will  fall  back  on  the  prac- 
tice itself. 

In  engaging  a collection  letter  service,  all  of 
the  service’s  letters  should  be  reviewed  in  ad- 
vance. Such  a summary  review  would  help  the 
practice  determine  which  ones  are  appropriate 
to  it,  and  that  they  will  be  the  only  ones  sent. 

Messrs.  Beck  and  Kalogredis  are  the  principal  consultants  of 
Management  Consulting  for  Professionals,  Inc,  Bala  Cynwyd, 
Pennsylvania. 


II.  Federal  and  State  Laws  Directly  Affecting 
Collection  Practices 

There  are  a variety  of  important  legal  points 
regarding  collections  whioh  are  unknown  by 
many  doctors.  Some  of  the  key  ones  are  listed 
here. 

A.  Be  Truthful 

Federal  and  state  law  prohibits  a creditor  (a 
doctor  or  practice  in  this  situation)  from  threat- 
ening any  action  against  an  individual  which  the 
creditor  does  not  in  fact  take  or  intend  to  take. 

For  example,  an  assistant  might  call  a patient 
and  say,  “If  we  are  not  paid  by  the  end  of  the 
month,  we  will  sue  you.”  If  the  office  did  not 
intend  to  follow  through  with  that  threat  and  did 
not  in  fact  follow  through,  a practice  could  en- 
counter legal  problems.  A federal  regulation 
expressly  forbids  telephone  calls  which  falsely 
threaten  a debtor  with  legal  action. 

Therefore,  an  office  should  not  threaten  some- 
thing which  it  has  no  intention  of  pursuing.  If 
one  does  not  mean  it,  the  threat  should  not  be 
made. 

B.  Defamation 

Although  it  is  admittedly  rare,  there  have 
been  defamation  of  character  suits  brought 
against  creditors. 

Truth  is  a defense  in  a defamation  case,  but  the 
difficulty  in  litigation  may  be  determining  the 
truth.  The  fact  that  a practice’s  ledger  card 
indicates  a delinquent  account  does  not  permit 
that  practice  to  tell  others  that  the  patient  is  a 
“deadbeat.” 

Several  creditors  have  been  sued  on  suoh 
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grounds,  and  some  have  lost.  Even  where  the 
creditor  prevailed,  the  publicity  and  embarrass- 
ment of  a full-fledged  trial  did  not  warrant  the 
original  action. 

The  lesson  here  is  to  be  careful  what  is  said 
to  others.  Say  nothing  to  others  regarding  those 
who  owe  a practice  money.  One  can,  of  course, 
transfer  bad  debt  claims  to  a collection  agency, 
attorney,  small  claims  court,  or  collection  letter- 
type  system,  but  broadcasting  the  situation 
should  be  avoided. 

C.  Various  Federal  Rules 

The  Federal  Trade  Commission  has  adopted 
rules  to  curb  scare  tactics.  It  forbids  deceptive 
representations  or  actions  intended  to  collect 
debts  or  to  obtain  information  for  the  collection 
process.  The  Federal  Communication  Commis- 
sion has  also  entered  the  field,  primarily  to  pre- 
vent the  misuse  of  telephones  “for  a call  or  calls, 
anonymous  or  otherwise,  in  a manner  reasonably 
expected  to  frighten  or  torment  another.”  The 
FCC  also  bans  nuisance  calls  at  late  (or  early) 


hours,  unjustified  calls  to  the  debtor’s  employer, 
relatives,  neighbors,  or  friends  and  calls  falsely 
threatening  court  action. 

These  federal  rules  apply  to  medical  offices. 
Any  business  or  practice  that  deals  “interstate” 
is  covered,  but  that  term  has  been  interpreted 
so  broadly  that  little  remains  exempt.  For  ex- 
ample, “interstate  phone  use”  has  been  defined 
to  include  all  telephones  whose  lines  connect  to 
phones  in  another  state  (which  essentially  en- 
compasses all  phones! ) . 

These  federal  rules  are  extensive  and  may 
merit  a review  with  a practice’s  legal  advisors 
to  assure  that  present  collection  procedures  are 
not  overstepping  the  legal  bounds. 

D.  State  Laws 

Although  Delaware  law  has  not  gone  as  far  as 
that  in  other  states,  the  increased  emphasis  on 
consumer  protection  is  a warning  to  all  that  dis- 
cretion is  essential.  Therefore,  restrictions  pres- 
ently in  force  in  other  states  may  soon  find  their 
way  to  Delaware.  Many  of  them  are  already 
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NOW  . . . GME  RECORDKEEPING 
WITH  COMPUTER  ACCURACY 
AND  CONVENIENCE! 

The  Physicians  Registry  brings  computer  accuracy  and 
convenience  to  CME  (Continuing  Medical  Education) 
recordkeeping.  It’s  a complete  service — we  keep  track  of 
all  your  CME  credits. 

You’ll  receive  everything  you  need.  After  participating 
in  a CME  activity,  just  fill  in  one  of  the  brief,  pre-printed 
cards  the  Physicians  Registry  provides  and  mail  it  to  us. 

Every  three  months,  you’ll  receive  a computer-gen- 
erated summary  of  your  credits.  You’ll  also  get  annual 
reports  summarizing  all  credits  for  the  past  three  years. 

Think  of  the  confusion  and  wasted  time  you’ll  save.  Of 
course,  your  records  are  completely  confidential.  And  your 
periodic  reports  from  the  Physicians  Registry  can  come  in 
very  handy  at  tax  time. 

The  cost  is  a modest,  deductible  $50  per  year.  Over 
1500  physicians  have  already  enrolled  in  The  Physicians 
Registry,  and  we  have  successfully  recorded  over  77,000 
hours  of  CME  credit. 

You  may  spend  up  to  $2,000  per  year  on  CME  ac- 
tivities. Why  not  spend  $50  to  keep  your  CME  records 
efficiently? 

Consider  joining  The  Physicians  Registry. 

For  more  information,  write: 

Richard  J.  Ladon,  Director 

THE  PHYSICIANS  REGISTRY 

640  North  LaSalle  Street,  Chicago,  Illinois  60610 
Or  call  us  collect  at  (312)  368-1377 


endorsed  by  the  Delaware  courts  despite  the 
lack  of  state  statutes  on  them. 

Many  state  laws  (New  York  and  Massa- 
chusetts, for  example)  expressly  prohibit  com- 
munication or  threatened  communication  of  a 
debt’s  evistence  to  the  debtor’s  employer.  Mas- 
sachusetts law  goes  even  further,  prohibiting  the 
communication  or  threatened  communication  to 
anyone  without  the  express  written  permission 
of  the  debtor.  That  same  law  even  states  that 
the  use  of  language  on  an  envelope  indicating 
that  the  communication  relates  to  the  collection 
of  a debt  is  equivalent  to  communicating  the 
debt. 

III.  Selecting  a Collection  Agency  or  Letter  Service 

Tremendous  care  must  be  taken  in  selecting  a 
collection  agency.  The  agency  selected  must 
be  known  to  use  legitimate  methods  only,  and  it 
must  operate  with  the  dignity  worthy  of  the 
medical  profession.  The  referring  medical  of- 
fice must  take  responsibility  for  what  its  collec- 
tion agency  does  and  says.  It  is  simply  essential 


that  the  office  take  pains  to  assure  itself  that 
the  agency  it  selects  is  a good  one  with  a good 
reputation. 

We  strongly  recommend  that  the  selected  col- 
lection agency  specialize  in  collecting  debts  only 
for  the  medical  and  dental  professions.  Such 
agencies  will  usually  best  understand  the  phy- 
sicians’ feelings  of  professional  responsibility. 
Even  in  dealing  with  medical-dental  agencies, 
however,  references  should  be  obtained  and 
checked  carefully. 

In  the  eyes  of  the  patient  (and  in  reality)  the 
collection  agency  serves  as  an  agent  of  its  medical 
practice  client.  Therefore,  if  the  agency  duns  or 
otherwise  deals  with  the  patient  poorly,  there 
can  be  unfortunate  results.  At  worst,  there  may 
arise  an  otherwise  unwarranted  malpractice  suit, 
while  at  the  least  some  bad  publicity  and/or 
bad  will  may  develop  in  the  community. 

Furthermore,  collection  agencies  are  not  in- 
expensive, with  fees  ranging  from  one-third  to 
as  much  as  one-half  of  the  amount  collected  on 
various  accounts.  We  believe  that  a practice 
should  maintain  an  effective  collection  system 
within  its  own  office,  leaving  little  to  pass  on  to 
the  outside  agency.  Even  adding  personnel  costs 
for  this  purpose  may  thus  be  good  business  in 
saving  the  agency  fees.  The  collection  agency 
may  still  have  a role  to  play,  but  it  should  be 
involved  only  after  real  in-office  systems  have 
failed. 

Collection  letter  systems  are  similarly  to  be 
used  carefully.  They  typically  sell  series  of  let- 
ters to  practices  for  set  fees,  usually  in  the  $5 
to  $10  range,  which  are  payable  whether  or  not 
the  patient  pays.  Once  again,  one  must  be  sure 
to  review  the  letters  used  to  determine  whether 
they  meet  the  required  professionalism.  If  severe 
dunning  or  other  unreasonable  letters  are  sent, 
they  reflect  poorly  upon  the  practice  and  can 
lead  to  troubles. 

IV.  Fair  Credit  Reporting  Act 

In  many  areas  credit  bureaus  will  compile  lists 
of  bad  credit  risks.  Some  physicians  have  been 
asked  to  provide  the  names  of  their  non-paying 
patients.  Providing  the  information  is  not  in 
and  of  itself  illegal,  in  some  situations  it  may 
help  others  avoid  deadbeats.  However,  involve- 
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BE  THE  DOCTOR 
YOU  WANT  TO  BE. 

Today,  Navy  Medicine  gives  you  the  opportunity  to  be  the  doctor  you  want 
to  be.  We  offer  a challenging  practice  with  a minimum  of  administrative  over- 
head. Plus  excellent  facilities  and  support  personnel. 

In  addition,  a Navy  practice  gives  you  time  to  spend  with  your  family.  Asso- 
ciate with  other  highly  motivated  physicians.  Further  your  schooling.  Even 
enjoy  30  days’  paid  vacation  every  year. 

All  this,  plus  a starting  salary  of  $30,000  or  more  a year,  depending  on  your 
experience. 

For  more  information,  contact: 

MR.  JOE  BYRNE 
Medical  Programs  Officer 
Navy  Recruiting  District,  Washington 
(301)  436-2072 
Toll-Free  Numbers 

Maryland— 800-492-0326  WV,  VA,  DE,  PA,  NJ— 800-638-031 7 


ment  with  a credit  bureau  can  have  some  serious 
legal  and  practical  implications. 

Under  the  Federal  Fair  Credit  Reporting  Act, 
if  a patient  named  as  a “bad  debt”  is  denied 
credit  because  of  the  credit  information,  he  may 
obtain  the  names  of  those  who  supplied  that  in- 
formation. That  could  expose  the  physician  to  a 
possible  damage  suit. 

So  long  as  the  information  supplied  was  truth- 
ful (remembering  the  question,  what  is  “truth”?), 
the  physician  should  not  be  liable  for  supplying 
it.  However,  we  believe  he  should  clear  matters 
with  his  own  attorney  before  forwarding  infor- 
mation to  a credit  bureau.  There  are  many  state 
laws  as  well  as  federal  laws  in  this  area  that  can 
have  far-reaching  implications. 

V.  “Payment  in  Full” 

Occasionally  a patient  will  deliver  a check 
marked  “Payment  in  Full”  even  though  it  is  for 
less  than  the  balance  he  really  owes.  If  the 
doctor  is  nevertheless  determined  to  collect  the 


whole  fee,  recognizing  the  patient’s  ability  to 
pay  and  the  doctor’s  entitlement  to  the  fee,  the 
check  should  not  be  deposited  in  that  form. 
Courts  have  generally  held  that  the  cashing  of 
such  a check  is  an  acceptance  of  the  debtors 
words — his  “offer.”  Thus,  the  balance  of  the 
account  would  not  thereafter  be  legally  collec- 
tible. 

Some  people  have  recommended  that  physi- 
cians merely  cross  out  the  words  “Payment  in 
Full,”  cash  the  check,  and  bill  the  patient  for 
the  difference  anyway.  We  are  skeptical  of  this 
advice  since  the  unilateral  action  may  not  be 
enough  to  keep  the  balance  collectible.  If  a 
physician  wants  to  consider  such  a step,  recog- 
nizing our  skepticism,  he  should  ask  his  attorney’s 
view  under  the  specific  patient  situation  before 
him. 

One  might  instead  return  the  check  (unen- 
dorsed) with  a certified  letter  to  the  debtor  stat- 
ing that  the  check  sent  (fisting  the  amount)  was 
not  “Payment  in  Full”  and  requesting  payment 
of  the  specified  full  amount.  This  is  the  “safest” 
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Telephone  798-2520 
If  No  Answer, 
Call  738-9180 

E.  H.  Eaton,  Director 

CLAYMONT  MEDICAL  LABORATORY 

Office  Hours 
Daily  9 A.M.  to  3 P.M. 
Eves.  Tues.,  Wed.,  Thurs. 
6 to  9 P.M. 

Sat.  8 A.M.  to  12  Noon 

1320  PHILADELPHIA  PIKE 
WILMINGTON,  DEL  19809 

route  to  take,  although  it  may  result  in  non-col- 
lection of  even  the  previously  mailed  amount. 

As  another  approach,  the  check  marked  “Pay- 
ment in  Full”  might  be  held,  although  not  cashed 
or  even  endorsed,  while  a certified  letter  is  sent 
to  the  debtor.  That  letter  could  state  that  the 
check  is  being  retained  while  confirming  the  total 
balance.  It  would  continue  that  the  doctor  does 
not  intend  to  cash  the  check  until  the  debtor 
remits  the  balance  owed. 

VI.  Bankrupt  Patients 

The  Federal  Bankruptcy  Laws  are  complex 
and  extensive.  A doctor  encountering  a patient 
bankruptcy  situation  should  contact  his  attorney 
to  determine  the  best  way  to  handle  things.  We 
have  a few  general  comments. 

If  a patient  goes  into  bankruptcy,  payments 
will  be  made  (out  of  whatever  assets  exist)  to 
those  who  have  filed  valid  claims.  A claim  form 
can  be  obtained  from  the  bankruptcy  section  of 
the  local  federal  district  court,  filled  in  by  the 
doctor,  and  returned  to  the  court.  When  notice 
of  a hearing  arises,  the  physician  himself  need 
not  attend.  Such  action  may  result  in  only 


partial  payment,  depending  on  the  assets  and 
debts  involved,  but  we  believe  it  is  usually 
worth  the  effort  of  a few  postage  stamps  and  a 
little  preparation  time. 

If  a patient  has  filed  for  bankruptcy  and  the 
physician  had  not  known  or  been  notified  of  the 
action,  the  doctor  ( an  “unlisted  creditor” ) might 
still  be  able  to  collect  after  the  bankruptcy  ac- 
tion. In  some  situations,  the  physician  may  then 
be  able  to  collect  in  full  since  the  “discharged” 
debtor  may  be  in  better  financial  condition  than 
before. 

VII.  Domestic  Squabbles 

We  often  hear  of  difficulties  in  attempting  to 
collect  for  services  to  a spouse  or  child  involved 
in  a marital  break-up  situation. 

We  feel  strongly  that  the  physician  should 
avoid  being  placed  in  the  middle  of  squabbles 
over  which  spouse  owes  him  his  fee.  He  should 
insist  on  its  payment  by  the  parent  or  individual 
with  whom  he  is  directly  involved.  Any  ques- 
tion as  to  the  ultimate  responsibility  between  the 
husband  and  wife  should  be  resolved  between 
them  after  the  doctor  has  been  paid. 
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The  doctor  might  nevertheless  discreetly  in- 
quire as  to  who  is  specifically  responsible.  But 
he  must  make  it  clear  that  the  medical  services 
are  provided  to  the  individual  who  is  before  him 
and  that  ultimate  responsibility  is  not  his  office's 
concern. 

VIII.  Legal  Action 

Not  surprisingly,  physicians  are  usually  re- 
luctant to  take  a patient-creditor  to  court.  They 
feel  either  that  the  aotion  will  bring  “bad  will’’ 
or  that  it  is  not  worth  the  cost  and  bother,  or 
both.  More  physicians  are,  however,  recogniz- 
ing that  it  is  not  such  a bad  alternative  after  all. 

A court  judgment  can  be  of  tremendous  ad- 
vantage in  collecting  from  an  even  moderate  in- 
come patient.  In  Delaware,  the  judgment  might 
be  sought  in  the  small  claims  court  with  minimal 
cost  and  effort.  The  filing  fee  is  modest  ( usually 
in  the  $10  range),  and  the  physician  will  gen- 
erally not  have  to  appear  at  the  hearing.  The 
form  involved  is  simple  to  prepare  (usually  the 
Magistrate  or  his  assistants  will  help),  and  an 
attorney  is  not  needed.  In  most  cases,  the  pa- 


tient with  no  real  defense  to  the  claim  will  not 
appear,  upon  which  a “default  judgment”  can  be 
entered  against  him. 

A default  judgment  can  be  recorded  in  the 
county  court  house,  effectively  preventing  him 
from  selling  his  home  or  other  local  real  estate 
without  “clearing  the  title.”  Furthermore,  in 
cases  that  warrant  it,  action  can  be  taken  to 
satisfy  the  judgment,  including  perhaps  to  “at- 
tach” certain  assets  or  even  “garnish”  the  pa- 
tient’s wages.  Such  action,  admittedly  rather 
harsh  in  some  circumstances,  is  available  where 
determined  appropriate. 

IX.  Conclusion 

There  is  a variety  of  complex  legal  aspects  to 
the  collection  process.  A medical  practice  should 
be  sure  to  deal  with  its  own  local  attorney  before 
taking  any  steps  involving  any  area  of  uncer- 
tainty. The  law  in  this  area  is  becoming  still 
more  complex  and  more  consumer  oriented  as 
time  goes  on,  and  hence  one  must  be  more  care- 
ful than  ever  to  be  sure  that  he  stays  within  the 
law. 


LOOKING  FOR  A NEW  CAR? 

Tired  of  Sales  Pitches  and  Confusing  Specials? 

WHOLESALE  NEW  KAR,  automotive  buying  service,  can  save  you  time  and  money 
on  the  purchase  of  any  new  American-made  car  or  light  truck.  GENERAL  MOTORS, 
FORD  MOTOR  COMPANY,  AMERICAN  MOTORS,  CHRYSLER  CORPORATION:  pur- 
chase the  exact  car  you  want,  equipped  as  you  wish,  delivered  through  a factory 
franchised  dealer  with  full  warranty  protection,  in  the  comfort  of  your  home  or 
office  and  save  money!  Know  you  are  getting  a FAIR  DEAL  without  the  headaches 
normally  associated  with  new  car  buying.  Complete  leasing  services  available 
soon.  Ask  about  other  money-saving  delivery  methods  including  bonded  driver 
delivery  direct  to  your  front  door! 

WHOLESALE  NEW  KAR 

1605  PENNSYLVANIA  AVENUE 

(Realtors  Building — Downstairs) 

WILMINGTON,  DELAWARE  19806 

(302)-656-3618 
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H.B.294  Relating  to  Professions  and  Occupations;  and  Re- 

moving Certain  Restrictions  in  the  Manner  in  Which 
Professional  and  Occupational  Regulatory  Boards  are 

Appointed  (Riddagh,  Oberle) Opposed Still  in  committee 


When  choosing  a diuretic 
for  day-in-day-out 
hypertension  control  with 
comfortable  compliance... 


The  agent  you  choose  in  mild  to  moderate 
essential  hypertension  should  offer  (1)  long-term 
effectiveness,  (2)  patient  comfort  and  compliance. 

Zaroxolyn  offers  both. 

In  one  long-term  study1  Zaroxolyn  brought 
moderately  elevated  (average  161/109  mm  Hg) 
blood  pressure  down  to  the  range  of  normo- 
tension  — and  held  it  there  for  a year  or  more. 

The  investigator  noted,  "Patient  cooperation  was 
surprisingly  good  for  a study  of  such  duration 
\2Vi  years].  The  once-daily  dosage  schedule  with 


metolazone  [Zaroxolyn]  no  doubt  contributed  to 
patient  compliance'.' 

Overall  compliance  with  Zaroxolyn  is  good  — 
very  good.  An  analysis  of  controlled  clinical 
studies  involving  188  Zaroxolyn  patients  showed 
that  only  eight  discontinued  therapy  because  of 
side  effects.  That's  a discontinuation  rate  of  only 
4.3%,  and  broader  clinical  experience  appears  to 
substantiate  this  low  rate? 

Zaroxolyn.  For  long-term  control  and  comfortable 
compliance  in  mild  to  moderate  hypertension. 


Recommended  initial  dosage  in  mild  to  moderate  essential  hypertension-2‘/2  to  5 mg  once  daily 

Zafi>xolyrL 

(metolazone,  Pennwalt) 

2V2-mg,  5-mg  and  10-mg  tablets 

once-daily  antihypertensive  diuretic 


Before  prescribing,  see  complete  prescribing 
information  in  the  package  insert,  or  in  PDR,  or 
available  from  your  Pennwalt  representative.  The 
following  is  a brief  summary  Indications: 
Zaroxolyn  (metolazone)  is  an  antihypertensive 
diuretic  indicated  for  the  management  of  mild  to 
moderate  essential  hypertension  as  sole  thera- 
peutic agent  and  in  the  more  severe  forms  of 
hypertension  in  conjunction  with  other  anti- 
hypertensive agents  Also,  edema  associated  with 
heart  failure  and  renal  disease  Contraindications: 
Anuria,  hepatic  coma  or  precoma;  allergy  or 
sensitivity  to  Zaroxolyn  Or,  as  a routine  in  other- 
wise healthy  pregnant  women  Warnings:  In 
theory  cross-allergy  may  occur  in  patients 
allergic  to  sulfonamide-derived  drugs,  thiazides 
or  quinethazone  Hypokalemia  may  occur,  and  is 
a particular  hazard  in  digitalized  patients, 
dangerous  or  fatal  arrhythmias  may  occur 
Azotemia  and  hyperuricemia  may  be  noted  or 
precipitated.  Considerable  potentiation  may 
occur  when  given  concurrently  with  furosemide. 
When  used  concurrently  with  other  antihyper- 
tensives, the  dosage  of  the  other  agents  should 
be  reduced  Use  with  potassium-sparing  diuretics 
may  cause  potassium  retention  and  hyper- 
kalemia Administration  to  women  of  childbearing 


age  requires  that  potential  benefits  be  weighed 
against  possible  hazards  to  the  fetus.  Zaroxolyn 
appears  in  the  breast  milk  Not  for  pediatric  use 
Precautions:  Perform  periodic  examination  of 
serum  electrolytes.  BUN,  uric  acid,  and  glucose 
Observe  patients  for  signs  of  fluid  or  electrolyte 
imbalance  These  determinations  are  particularly 
important  when  there  is  excessive  vomiting  or 
diarrhea,  or  when  parenteral  fluids  are  admin- 
istered. Patients  treated  with  diuretics  or  corti- 
costeroids are  susceptible  to  potassium  deple- 
tion. Caution  should  be  observed  when  adminis- 
tering to  patients  with  gout  or  hyperuricemia  or 
those  with  severely  impaired  renal  function 
Hyperglycemia  and  glycosuria  may  occur  in 
latent  diabetes  Chloride  deficit  and  hypo- 
chloremic alkalosis  may  occur  Orthostatic 
hypotension  may  occur  Dilutional  hyponatremia 
may  occur  in  edematous  patients  in  hot  weather 
Adverse  Reactions:  Constipation,  nausea, 
vomiting,  anorexia,  diarrhea,  bloating,  epigastric 
distress,  intrahepatic  cholestatic  jaundice, 
hepatitis,  syncope,  dizziness,  drowsiness,  vertigo, 
headache,  orthostatic  hypotension,  excessive 
volume  depletion,  hemoconcentration,  venous 
thrombosis,  palpitation,  chest  pain,  leukopenia, 
urticaria,  other  skin  rashes,  dryness  of  rnouth, 


hypokalemia,  hyponatremia,  hypochloremia. 
hypochloremic  alkalosis,  hyperuricemia,  hyper- 
glycemia, glycosuria,  raised  BUN  or  creatinine, 
fatigue,  muscle  cramps  or  spasm,  weakness, 
restlessness,  chills,  and  acute  gouty  attacks 
Usual  Initial  Once-Daily  Dosages:  mild  to 
moderate  essential  hypertension  — 2'/2  to  5 mg, 
edema  of  cardiac  failure— 5 to  10  mg,  edema  of 
renal  disease— 5 to  20  mg  Dosage  adjustment 
may  be  necessary  during  the  course  of  therapy 
How  Supplied:  Tablets,  2’/2,  5 and  10  mg 

References: 

1 Dornfeld  L,  Kane  R Metolazone  in  essential 
hypertension  The  long-term  clinical  efficacy  of 
a new  diuretic  Curr  Ther  Res  18:  527-533.  1975 

2 Data  on  file,  Medical  Department,  Pennwalt 
Prescription  Products. 


(SPennwuj 

Pennwalt  Prescription  Products 
Pharmaceutical  Division 
Pennwalt  Corporation 
Rochester  New  York  14603 


S.B.35  Relating  to  Athletics  in  State-Supported 
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ditoriaU 

RADIOLOGY:  A TIME  FOR  CHANGE 

That  there  is  a challenge  to  American  medi- 
cine to  become  increasingly  cost-  and  care-effec- 
tive is  well  known.  The  implications  of  this 
challenge  as  it  relates  to  the  use  of  diagnostic 
radiology  are  less  discussed. 

About  six  per  cent  of  health  care  expenditure 
in  this  country  can  be  attributed  to  the  use  of 
diagnostic  radiology.  A study  published  in  1969 
showed  the  number  of  radiological  examinations 
to  be  increasing  approximately  8 per  cent  each 
year.  Furthermore,  there  is  continuing  concern 
about  the  health  hazards  of  low  dose  radiation 
received  during  diagnostic  radiology  procedures. 
The  widespread  use  of  newly  developed  tech- 
nologies in  radiology,  especially  computerized 
tomography,  can  reasonably  be  expected  to  have 
impact  in  the  above  areas.  As  cries  for  change 
grow  louder,  increasing  pressures  will  be  applied 
to  the  health  care  system,  quite  likely — at  least 
initially — to  the  more  highly  technological  areas 
of  medicine  such  as  radiology.  It  is  obvious, 
however,  that  the  entirety  of  the  medical  pro- 
fession will  be  immediately  affected. 

While  the  increased  use  of  diagnostic  radiology 
can  fairly  be  said  to  reflect  improved  capability 
to  benefit  patient  care,  there  is  little  doubt  that 
it  also  reflects  to  a certain  extent  over-utilization 
of  this  tool.  One  obvious  source  of  over-utiliza- 
tion is  in  the  area  of  so-called  defensive  medi- 
cine. Legal  considerations  are  playing  an  in- 
creasing role  in  physicians’  decisions  on  patient 
management;  that  they  should  do  so  is  supported 
by  insurance  companies  as  well  as  hospital  ad- 
ministrators, who  naturally  hope  to  avoid  po- 
tential litigation. 

Recently,  an  American  College  of  Radiology 
efficacy  study  has  -shown  that  in  emergency  situ- 
ations 11%  of  radiological  examinations  were  re- 
quested primarily  for  medico-legal  purposes.  In 
non-emergency  situations  as  well,  x-rays  are  fre- 
quently ordered  by  the  physician  because  of  his 
concern  for  the  potential  malpractice  threats. 
Other  sources  of  over-utilization  in  this  country 
include  repetition  of  examinations  done  previ- 


ously in  private  offices  after  admission  of  a pa- 
tient to  the  hospital,  ordering  by  overworked 
physicians  of  multiple  x-ray  examination  as  a 
substitute  for  a more  time-consuming  history  and 
physical  examination,  inadequate  history  on  the 
requisition  form  resulting  in  an  inappropriate  or 
incomplete  examination,  and  scheduling  of 
multiple  radiological  studies  at  the  time  of  initial 
work-up  with  failure  to  cancel  remaining  studies 
if  the  pertinent  diagnosis  is  confirmed. 

Furthermore,  there  are  a number  of  examina- 
tions performed  frequently  for  which  there  is 
evidence  that  little  is  gained.  These  include:  a 
plain  abdomen  film  when  ureteral  calculus  is 
suspected,  routine  I.V.P.  on  all  hypertensive  pa- 
tients, baseline  I.V.P.  on  gynecologic  patients  for 
comparison  in  the  event  of  subsequent  ureteral 
damage,  routine  serial  radiological  documenta- 
tion of  clinical  recurrence  or  healing  of  duodenal 
ulcer  disease,  routine  completion  of  coupled  re- 
quests for  oral  oholecystogram  and  upper  G.I. 
series  when  symptoms  are  typical  of  one  system 
or  the  other,  and  the  metastatic  bone  survey  in 
patients  without  localized  symptoms,  to  name  a 
few. 

It  is  suggested  that  the  role  of  radiologists  in 
relation  to  their  clinical  colleagues  must  change 
in  response  to  the  situation  discussed  above. 
Rather  than  continuing  the  time-honored  custom 
of  the  referring  physician  deciding  which  studies 
are  to  be  performed  and  interpreted  by  the  radi- 
ologist, the  radiologist  must  be  encouraged  to 
assume  the  role  of  consultant,  offering  advice  to 
referring  colleagues  concerning  the  appropriate 
radiologic  management  of  the  patient.  Increas- 
ing closeness  of  the  relationship  among  the  pa- 
tient, the  referring  physician,  and  the  radiologist 
should  be  the  goal. 

The  problem-solving  methodology  which  is 
gaining  popularity  in  medicine  must  be  applied 
to  diagnostic  radiology.  Rather  than  the  tradi- 
tional data  gathering  approach  to  the  work-up, 
pathways  that  lead  most  simply  to  the  diagnosis 
must  be  devised  as  a team  effort.  The  greater 
efficiency  that  must  be  generated  by  such  co- 
operation can  be  expected  to  have  a positive 
effeot  on  our  relationship  with  the  public,  the 
government,  and  the  medico-legal  profession. 

J.S.W. 
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CLINICAL  CHEMISTRY  IN  DIAGNOSIS  AND  TREAT- 
MENT by  Joan  F.  Zilva,  M.D.  and  P.  R.  Pannall, 
M.B.,  2nd  edition,  Year  Book  Medical  Publishers, 
Chicago,  1975.  498  pp.  Price  $17.95. 

A recent  editorial  in  the  New  England  Journal 
of  Medicine1  and  subsequent  correspondence- 
praised  the  practicality  and  conciseness  of  British 
medical  textbooks,  some  of  which  are  hard  to 
find  in  the  United  States.  Zilva  and  Pannall’s 
book  is  a good  example  of  what  Dr.  Barnett 
meant  in  his  editorial.  Each  chapter  deals  briefly 
with  the  pathopsysiology  of  the  system  under 
discussion,  but  the  major  emphasis  is  on  the 
use  of  the  clinical  biochemistry  laboratory  in  the 
diagnostic  process.  Some  chapters  are  outstand- 
ing, eg,  the  chapters  on  hydrogen  ion  homeo- 
stasis and  calcium  metabolism,  and  many  others 
are  very  good.  Each  chapter  contains  a brief 
summary,  and  key  review  articles  are  listed.  Ap- 
pendices to  many  of  the  chapters  detail  practical 
points  in  the  tests  which  are  used  for  a particular 
diagnosis. 

One  of  the  criticisms  of  the  first  edition  of  this 
book  was  the  lack  of  any  listing  of  “normal” 
values.  The  authors  include  these,  reluctantly, 
in  the  new  edition,  leaving  a blank  column  in 
the  listing  for  the  student  to  fill  in  the  values 
for  his  own  laboratory.  Incorporated  also  in  this 
table  are  value  in  S.I.  units.  The  S.I.  unit  is  al- 
ready widely  used  in  Europe,  Canada  and  Aus- 
tralasia, and  hence  found  in  journals  from  these 
countries.  It  has  been  slow  to  gain  acceptance 
in  the  United  States,  but  adoption  by  clinical 
laboratories  is  probably  inevitable. 

This  book  is  aimed  at  the  medical  student, 
and  it  is  one  of  the  books  we  recommend  for  the 
clinical  pathology  course  at  the  University  of 
Pennsylvania;  however,  it  is  also  of  considerable 
use  to  the  resident  in  pathology,  and  house  staff 
in  general.  The  practicing  physician  would  also 
find  it  of  value. 

My  one  criticism  is  the  price,  which  may  be 
reasonable  by  American  standards.  I had  thought 
that  the  value  of  the  pound  was  falling;  how 
then  can  a book  whioh  is  printed  and  published 
in  England  cost  £4.00  there,  but  $17.95  in  the 


United  States,  a rate  of  exchange  not  even  in  ex- 
istence 30  years  ago?  However,  it  is  well  worth 
the  price,  and  I highly  recommend  the  book  to 
anyone  wishing  background  information  on  the 
work  done  in  the  clinical  chemistry  department. 

P.  John  Pegg,  M.D. 

REFERENCES 
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NEJM  29S  : 1 75,  1976. 
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ADVANCES  IN  INTERNAL  MEDICINE  edited  by 
Gene  H.  Stollerman,  M.D.,  William  J.  Harrington, 
M.D.,  Joseph  B.  Kirsner,  M.D.,  Charles  E.  Koss- 
mann,  M.D.,  Marvin  D.  Siperstein,  M.D.  Vol.  21, 
Year  Book  Medical  Publishers,  Chicago,  1976.  612 
pp.  Illus.  Price  $25.00. 

This  is  a well-edited  book  with  carefully  se- 
lected topics.  When  one  looks  over  the  list  of 
subjects  from  the  three  preceeding  volumes,  one 
is  impressed  by  the  variety  of  topics  covered. 
The  editors  offer  a brief  preview  of  the  articles 
which  allows  the  reader  to  make  a choice  of  sub- 
jects of  special  interest  for  more  careful  reading. 

While  the  articles  are  generally  of  high  quality, 
several  struck  this  reviewer  as  especially  meri- 
torious. The  review  of  Diagnosis  and  Manage- 
ment of  Gastrointestinal  Reflux  bv  Sidney  Cohen 
was  scholarly  with  a careful  presentation  and 
weighing  of  the  important  facts.  He  details 
management  of  this  common  problem  from  the 
most  simple  to  the  most  complex.  Infections  by 
Anerobic  Bacteria  of  the  Bowel  by  Jay  Good- 
man was  excellent  and  represents  a protovpe  of 
what  should  be  in  a book  of  this  sort.  Recent 
Advances  in  Abdominal  Angiography  by  Novel- 
line and  the  group  from  Massachusetts  General 
is  excellent  with  superb  illustrations  This  is 
recommended  for  anyone  with  even  peripheral 
interest  in  this  subject. 

There  were  excellent  discussions  of  such  varied 
subjects  as  Hirsutism  and  Hyperandrogenism; 
Anginal  Syndrome  without  Coronary  Artery  Dis- 
ease; the  Acute  Bacterial  Diarrheas  and  the  Clin- 
ical Implications  of  Red  Cell  Shape. 
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MEDICAL  AND  AUDIOLOGICAL 
REFERRALS  FULFILLED 

WILLIAM  E.  ALLEN 

LICENSED  DISPENSER  OF  CUSTOM  MADE 
HEARING  AIDS 

TRI-COUNTY  HEARING 
AID  SERVICE 

1401  PENNSYLVANIA  AVENUE 
WILMINGTON,  DELAWARE  19806 
SUITE  1511 

WILMINGTON:  655-2811 
KENT:  674-0199 
SUSSEX:  856-9693 

HOURS  BY  APPOINTMENT 
FREE  VALET  PARKING 


This  last  dissertation  contained  a new  ( for  me ) 
classification  of  abnormally  shaped  red  blood 
cells  in  which  I was  interested  to  learn  that  a 
“Drepanocyte”  is  what  I formerly  knew  as  a 
sickle  cell.  If  you  buy  this  book,  you  will  be 
prepared  when  your  laboratory  starts  to  report 
using  this  terminology. 

The  above  aside,  this  is  an  interesting  and 
informative  book,  and  even  the  price  should  not 
be  a discouragement.  It  is  highly  recommended. 

Leonard  P.  Lang,  M.D. 
tf?  MS 

GASTROINTESTINAL  DISORDERS:  A PATHOPHY- 
SIOLOGIC APPROACH  by  Norton  J.  Greenberger, 
M.D.,  Daniel  H.  Winship,  M.D.,  Year  Book  Medical 
Publishers,  Chicago,  1976.  363  pp.  Price  $19.50. 

This  is  the  third  volume  to  appear  in  the  In- 
ternal Medicine  series  put  out  by  Year  Book 
Medical  Publishers.  In  contrast  to  the  ponder- 
ous tomes  dealing  with  the  subject  of  gastroen- 
terology this  book  appears  rather  frail.  To  those 


of  us  not  specializing  in  gastroenterology,  the 
sheer  size  of  some  of  the  currently  available  and 
reasonably  comprehensive  texts  is  enough  to 
make  the  bravest  quail  at  the  thought  of  picking 
them  up,  considering  the  possibility  of  slipped 
disos  and  tom  ligaments,  much  less  reading  such 
massive  encyclopediae.  ■ 

The  relative  size  of  this  book,  in  terms  of 
weight  as  well  as  content,  may  bring  a sigh  of 
relief  to  those  of  us  who  have  long  looked  for  a 
reasonably  comprehensive  and  well  written  text 
on  gastrointestinal  disorders. 

The  authors  in  the  preface,  state  that  they 
have  not  attempted  to  write  a comprehensive 
text,  and  they  have  not.  The  book  emphasizes 
clinical  interpretation,  and  there  is  a great  deal 
of  emphasis  on  those  conditions  about  which 
many  new  and  recent  theories  have  been  pro- 
posed to  explain  the  pathophysiologic  bases. 

Seven  chapters,  each  with  a discussion  of  the 
normal  anatomy  and  physiology,  are  included. 
Within  the  framework  of  the  individual  chapters, 
the  common  disorders  are  presented  as  well  as 
synopses  of  the  newer  theories  filling  the  medi- 
cal literature  in  past  years:  gastroesophageal  re- 
flux, gastrin  and  secretin,  vasoactive  peptides,  to 
name  a few. 

This  text  will  strongly  recommend  itself  to 
medical  students,  house  staff,  and  general  practi- 
tioners wanting  “a  concise  work  on  new  con- 
cepts of  gastrointestinal  disorders.”0 

Ethan  Flaks,  M.D. 

^Author’s  preface. 

% % % 

THE  PRACTICAL  ART  OF  MEDICINE  by  Robert  B. 

Taylor,  M.D.,  Harper  and  Row  Publishers,  Inc.,  New 
York,  1972.  316  pp.  Illus.  Price  $10.95. 

This  delightful  book  was  published  several 
years  ago,  but  I have  just  come  across  it.  It  is 
going  to  go  on  our  recommended  reading  list 
for  medical  students  who  come  to  Delaware  for 
Family  Practice  rotations,  but  I think  most  prac- 
ticing physicians  would  enjoy  reading  through  it, 
if  only  for  the  aphorisms  that  head  each  chapter. 

For  example,  the  chapter  about  medical  re- 
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cords  is  headed  by  this  comment  from  Sir  F.  M. 
R.  Walshe  on  a record  written  by  an  Australian 
medical  student  working  in  a London  hospital: 
“Good  God!  This  is  a dreadful  record.  You 
can’t  tell  anything  about  the  patient.  You  can't 
tell  whether  he’s  married,  single,  or  Australian!” 

Dr.  Taylor’s  introduction  is  called  “What  You 
Didn’t  Learn  in  Medical  School”  and  moves  on 
from  there,  so  that  Chapter  22  is  entitled  “Those 
Pesky  Third  Parties,”  and  Chapter  24,  “How  to 
Survive  the  Practice  of  Medioine.” 

Some  more  of  the  goodies: 

“The  thought  of  suicide  is  a great  consolation: 
by  means  of  it  one  gets  successfully  through 
many  a bad  night.”  Friedrich  Nietzsche. 

“Medicine  is  a science  of  uncertainty  and  an 
art  of  probability.”  Sir  William  Osier. 

Bernadine  Z.  Paulshock,  M.D. 


CURRENTS  IN  AMERICAN  MEDICINE  by  Julius  Rich- 
mond,  M.D.,  Harvard  University  Press,  Cambridge, 
Massachusetts,  1970.  122  pp.  Price  $5.50. 

This  little  book  (one  evening’s  reading)  by 
two  prestigious  medical  educators  attempts  to 
trace  development  in  American  medicine  over 
the  past  twenty  years,  to  evaluate  where  we 
stand  at  the  present  time,  and  to  offer  sugges- 
tions or  plans  for  the  future.  As  with  all  such 
books  it  represents  a point  of  view,  and  it  is  very 
clear  from  reading  it  that  the  point  of  view  is 
not  that  of  the  physician-practitioner.  It  is  im- 
portant for  us  to  understand  this  point  of  view, 
however,  because  it  is  the  one  repeatedly  pre- 
sented to  our  legislators  and  to  thoughtful  lay- 
men. Since  this  is  the  point  of  view  put  down 
in  writing,  this  is  the  one  that  goes  down  in  che 
history  books.  The  book  presents  a few  new 
insights  (eg,  nursing  shortages  are  relieved  dur- 
ing a recession)  and  a few  positions  that  seem 
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surprisingly  inconsistent  and  illogical;  however, 
on  the  whole  it  is  interesting  reading. 

In  spite  of  the  increasingly  progressive  posi- 
tion of  the  American  Medical  Association  the 
authors  portray  it  as  reactionary  and  attribute 
this  to  dominance  by  an  “Old  Guard”  who  strug- 
gled up  through  the  political  ranks  during  and 
immediately  after  the  depression  of  the  ’30’s. 
Interestingly  they  feel  that  the  salaried  staff 
of  the  AMA  really  sets  policy  in  anticipation 
of  Board  positions.  The  book  reviews  the  impact 
of  federal  research  grants  on  medical  schools 
which  led  to  tremendous  expansion  of  facilities 
and  faculty  and  increased  the  power  of  depart- 
ment heads  at  the  expense  of  the  dean’s  office. 
The  passing  of  that  era  is  attributed  to  lack  of 
leadership  by  the  deans  and  a political  inepti- 
tude on  the  part  of  the  Association  of  American 
Medical  Colleges. 

The  relationship  between  departmental  domi- 
nance and  increasing  specialization  seems  ob- 
vious with  its  fixation  on  disease  rather  than  pa- 
tient. In  reviewing  the  present  situation  some 
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notice  is  taken  of  the  breakdown  of  doctor-pa- 
tient relationships  due  to  this,  plus  a highly 
mobile  population  and  increasing  emphasis  on 
high  quality  sophisticated  care.  The  major  prob- 
lems at  present  are  identified  as  accidents,  pollu- 
tion, mental  health,  preventive  medicine,  and 
new  ways  of  delivering  medical  care. 

In  offering  plans  and  directions  for  the  future 
it  is  understandable  that  these  authors  with  a 
background  in  education  emphasize  the  roles  of 
the  medical  schools.  They  propose  a more  flexible 
curriculum  with  opportunities  for  students  to 
“major”  in  any  of  a number  of  different  areas. 
The  responsibility  for  the  education  of  students 
in  each  major  would  rest  with  interdepartmental 
oommittees,  a system  developed  at  Case  Western 
Reserve  over  the  past  ten  years.  They  envision 
medical  schools  as  setting  up  model  practice  units 
so  that  students  can  develop  a mental  concept 
of  what  the  ideal  practice  should  be  like. 

In  looking  at  the  book  critically  I find  it  curi- 
ous that  in  spite  of  the  unquestioned  intellect 
and  astuteness  of  the  authors  they  have  the  clas- 
sic academic  blind  spot  peculiar  to  the  United 
States  which  sees  teaching  and  research  as  in- 
separable. They  fail  to  see  the  relationship  be- 
tween this  and  ultraspecialization,  the  inability 
of  medical  schools  to  develop  good  models  of 
health  care  delivery,  and  the  need  any  M.D. 
entering  practice  finds  to  reorient  himself  to 
patients  instead  of  to  disease.  They  clearly  favor 
government-financed  and  controlled  medicine, 
ignoring  examples  set  by  the  VA,  the  US  Public 
Health  Service,  and  municipal  hospital  systems 
in  all  major  cities  and  others.  They  ignore  the 
highly  inflationary  impact  of  Medicare-Medicaid 
on  health  care  costs  which  any  economist  would 
consider  elementary,  and  instead  blame  these  on 
poor  administration  of  health  institutions.  They 
bemoan  the  lack  of  innovation  in  administration 
and  organization,  apparently  unaware  of  the 
revolutionary  developments  in  these  fields  in 
recent  years.  Finally,  they  blame  the  AMA  for 
the  failure  of  prepaid  closed  panel  group  prac- 
tices to  spread  and  flourish.  In  actual  fact  the 
US  Supreme  Court  ruled  in  1943  that  the  AMA 
could  not  actively  oppose  such  groups,  and  this 
has  been  strictly  enforced.  The  failure  of  such 
group  practices  has  been  due  to  other  far  more 
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complex  factors,  and  it  is  interesting  that  the 
medical  schools  which  constantly  push  for  pre- 
paid group  practice  have  failed,  with  very  few 
exceptions,  to  develop  their  own. 

To  repeat,  the  book  is  interesting  reading  but 
reflects  a specific  point  of  view  which  many  of 
us  at  times  find  difficult  to  understand. 

E.  Wayne  Martz,  M.D. 


Vi  it'  it' 

INFECTION  IN  THE  FEMALE  by  William  J.  Ledger, 
M.D.,  Lea  & Febiger,  Philadelphia,  1977.  240  pp. 
Price  $ 1 2.00. 

Recent  interest  in  infectious  disease  in  obste- 
trics and  gvnecology  has  grown  exponentially. 
The  burgeoning  enthusiasm  has  centered  around 
a group  of  obstetricians  and  gynecologists  who 
have  emphasized  to  the  profession  the  impor- 
tance of  meticulous  evaluation  of  infection  and 
knowledgeable  application  of  antimicrobial 
agents.  The  dean  of  this  subspecialty  is  Dr. 
William  J.  Ledger,  author  of  Infections  in  the 
Female. 

This  monograph  is  delightfully  readable,  re- 
freshingly concise,  yet  immensely  informative. 
The  style  is  relaxed,  and  the  facts  are  developed 
logically  and  clearly.  Appropriate  illustrations 
are  abundant  and  reinforce  principles  in  the  writ- 
ten text. 

The  monograph  begins  by  putting  infectious 
disease  in  obstetrics  and  gynecology  in  historical 
perspective.  Attention  is  next  focused  on  the 
proper  methods  of  specimen  collection.  Often- 
confusing  classification  of  micro-organisms  is 
simplified,  and  laboratory  testing  of  antibiotics 
is  reviewed.  A nice  survey  of  host  defense 
mechanisms  is  explored.  The  bridging  of  the 
gap  between  basic  science  and  clinical  applica- 
tion is  presented  as  an  overview  of  the  nature  of 
infections  in  obstetrics  and  gynecology.  The 
clinically  applicable  chapters  take  the  basic 
science  principles  developed  in  the  previous  sec- 
tions and  integrate  them  into  the  management 
of  the  female  with  an  infection.  This  is  the 
vintage  Ledger,  with  many  of  his  pioneering 
efforts  such  as  the  fever  index,  prophylactic  anti- 
biotics, septic  thrombophlebitis,  and  anaerobic 
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infections  detailed.  Each  chapter  has  a gener- 
ous and  up-to-date  bibliography.  The  entire 
monograph  is  elegantly  indexed. 

Infection  in  the  Female  should  be  a part  of 
the  personal  library  of  anyone  involved  in  treat- 
ing the  obstetric  and  gynecologic  patient.  This 
work  is  a classic.  Its  humble  size  does  not 
match  that  of  the  other  tomes  in  medicine,  but 
that  is  part  of  its  greatness. 

Jeffry  I.  Komins,  M.D. 

vi  vi  vi 

ILLUSTRATED  MANUAL  OF  FLUID  AND  ELECTRO- 
LYTE DISORDERS  by  R.  Douglas  Collins,  M.D.,  J. 

B.  Lippincott  Company,  Philadelphia,  1976.  180 
pp.  Illus.  Price  $22.50. 

This  book  is  geared  to  the  diagnosis  and  treat- 
ment of  electrolyte  disorders  encountered  in 
clinical  practice.  This  is  done  with  the  help  of 
multicolored  illustrations  by  Dr.  Collins.  The 
diagrams  are  repeated  throughout  the  text  with 
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appropriate  additions  in  black  and  white.  Fac- 
ing each  diagram  on  the  opposite  page  are  sev- 
eral paragraphs  of  text,  explaining  the  patho- 
physiology, treatment,  and  causes  of  the  dis- 
order illustrated. 

Dr.  Collins  discusses  both  the  normal  and  the 
the  abnormal  findings,  and  recommendation  for 
treatment  is  made,  often  referring  to  a few 
simple  formulas  for  estimating  excesses  and 
deficits.  Tables  that  summarize  the  clinical  fea- 
tures of  fluid  and  electrolyte  disorders  and  that 
give  the  constituents  of  various  reparative  solu- 
tions are  included. 

Tables  of  electrolyte  imbalance  accompanied 
by  the  most  likely  causes  of  each  help  the  reader 
make  a differential  diagnosis.  Finally,  Dr.  Col- 
lins shows  how  he  uses  the  formulas  and  the 
tables  to  solve  various  problems  in  diagnosis  and 
treatment. 

There  is  enough  information  given  the  reader 
to  enable  him  to  identify  an  electrolyte  distur- 
bance and  to  set  about  correcting  it. 

Ethan  Flaks,  M.D. 


A COURSEBOOK  IN  HEALTH  CARE  DELIVERY  by 
Sidney  Shindell,  M.D.,  LL.B.,  Jeffrey  C.  Scalloway, 
Ph.D.,  and  Colette  M.  Oberembt,  M.S.W.,  Apple- 
ton-Century-Crofts,  New  York,  1976.  603  pp.  Price 
$22.50. 

This  book  evolved  from  a course  presented  to 
students  at  the  Medical  College  of  Wisconsin. 
The  first  261  pages  give  a systematic  review  of 
the  major  problems  individuals  and  their  families 
encounter  from  birth  through  old  age.  It  discus- 
ses congenital  defects,  poverty,  the  family  unit, 
alcohol  and  drug  addiction,  mental  illness,  and 
aging.  For  the  busy  practicing  physician,  this 
part  of  the  book  is  not  needed,  except  as  an 
overview. 

The  remainder  of  the  book  examines  the  health 
care  delivery  system,  including  the  legal  and 
ethical  framework  for  medical  practice.  It  dis- 
cusses Medicare  and  Medicaid,  legislative  pro- 
posals for  National  Health  Insurance,  PSRO, 
multiphasic  screening,  attempts  to  increase  medi- 
cal manpower  by  such  measures  as  physician 
extenders,  more  training  programs  for  primary 
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care  physicians,  and  group  practice.  Finally  it 
reviews  efforts  to  improve  health  by  preventive 
care  and  by  protection  of  the  environment. 

This  is  an  especially  valuable  book  for  any 
physician  involved  in  teaching  medical  students 
or  medical  residents. 

David  Platt,  M.D. 

% 

PRACTICAL  APPROACHES  TO  PEDIATRIC  RADI- 
OLOGY by  Andrew  K.  Poznanski,  M.D.,  Year  Book 
Medical  Publishers,  1976.  462  pp.  Illus.  Price 
$31.50. 

This  is  a practical  manual  rather  than  a hand- 
book, written  and  edited  by  Dr.  A.  Poznanski  in 
collaboration  with  eight  co-authors,  six  from  the 
University  of  Michigan  Medical  Center.  Begun 
seven  years  ago  as  a manual  for  residents,  it  has 
been  expanded  into  an  excellent  and  most 
complete  practical  manual  of  18  chapters  and 
three  appendices.  Each  chapter  is  followed  by 
an  extensive  bibliography,  with  most  references 
dating  from  the  ’60’s  and  ’70’s.  The  bibliography 
is  remarkable  for  accurate  foreign  language 
spellings,  a rare  phenomenon  in  today’s  litera- 
ture. 

Chapter  One  systematically  explains  all  the 
small  but  important  details  that  distinguish  pe- 
diatric radiology  from  general  diagnostic  radi- 
ology. Almost  fifty  pages  are  dedicated  to  the 
general  approach  to  the  pediatric  patient  and  the 
importance  of  acquiring  rapport  with  the  very 
young  patient,  to  gain  his  confidence  and  con- 
sequently cooperation.  Different  devices  for 
immobilization  (some  dating  back  to  the  Vien- 
nese School  of  Radiology  in  the  1930’s)  show 
ingenuity  and  may  help  in  any  institution  where 
pediatric  radiology  is  practiced.  Reduction  in 
radiation  exposure  is  stressed  in  this  chapter  as 
throughout  the  book.  The  chapter  on  the  man- 
agement of  cardiopulmonary  emergencies  in  x- 
ray  departments,  written  by  Drs.  Waldman  and 
Lieding,  is  excellent;  one  wonders  why  such  im- 
portant material  is  not  found  in  other  similar 
publications. 

Six  chapters  deal  with  examinations  of  the 
upper  gastrointestinal  traot,  lower  intestinal 
tract,  genito-urinary  and  biliary  tract,  peritoneo- 
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graphy,  and  chest.  These  chapters  are  extremely 
well  written  and  show  not  only  an  in-depth 
knowledge  of  a myriad  of  different  radiologic 
procedures  but  also  the  specific  problems  en- 
countered in  this  age  group  of  patients. 

Practical  hints  and  lists  of  material  and  in- 
struments needed  for  each  specific  examination, 
interlaced  with  numerous  references  to  articles 
written  bv  the  author,  make  these  ohapters  very 
valuable.  Examinations  of  the  chest  include 
tomography  and  bronchography. 


and  supplies  are  mentioned  for  each  procedure. 

In  conclusion,  this  is  an  extremely  well  written 
and  organized  book.  It  should  and  probably 
will  be  found  in  every  radiology  service  or  office. 
A book  written  in  the  same  manner  and  form  for 
general  diagnostic  radiology  and  applicable  for 
the  adult  patient  is  very  much  needed. 

Alexander  Kovac,  M.D. 

sa  w? 


Chapter  14  written  by  Drs.  Poznanski,  Kuhns, 
and  Garn  discusses  in  a very  thorough  man- 
ner radiologic  evaluation  of  maturation.  Many 
charts,  drawings  of  maturation  centers,  and 
tables  for  quick  reference  are  given;  this  chap- 
ter may  be  of  interest  to  pediatricians  as  well 
as  radiologists. 

Chapter  17  describes  specialized  procedures 
such  as  lymphangiography,  angiography,  angio- 
cardiography, and  myelography,  to  mention  only 
a few.  Indications,  preparations,  complications, 


THE  CURSE:  A CULTURAL  HISTORY  OF  MENSTRUA- 
TION by  Janice  Delaney,  Mary  Jane  Lupton,  and 
Emily  Toth,  E.  P.  Dutton  & Company,  New  York, 
1976.  276  pp.  Price  $9.95. 

Menstruation  is  a topic  both  more  open  and 
more  secretlv  kept  than  certain  top  secret  files 
in  various  government  agencies.  It  is  also 
something  giving  rise  to  various  social  situations, 
stories,  tragedies,  and  jokes,  resulting  in  a book 
which  makes  extremely  interesting  reading. 
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From  the  first,  “The  menstrual  process  has 
inspired  fear  and  wonder-the  loss  of  blood  did 
not  bring  death,  it  came  and  went  regularly  and 
only  the  creation  of  life  could  alter  its  pattern.” 
The  book  discusses  the  assorted  social  restrictions 
and  taboos  found  in  varying  social  groups,  the 
basic  religious  restrictions  and  ancient  medical 
myths,  and  attitudes  in  literature  and  daily  life. 

The  authoresses  have  collaborated  on  the  topic 
of  menstruation  from  a contemporary  point  of 
view,  and  the  book  is  very  informative.  It  is 
marked  by  a lively  style  and  good  scholarship, 
and  it  tells  more  about  menstruation  than  any 
other  book  to  date. 

Ethan  Flaks,  M.D. 


THE  SLEEP  OF  LIFE  by  Richard  Gordon,  M.D.,  The 

Dial  Press,  New  York,  1975.  278  pp.  Price  $7.95. 

Throughout  this  novel  Richard  Gordon’s  style 
is  that  of  a name  dropper.  He  does  his  name- 
dropping  in  a breezy  entertaining  form  within 
which  he  sketches  the  story  of  the  pitfalls,  the 
false  starts,  and  eventual  forward  progress  of 
the  specialty  of  anesthesia. 

Mr.  Gordon’s  leading  character  is  a fictitious 
author,  Guy  Romilly,  who  was  born  at  Purbeck 
Castle,  Dorset,  in  1825,  and  died  at  Putney,  near 
London  in  1905.  Romdlly’s  reminiscences  of  the 
discovery  of  anesthesia  and  of  medicine  and 
medical  men  during  the  mid-1840’s  in  London, 
Edinburgh,  and  in  New  England  (particularly 
Boston)  were  allegedly  written  in  1900  but  re- 
mained unpublished,  at  the  author’s  wish,  until 
this  modern  time.  Through  the  pen  of  Guy 
Romilly,  Richard  Gordon  pokes  fun  at  men  of 
science  whose  inability  to  accept  the  advances  of 
medicine  frequently  retarded  them. 

Anesthetics  were  at  first  considered  a curiosity 
and  advertised  as  such:  “A  GRAND  EXHIBI- 
TION OF  THE  EFFECTS  PRODUCED  BY 
INHALING  NITROUS  OXIDE,  EXHILERA- 
TING  OR  LAUGHING  GAS!  IN  THE  UNION 
HALL,  TUESDAY  EVENING,  DECEMBER 
10,  1884.” 

This  was  the  “informed  consent”  given  for 
amputation  using  a new  agent,  chloroform: 


JOHN  C.  MERKEL 
& SONS,  INC. 
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“You  shall  have  an  inhalation  to  render  you 
insensible  during  the  operation.  You’re  not 
afraid? 

“I  know  I have  to  lose  my  leg,  sir,”  the  patient 
replied  weakly.  “It’s  that  or  meet  my  Maker.” 

Hang  me,  if  we  weren’t  all  blind  drunk  at 
the  end  of  it!  I’ve  not  had  such  revel  since 
Trinity  Hall.’  One  young  doctor  on  the  floor, 
snoring  like  a steam  engine,  the  other  attempt- 
ing to  send  chairs  and  dining-room  table  through 
the  window  ...  Tar  stronger  than  ether,’  said 
Simpson,  quite  unnecessarily,  ...  for  with  the 
words,  he  slid  to  the  floor.  The  noise  was  like 
an  iron-foundry.  I recall  Mr.  Miller,  the  surgeon, 
who  lived  next  door,  coming  round  in  alarm  at 
the  din  and  discovering  Simpson  under  the 
tablecloth.  The  time  was  then  past  three  in  the 
morning,”  says  Romilly. 

Richard  Gordon’s  technique  of  reporting  the 
history  of  anesthesia  and  his  light-hearted  ridi- 


cule of  men  of  medicine  through  Guy  Romilly 
is  amusing  and  well  held  my  interest. 

Rhoslyn  J.  Bishoff,  M.D. 


188th  ANNUAL  MEETING 

MEDICAL  SOCIETY 
of  DELAWARE 

OCTOBER  15,  1977 


1.  ''/s' 


%0.i 


DOCTORS:  STUFF  MORE 
MONEY  INTO  YOUR 
PENSION  PLAN. 

Let  National  Pension  Planners  show  you  how  to 
maximize  your  retirement  plan  contributions  and  de- 
ductions. The  Tax  Reform  Act  of  1974  (ERISA) 
normally  limits  plan  contributions  to  25%  of  salary 
or  $25,000,  whichever  is  smaller.  Even  by  com- 
bining a pension  and  profit-sharing  plan,  corpo- 
rate deduction  is  limited  to  25%- National  Pen- 
sion Planners,  using  ERISA  guidelines,  has 
successfully  combined  plans  that  threw  off 
80%  or  more  to  principals.  That's  80%  of 
the  total  investment  plus  80%  of  the  prin- 
cipal's  salary  And  it’s  totally  tax  deduct- 
% ible! 

Whether  incorporated  or  unincorpo- 
rated, let  National  Pension  Planners 
show  you  how  it's  done. 


VS 


NATIONAL  PENSION  PLANNERS 

1 TAIBOTTOWN,  RQ.  Box  6 
EASTON,  MD.  21601 
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301-822-8220 
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Speakers  on  Speakers  for  September  1977  on  the  Tuesday  radio  program  ( 11:05  a.m.,  WDEL) 

“Ask  the  Doctor”  produced  by  the  Medical  Society  of  Delaware  are:  September  2,  Edward  R. 

Hagcrpian,  M.D.,  Surgery  for  Coronary  Artery  Disease;  September  13,  Carl  1. 
Glassman,  M.D. , Endoscopy;  September  20,  Gregory  Sarmousakis,  M.D.,  Re- 
actions to  Life-Threatening  Illness;  September  27,  Robert  Abel , Jr.,  M.D.  Starting 
on  Eye-Bank  in  Delaware. 


CLINICAL  NOTICES  AND  MEETINGS 

Worker  Health  The  37th  CONGRESS  ON  OCCUPATIONAL  HEALTH  of  the  American  Medical 

Conference  Association  will  be  held  September  19-20,  at  the  Stouffer’s  Riverfront  Towers,  St. 

Louis.  The  Congress  will  be  cosponsored  by  the  National  Institute  for  Occupational 
Safety  and  Health  and  the  Center  for  Disease  Control  of  the  US  Department  of  Health, 
Education  and  Welfare.  Program  topics  will  include  degenerative  diseases  and  back 
injuries;  work  stress  and  job  performance;  role  of  industry  in  preventing  heart  disease; 
toxic  compounds  in  industry;  planning  for  an  industrial  medical  disaster;  toxic  com- 
pounds and  the  community;  and  problems  of  occupational  health  programs.  For 
further  information  contact:  Department  of  Environmental,  Public  and  Occupational 
Health,  AMA,  535  N.  Dearborn  Street,  Chicago,  Illinois  60610. 


Computer  Medicine  The  Yale  University  School  of  Medicine,  Office  of  Graduate  & Continuing  Education  and 

Clinics  The  Society  for  Computer  Medicine  will  present  COMPUTER  MEDICINE  CLINICS, 

September  19-21,  at  the  Sheraton-Park  Plaza  Hotel,  New  Haven,  Connecticut.  The 
course  is  designed  for  practicing  physicians,  nurses,  administrators  and  others  inter- 
ested in  a broad  overview  of  the  use  of  computers  in  medicine.  No  prior  computer 
experience  is  necessary.  The  program  is  acceptable  for  15  credit  hours  in  Category  I 
of  the  Physician’s  Recognition  Award  and  15  elective  hours  by  the  AAFP.  For  in- 
formation contact:  Yale  University  School  of  Medicine,  Office  of  Graduate  and  Con- 
tinuing Education,  333  Cedar  Street,  New  Haven,  Connecticut  06510. 

The  Annual  Scientific  Assembly  of  the  American  Academy  of  Family  Physicians  will 
be  held  October  10-13  at  the  Convention  Center  in  Las  Vegas,  Nevada.  The  theme 
will  be  “30  Years  of  Caring.”  To  register,  contact  AAFP,  1740  West  92nd  Street, 
Kansas  City,  Missouri  64114.  Telephone:  (816)  333-9700. 

Date  and  location  for  a hospital  medical  staff  leadership  workshop  sponsored  by  the 
AMA  are  September  23-25,  Philadelphia.  Topics  to  be  covered  will  include  manage- 
ment development  for  physicians,  medical  risk  management,  and  PSRO.  The  AMA 
workshops  are  designed  for  physicians  active  in  or  planning  to  be  part  of  hospital 
medical  staff  management.  The  workshop  is  applicable  toward  Category  I credit  in 
the  AMA  Physician’s  Recognition  Award  Program.  For  information  contact:  AMA 
Department  of  Hospitals  and  Health  Facilities,  535  N.  Dearborn  Street,  Chicago, 
Illinois  60610. 

The  AMA  will  sponsor  a CME  REGIONAL  MEETING  September  30-October  2,  Home- 
stead Resort  Hotel,  Hot  Springs,  Virginia.  The  program  is  approved  for  Category  I 
credit.  For  information  contact:  AMA,  Department  of  Meeting  Services,  535  North 
Dearborn  Street,  Chicago,  Illinois  60610. 

Pediatric  Nutrition  The  Children’s  Hospital  of  Philadelphia  will  sponsor  NUTRITION  IN  THE  PEDIA- 
TRIC POPULATION,  September  30-October  1 at  the  Children’s  Hospital  in  Philadel- 
phia. The  program  will  include  case  presentations,  didactic  lectures,  and  panel  dis- 
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cussions.  Category  I credit  has  been  applied  for.  For  information  contact:  Patrick 
S.  Pasquariello,  Jr.,  M.D.,  The  Children’s  Hospital  of  Philadelphia,  One  Civic  Center, 
34th  Street  and  Civic  Center  Boulevard,  Philadelphia,  PA  19104. 

American  College  New  England  States  (Me.,  Conn.,  Mass.,  N.H.,  R.I.,  Vt.)  Quebec,  Atlantic  Provinces 
of  Physicians  Regional  Meeting,  American  College  of  Physicians,  Sheraton  Hartford  Hotel  and  Uni- 

Meetings  versity  of  Connecticut  Health  Center,  Hartford,  Connecticut,  October  7-8.  For  in- 

formation contact:  Robert  Scheig,  M.D.,  F.A.C.P.,  University  Health  Center,  VA  Hos- 
pital, 555  Willard  Avenue,  Newington,  Connecticut  06111. 

Maryland  Regional  Meeting,  American  College  of  Physicians,  Baltimore,  Maryland, 
October  8.  For  information  contact:  Richard  B.  Hornick,  M.D.,  F.A.C.P.,  University 
of  Maryland  Medical  School,  29  S.  Greene  Street,  Baltimore,  Maryland  21201 

Metropolitan  Washington  D.C.  Regional  Meeting,  American  College  of  Physicians, 
George  Washington  University  Hospital,  Washington,  D.C.,  November  5.  For  informa- 
tion contact:  Frank  G.  MacMurray,  M.D.,  F.A.C.P.,  3301  New  Mexico  Avenue,  N.W., 
Washington,  D.C.  20016. 

Eastern  Pennsylvania  Regional  Meeting,  American  College  of  Physicians,  Hilton  Hotel, 
Philadelphia,  Pennsylvania,  November  11-13.  For  information  contact:  George  L. 
Jackson,  M.D.,  F.A.C.P.,  Harrisburg  Hospital,  South  Front  Street,  Harrisburg,  Penn- 
sylvania 17101. 


Congestive  Heart  The  University  of  Pennsylvania  School  of  Medicine  will  present  the  STARR  SYM- 

Failure  Symposium  POSIUM  on  “The  Failing  Heart,”  October  12-14,  in  Philadelphia.  The  program  has 

been  approved  for  15  credit  hours  in  Category  I of  the  AM  A Physician’s  Award.  For 
information  contact:  Alfred  P.  Fishman,  M.D.,  Cardiovascular-Pulmonary  Division, 
Hospital  of  the  University  of  Pennsylvania,  36th  and  Spruce  Streets,  Philadelphia, 
PA  19104.  Telephone:  (215)  662-3196,  Ext.  3195. 


Spokesmanship  The  AMA  is  sponsoring  a SPOKESMANSHIP  SEMINAR,  November  12-13,  O’Hare 

Seminars  Marriott  Hotel,  Chicago.  Included  are  the  most  advanced  spokesmanship  principles 

and  techniques  with  videotape  playbacks  to  help  participants  improve  spokesmanship 
skills.  The  seminars  qualify  for  eleven  hours  of  Category  I CME  credit.  For  informa- 
tion contact:  Mortimer  Enright,  Speakers  and  Leadership  Programs,  AMA,  535  N. 
Dearborn  Street,  Chicago,  Illinois  60610. 


Special  Care  A SPECIAL  CARE  FACILITIES  IN  HOSPITALS  program,  sponsored  by  the  Associa- 

Faeilities  Program  tion  for  the  Advancement  of  Medical  Instrumentation,  will  be  held  December  7-9  at 

the  Washington  Hilton  Inn,  Washington,  D.C.  The  program  will  cover  how  to  design 
and  plan  special  care  facilities  in  hospitals  in  keeping  with  the  latest  advances  in 
medical  and  surgical  technology.  The  conference  has  been  specifically  structured  for 
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architects,  engineers,  planners,  designers,  consultants,  hospital  administrators,  and 
physicians  and  nurses.  For  information  contact:  Renee  Pietrangelo,  A AMI,  1901  N. 
Fort  Myer  Drive,  Suite  602,  Arlington,  Virginia  22209.  Telephone:  (703)  525-4890. 

The  3rd  Annual  New  Orleans  International  MARDI  GRAS  SUPERCOURSE  (c)  on 
lung  disease  will  be  held  January  23-27,  1978  at  the  Braniff  Place  Hotel,  New  Orleans, 
Louisiana.  The  program  is  sponsored  by  the  American  Lung  Association  of  Louisiana, 
and  its  medical  section,  the  American  Thoracic  Society  of  Louisiana.  The  course 
is  opproved  for  Category  I credits  toward  the  AMA  Physician’s  Recognition  Award, 
the  AAFP,  and  the  American  Association  for  Critical-Care  Nurses.  The  five-day 
program  consists  of  three  separate  lung  disease  courses  running  concurrently  during 
the  week.  For  information  contact:  Howard  A.  Buechner,  M.D.,  Chairman,  ATS 
of  Louisiana,  333  St.  Charles  Avenue,  Suite  500,  New  Orleans,  Louisiana  70130. 
Telephone:  (504)  523-LUNG. 

The  Second  International  Glaucoma  Congress  will  be  held  January  28-29  at  the  Ameri- 
cana Hotel  in  Miami  Beach,  Florida.  The  Congress  will  be  held  in  conjunction  with 
the  13th  Annual  Scientific  Assembly  of  the  American  Society  of  Contemporary  Ophthal- 
mology, January  30-February  3.  Ophthalmologists  attending  the  13th  Annual  Meet- 
ing will  earn  up  to  50  hours  of  credit  in  CME  in  Category  I.  For  information  contact: 
John  Bellows,  M.D.,  Director,  American  Society  of  Contemporary  Ophthalmology, 
6 N.  Michigan  Avenue,  Chicago,  Illinois  60610. 
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The  1978  13th  Annual  Scientific  Assembly  of  the  American  Society  of  Contemporary 
Medicine  and  surgery  will  be  held  January  30-February  3 at  the  American  Hotel  in 
Miami  Beach,  Florida.  The  program  will  include  seminars  and  tutorials  on  cardio- 
vascular diseases,  hypertension,  gastrointestinal  diseases,  inflammatory  bowel  disease, 
cancer,  genito-urinary  diseases,  pain,  endocrinology,  cryosurgery,  neuropsychiatric 
manifestations  of  systemic  disease,  acid-base  abnormalities,  and  more.  The  program 
meets  the  criteria  for  40  hours  of  credit  in  Category  I for  the  Physician’s  Recognition 
Award.  For  information  contact:  John  G.  Bellows,  M.D.,  Ph.D.,  Director,  American 
Society  of  Contemporary  Medicine  and  Surgery,  6 N.  Michigan  Avenue,  Chicago, 
Illinois  60602.  Telephone:  (312)  236-4673. 


CLASSIFIED  AD  SECTION 

Advertisements  under  the  Classified  Ad  Section  are  charged  at  the  rate  of  30  words  or  less,  set 
solid.  One  insertion  $4.00.  Call  the  Journal  office,  658-7596  for  further  information  or  placement. 
All  advertisements  are  payable  in  advance.  The  Editorial  Board  reserves  the  right  to  edit  copy. 
Closing  date  for  new  copy  is  the  first  of  the  month  for  inclusion  in  the  current  issue. 

Classified  advertisements  of  a professional  nature  are  free  to  members. 


ANESTHESIOLOGIST:  39  years  old.  Married. 

Three  years  approved  training  especially  in  pediatric 
anesthesia  and  obstetrical  anesthesia.  Delaware 
license.  ABA  eligible.  Seeking  association  with 
group  practice  or  fixed  salary.  Prefer  medium-sized 
town  or  suburban  area. 

UROLOGIST:  Graduate  Tufts  University  School  of 
Medicine.  Currently  Assistant  Clinical  Instructor  in 
Urology,  State  University  of  New  York  at  Buffalo. 
Interested  in  hospital-based  practice.  Available 
June  ’78. 


INTERNIST:  Board  certified.  Currently  complet- 
ing fellowship  in  pulmonary  medicine.  Seeking  group 
or  hospital-based  practice  in  pulmonary  medicine. 
Available  June  ’78. 

OPHTHALMOLOGIST:  Graduate  of  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons.  Avail- 
able soon. 

OBSTETRICIAN-GYNECOLOGIST:  Graduate  of 

University  of  Rochester  Medical  School.  Member  of 
Phi  Beta  Kappa  Honor  Society.  Available  June  ’78. 
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Complete 
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224  9TH  STREET  PLAZA,  WILMINGTON  DE. 
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FROM  THE  DELAWARE  CANCER  NETWORK* 

DELAWARE  STATE  CANCER  REPORTING  SERVICE 


Leslie  W.  Whitney,  M.D. 
Thomas  C.  Fedewa,  Ph.D. 


The  Delaware  Cancer  Network  with  the  assist- 
ance of  its  affiliated  hospitals  is  planning  and 
developing  a revamped  cancer  reporting  service 
for  the  State.  This  new  service  will  be  known 
as  the  Delaware  State  Cancer  Reporting  Service. 
This  is  being  developed  primarily  to  meet  the 
mandated  tasks  of  data  collection  and  program 
evaluation  outlined  in  the  various  grants  and 
contracts  held  by  the  Network.  This  decision 
was  also  made  because  the  Network’s  data  needs 
and  program  evaluation  requirements  now  ex- 
ceed the  capabilities  of  the  existing  Delaware 
State  Tumor  Registry.  This  new  Service  is  de- 
signed to  augment  that  existing  State  Tumor 
Registry  rather  than  to  replace  it.  Presently, 
there  exists  some  confusion  in  understanding 
the  operations  of  the  independent  tumor  regis- 
tries of  the  hospitals  in  the  State  of  Delaware 
and  the  Delaware  State  Registry.  To  clarify 
that  confusion,  the  services  of  the  State  Registry 
System  will  no  longer  be  known  as  the  Delaware 
State  Tumor  Registry. 

Funding  is  presently  available  to  staff  the 

Dr.  Whitney  is  Director  of  the  Delaware  Cancer  Network. 

Dr.  Fedewa  is  the  Associate  Director  for  Administration  for  the 
Delaware  Cancer  Network. 


Delaware  State  Cancer  Reporting  Service.  Re- 
cruitment is  currently  in  process  for  hiring  quali- 
fied staff  who  will  provide  the  necessary  profes- 
sional training  and  competence  to  provide  bio- 
statistical  evaluation  as  well  as  epidemiological 
studies  on  a statewide  basis. 

As  an  example,  one  of  the  studies  that  is  as- 
signed to  this  service  is  the  continuation  of  the 
Cancer  Mortality  Study  which  is  already  under 
way.  The  most  recent  study  of  all  death  cer- 
tificates issued  in  the  State  of  Delaware  since 
July  1975  has  developed  crude  statistics  which 
suggest  that  the  incidence  of  cancer  mortality 
in  our  State  may  be  higher  than  we  have  pre- 
viously recognized.  These  crude  data  suggest 
a need  for  further  epidemiological  studies,  and 
this  study  under  the  direction  of  Dr.  Tom  Fedewa 
will  be  expanded  to  isolate  the  demographic 
characteristics  of  those  dying  from  malignancies. 
Initial  diagnoses  will  be  compared  with  second- 
ary diagnoses,  and  stated  causes  of  death  and 
the  time  between  the  diagnosis  and  death  will 
be  charted.  These  data  will  assist  us  greatly  in 
further  program  planning. 

Additional  tasks  assigned  to  this  service  will 


•An  NCI-supported  agency  located  at  1200  Jefferson  Street,  Wilmington,  Delaware  19801.  Tel.  (302)  428-2113. 
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include  the  continued  annual  data  collection  and 
program  evaluation  of  materials  on  the  175  breast 
patients  now  being  collected  annually  through 
the  Breast  Cancer  Management  Program.  The 
colo-rectal  program  presently  being  implemented 
calls  for  this  new  service  to  collect  data  annually 
and  program  evaluation  materials  on  170  new 
colo-rectal  cancer  cases  each  year,  for  five  years 
and  to  develop  a follow-up  system  based  on  the 
uniform  recording  system,  utniform  physical 
pathology  reporting,  and  a follow-up  instrument. 
Local  statistical  data  presently  being  collected 
through  the  Breast  Screening  Project  will  be 
managed  by  this  service  also. 

A special  note  of  thanks  goes  to  Dr.  Ruben 
A.  Teixido,  who  has  been  instrumental  in  estab- 
lishing this  revised  concept.  We  are  pleased 
that  he  will  continue  as  Assistant  Network  Direc- 
tor for  the  Delaware  State  Cancer  Reporting 
Service. 

And,  finally,  an  annual  report  of  cancer  activi- 
ties of  each  of  the  affiliated  hospitals  will  be  pro- 
vided to  each  hospital  in  the  State. 


going  into  practice  ? 
consider  north  Carolina 

North  Carolina’s  Office  of  Rural  Health  Services  Offers  You: 

—the  chance  to  discuss  practice  opportunities  in  60  communities  from  the  coast  to  the  mountains 

—the  opportunity  to  work  with  physician  extenders  if  you  so  desire 

—the  chance  to  join  a group,  partnership,  association  or  to  establish  a new  practice 

—the  opportunity  for  you  and  your  spouse  to  visit  a community  with  the  right  kind  of  life-style  and  medical 
practice  organization 

—the  opportunity  to  participate  in  the  North  Carolina  Area  Health  Education  Centers  Program 
The  Office  of  Rural  Health  Services  Has  Information  On  60  Communities  For  Your  Consideration 


Please  Send  Me  More  Information  About  North  Carolina 


Name  _ 


Office  of  Rural  Health  Services 
Department  of  Human  Resources  Address  . 
Box  12200 

Raleigh.  N C 2780S  


Date  Available  . 


Home  Phone- 


|~~|  Family  Practice 
[I  Internal  Medicine 

□ OB/GYN 
O Pediatrics 

0 Emergency  Room 

□  
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THANK  YOU 


This  will  be  my  last  opportunity  as  President 
of  the  Medical  Society  of  Delaware  to  exercise 
the  prerogative  of  the  President’s  Page.  I there- 
fore want  to  take  this  opportunity  to  express 
my  thanks  for  the  privilege  of  serving  as  Presi- 
dent of  this  Society  during  the  past  year.  I also 
want  to  thank  all  of  those  who  have  contributed 
their  time,  ideas,  and  energy  to  the  effectiveness 
of  our  Medical  Society. 

On  behalf  of  the  Board  of  Trustees,  I want  to 
give  special  thanks  to  members  of  the  various 
committees  and  especially  to  the  chairmen  of 
those  committees.  I might  remind  every  mem- 
ber of  our  Society  that  most  actions  taken  by 
the  Board  of  Trustees  have  been  initiated  by 
recommendations  from  our  committees.  I would 
urge  every  member  to  participate  in  the  affairs 
of  the  Society  in  the  area  of  his  or  her  choice  or 
particular  expertise. 

On  several  occasions  during  the  past  year  I 
have  been  asked  by  members  about  serving  on 
a particular  committee,  and  I have  been  a little 
disturbed  that  we  have  failed  on  occasion  to  pro- 
vide a committee  assignment  to  those  who  have 
expressed  the  desire  and  willingness  to  serve. 
By  necessity,  however,  some  committees  cannot 


accommodate  all  of  those  who  might  be  inter- 
ested in  serving  on  a particular  committee,  and 
I ask  your  understanding  on  this  matter. 

Many  times  during  the  past  year  I have  had 
communications  from  members  who  have  written 
to  make  some  suggestions  or  comments,  or  to 
provide  some  background  information  on  some 
problem  facing  our  profession  or  medical  society. 
Unfortunately,  my  separation  from  the  Society 
office  by  time  and  distance  did,  on  occasion,  pre- 
vent or  delay  a timely  and  appropriate  reply. 
I want  to  take  this  opportunity  to  thank  all  of 
you  who  were  so  kind  and  thoughtful  to  take 
the  time  to  write,  and  I want  to  apologize  here 
to  any  to  whom  I failed  to  respond.  I assure 
you  I appreciated  the  communications,  and  I 
would  urge  you  to  continue  with  them. 

Lastly,  I want  to  express  my  thanks  to  the 
staff  for  their  tremendous  help  during  the  past 
year.  Without  their  help  it  would  not  have 
been  possible  for  me  to  enjoy  the  privilege  or 
to  fulfill  the  obligation  of  this  office. 
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MAJOR  W.  GASPER,  M.D. 

At  the  age  of  77,  on  July  17,  1977,  M.  W.  Gas- 
per died. 

Known  to  many  as  Major  W.  Gasper,  he  was 
formerly  Director  for  many  years  at  the  Veterans 
Administration  Hospital  of  Delaware.  He  re- 
tired in  1970,  having  been  associated  with  the 
hospital  from  1946. 

He  came  to  Delaware  in  1946  as  Director  of 
Reception  at  the  hospital,  which  was  then  at  the 
New  Castle  Army  Air  Corps  Base.  The  hospital 
moved  to  its  present  location  in  Elsmere  in  1950, 
Dr.  Gasper  being  named  Director  in  1948. 

A graduate  of  Hobart  College,  where  he  was 
All-American  as  both  a lacrosse  player  and  a 
football  player,  he  received  his  medical  degree 
from  the  University  of  Michigan.  He  was  re- 
sponsible for  the  introduction  of  lacrosse  as  a 
varsity  sport  in  the  Big  Ten  Conference. 

Dr.  Gasper  is  survived  by  his  wife,  Gladys  D. 
Gasper;  a son,  Dr.  Courtney  B.  of  Cherry  Hill, 
New  Jersey;  a daughter,  Diantha  Heitmiller  of 
Wellesley,  Massachusetts;  a brother  Richard,  of 
Oswego,  New  York;  and  nine  grandchildren. 
Graveside  services  were  held  in  Glenwood  Ceme- 
tery, Geneva,  New  York. 

The  Delaware  Heart  Association,  Indepen- 


dence Mall,  Wilmington  is  accepting  contribu- 
tions in  his  memory. 

« V£  VS 

GEORGE  BOTTE,  M.D. 

George  Botte,  M.D.,  Chief  of  the  Medical 
Staff  at  Milford  Memorial  Hospital,  died  on 
July  18,  1977.  He  was  formerly  the  Superinten- 
dent of  the  Hospital  for  the  Chronically  111  at 
Smyrna,  Delaware.  He  was  greatly  respected 
by  his  patients  for  his  dedication,  sincerity,  and 
gentle  touch. 

Born  in  Soviet  Russia,  Dr.  Botte  attended  medi- 
cal school  at  the  University  of  Erlangen  in  Ger- 
many, graduating  in  1949.  He  came  to  the 
United  States  in  1953.  He  began  private  prac- 
tice in  Delaware  in  1964,  having  served  as  phy- 
sician and  Superintendent  at  the  Delaware  Hos- 
pital for  the  Chronically  111. 

He  was  a member  of  the  Sussex  County  Medi- 
cal Society,  the  Medical  Society  of  Delaware, 
and  the  Delaware  Academy  of  Family  Physicians. 

His  wife,  Sarah  C.;  a son,  Gorin  A.  at  home; 
three  daughters,  Ingrid  K.  and  Susan  E.  both  of 
Elk,  California,  and  Nina  M.  of  White  City, 
Oregon,  survive  him. 

The  Milford  Memorial  Hospital  is  accepting 
contributions  in  his  memory. 

Charles  M.  Bancroft,  M.D. 


V£  VS  V£ 


THE  BIG  BLUE  WHALE 

1.  The  blue  whale,  the  largest  of  all  whales,  is  larger  than : 

a.  Two  elephants  b.  five  elephants  c.  30  elephants 

2.  He  (or  she)  weighs  more  than: 

a,  100  people  b.  1000  people  c.  2000  people 

3.  The  heart  of  the  blue  whale  weighs: 

a.  12  pounds  b.  120  pounds  c.  1200  pounds 

4.  The  tongue  of  the  blue  whale  weighs: 

50  pounds  b.  100  pounds  c.  650  pounds 

5.  A newborn  whale  calf  weighs : 

500  pounds  b.  1 ton  c.  2 tons 

FROM:  The  Whale  Protection  Fund;  Center  for  Environmental  Education 
2100  M.  Street,  N.W.,  Washington,  D.C.  20037 

A Non-Profit  Tax  Exempt  Organization  trying  to  save  whales  from 
extinction. 

Answers  on  page  562 
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Information  for  Contributors 


The  Delaware  Medical  Journal  is  owned  and 
published  by  the  Medical  Society  of  Delaware,  a 
scientific,  non-profit  corporation.  The  material  ap- 
pearing in  the  Journal  is  covered  by  copyright  and 
may  not  be  reproduced  without  written  permission 
of  both  the  author  and  the  Journal.  The  Journal 
is  not  responsible  for  views  expressed  in  any  article. 

j ! Manuscripts 

All  manuscripts  submitted  shall  be  original,  never 
i before  published  and  contributed  solely  to  the  Dela- 
. ware  Medical  Journal.  They  should  be  addressed 
j to  the  Editor,  1925  Lovering  Avenue,  Wilmington, 
I Delaware  19806,  who  reserves  the  right  to  reduce, 
revise,  or  reject  any  material  submitted  for  publi- 
cation. 


References 

References  should  be  limited  to  a reasonable  num- 
ber. References  must  be  numbered  in  the  copy. 
Bibliographies  will  not  be  accepted. 

References  should  conform  to  the  Index  Medicus, 
including,  in  order:  Author,  title,  journal,  volume 

number,  page,  and  year.  Book  references  should  in- 
clude editors,  edition,  publisher  and  place  of  pub- 
lication, as  well. 

Example  of  a journal  article: 

1.  Fine  RN,  Brennan  LP,  Edelbrock  HH,  et  al: 
Use  of  pediatric  cadaver  kidneys  for  homotransplan- 
tation in  children.  JAMA  210:477-484,  1969. 


Copy  should  be  typewritten,  double-spaced  on 
8%"  x 11"  white  bond  paper.  In  addition  to  the 
original,  two  copies  are  desirable. 

The  professional  affiliations  of  each  author  should 
be  supplied.  Uncommon  abbreviations  should  be 
> written  out  in  parentheses  the  first  time  they  are 
used.  Names,  initials,  or  other  information  that 
' could  identify  a patient  should  be  eliminated  from 
I the  copy.  If  photographs  of  patients  are  used,  either 
I the  subjects  should  not  be  identifiable,  or  their  pic- 
tures must  be  accompanied  by  written  permission 
I to  use  the  figure. 

Review  and  Action 

Manuscripts  are  customarily  examined  by  the 
editorial  staff  and  sent  out  to  two  reviewers.  Au- 
thors are  usually  notified  within  two  to  six  weeks 
as  to  the  acceptability  of  a manuscript,  but  some- 
times longer  delays  are  unavoidable. 

Contributors  will  be  notified  as  soon  as  a manu- 
script is  received.  Unaccepted  manuscripts  will  be 
returned. 


Example  of  a book: 

(2)  Morgan  WL,  Engel  GL:  The  Clinical  Ap- 

proach to  the  Patient,  p 85.  Philadelphia,  WB 
Saunders  Co,  1969. 

Illustrations 

Drawings  and  charts  should  be  made  in  black 
ink  on  white  paper.  Photographs  must  be  black  and 
white  glossy  and  should  be  identified  on  the  back 
and  their  positions  indicated  in  the  text.  The  cost 
of  reproduction  of  illustrated  material  for  publica- 
tion in  excess  of  an  average  of  one  illustration  per 
page  will  be  charged  to  the  author.  Photographs, 
drawings,  and  cuts  will  be  returned  after  publica- 
tion only  if  requested. 

Drug  Names 

Generic  names  should  be  used,  but  if  an  author 
uses  a brand  name  drug  in  the  the  course  of  a study, 
or  wishes  to  use  a brand  name  for  other  reasons,  he 
may  do  so,  but  should  insert  it  (in  parentheses) 
after  the  generic  name. 
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How  about  an  extra  $13f000 every  year? 


(And  the  chance  to  practice  medicine  at  its  professional  best? ) 


We  offer  both. 

The  $ 1 3,000  bonus  you  can  get 
immediately. 

The  high  degree  of  professionalism 
you’ll  find  throughout  your  career  in  Air 
Force  medicine. 

In  the  Air  Force  you’ll  have  the  oppor- 
tunity to  practice  health  care  at  its  inno- 
vative best.  You  won’t  have  to  consider  the 
patient’s  ability  to  pay  for  treatment.  At 
the  same  time,  you  won’t  have  to  worry 
about  supplies,  equipment,  insurance,  and 
other  details  that  take  your  mind  and  time 
away  from  medicine. 

In  the  Air  Force  you’ll  earn  excellent 
pay  (both  officer’s  and  professional  pay). 
You’ll  also  get  30  days  of  paid  vacation 
each  year  with  the  opportunity  to  travel  to 
Europe,  the  F ar  East  and  other  parts  of 
the  world. 

In  the  Air  Force  you  can  practice 
the  most  sophisticated  health  care. 

And  now  you  can  get  a healthy  $13,000 
bonus  every  year  to  do  it. 

Get  the  details  about  opportunities  open 


to  doctors  in  Air  Force  medicine. 

Just  fill  out  the  coupon. 

USAF  MEDICAL  RECRUITING  TEAM 
| DETACHMENT  105,  BLDG.  29-05 

McGuire  AFB,N.J.  08641 
| PH:  (609)  724-3070 

Please  send  me  more  information  about 
becoming  an  Air  Force  physician. 

I Name 

I 

| Address 

j City 

I State Zip 

I 

| Telephone I 

Age Specialty 

| A Healthy  Bonus, 
i Professionalism. 

Air  Force  Medicine. 


PROGRAM 

HOUSE  OF  DELEGATES 


October  14 


Delaware  Academy  of  Medicine  Building 
1925  Lovering  Avenue 
Wilmington,  Delaware 


8:30  A.M.  REFERENCE  COMMITTEES 

12:00  LUNCHEON 

OUR  DRUGS  ARE  THE  MISTRESSES  TO  THE  LIVING  DEAD 
Herman  Vincent  Walker,  M.D.,  Instructor,  Department  of  Surgery, 
University  of  Texas  Medical  School  at  San  Antonio 

1:00  P.M.  HOUSE  OF  DELEGATES 

5:00  ADJOURNMENT 

October  15 

PRAYER  BREAKFAST 


7:15  A.M.  Brandywine  Hilton  Inn,  1-95  and  Naamans  Road,  Wilmington 

Brandywine  Hilton  Inn 
1-95  and  Naamans  Road 
Wilmington,  Delaware 


8:15  A.M. 
8:45 

8:55 

9:00 


SCIENTIFIC  SESSION 

REGISTRATION  — EXHIBITS 

CALL  TO  ORDER  — C.  E.  Graybeal,  M.D.,  President,  Medical  Society  of  Delaware. 
Report  of  the  House  of  Delegates  — Joseph  E.  Belgrade,  M.D.,  Secretary,  Medical 
Society  of  Delaware 

INTRODUCTION  OF  SCIENTIFIC  PROGRAM  — Charles  M.  Smith,  M.D.,  Chair- 
man, Program  Committee. 

CLINICAL  IMMUNOLOGY  AND  THE  COMMUNITY:  THE  CHALLENGE  OF 
THE  21st  CENTURY 

Joseph  A.  Bellanti,  M.D.,  Professor  of  Pediatrios  and  Microbiology;  Director,  Center 
for  Interdisciplinary  Studies  of  Immunology,  Georgetown  University  School  of  Med- 
icine. 


9:40  IMMUNOTHERAPY  OF  MALIGNANT  DISEASE 

Brigid  G.  Leventhal,  M.D.,  Associate  Professor  of  Oncology  and  Pediatric  Oncology, 
Johns  Hopkins  University  School  of  Medicine. 
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10:20 

10:50 


11:30 

11:45 


1:15  P.M. 


1:55 


2:35 


INTERMISSION  — EXHIBITS 
IMMUNOTHERAPY  OF  ATOPIC  DISEASE 

Philip  S.  Norman,  M.D.,  Professor  of  Medicine,  Chief  of  Clinical  Immunology  Divi- 
sion, Johns  Hopkins  University  School  of  Medicine;  Past  President,  American  Acad- 
emy of  Allergy. 

BUSINESS  MEETING 

LUNCH  — DELPAC  PRESENTATION  — HOW  TO  AVOID  POLITICAL  RAPE 
Donald  Barnhouse,  Adjunct  Professor,  Department  of  Humanities  and  Communica- 
tions, Drexel  University. 

IMMUNE  DEFICIENCY  DISEASES  — DAVID  THE  BUBBLE  BOY 

Mary  Ann  South,  M.D.,  Director  of  Pediatric  Immunology,  Children’s  Hospital  of 

Philadelphia;  Associate  Professor  of  Pediatrics,  University  of  Pennsylvania. 

THE  HL-A  SYSTEM  AND  ITS  SIGNIFICANCE 

George  Santos,  M.D.,  Professor  of  Oncology  and  Medicine,  Johns  Hopkins  University 
School  of  Medicine. 

CELLULAR  IMMUNOLOGY  — PAST,  PRESENT,  AND  FUTURE 
H.  Hugh  Fudenberg,  M.D.,  Professor  and  Chairman,  Department  of  Basic  and  Clini- 
cal Immunology  and  Microbiology;  Professor  of  Medicine,  Medical  University  of 
South  Carolina. 


3:25  ADJOURNMENT 

Program  is  acceptable  for  seven  prescribed  hours  by  the  American  Academy  of  Family  Physicians. 
Seven  credit  hours  in  Category  I of  the  Physician’s  Recognition  Award  of  the  American  Medical 
Association  have  been  applied  for. 

DINNER  DANCE 

Wilmington  Country  Club 
Kennett  Pike,  Wilmington 


6:30  P.M.  Cocktails 

7:30  Annual  Banquet 

Invocation  — Chaplain  Lynwood  Swanson 

Dancing  ’till  12:00  — The  HI  LITERS;  Barbershop  Quartet,  THE  SUSSEX  COUNTS 

vs  vs  VS 

Saturday,  October  15,  1977 
MEDICAL  SOCIETY  OF  DELAWARE  AUXILIARY 

ARTS  AND  CRAFTS  SALE  — Proceeds  for  AMA-ERF. 

BRANDYWINE  HILTON  INN 


VS  VS  VS 


IN  TRIBUTE 

At  the  House  of  Delegates  meeting  the  Medical  Society  of  Delaware  will  pay  tribute  to  the  following 
Physicians  who  graduated  from  medical  school  50  years  ago. 


Graduated 

1927 

1927 
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Elizabeth  B.  Miller,  M.D. 
Ervin  L.  Stambaugh,  M.D. 
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EXHIBITORS 


Booth 

No.  1 — S.  Weinstein,  Distributor 

No.  2 — Roche  Laboratories 

No.  3 — Wyeth  Laboratories 

No.  4 — Stuart  Pharmaceuticals,  Division  of  ICI 
United  States  Inc. 

No.  5 — J.  A.  Montgomery  Inc. 

No.  6 — Center  for  Laboratory  Medicine 

No.  7 — U.S.  Army  Medical  Research 

No.  8 — VISIrecord  Systems 

No.  9 — Royal  Imports  of  Delaware,  Inc. 

No.  10  — An  Eye  Bank  in  Delaware? 

Robert  Abel,  Jr.,  M.D. 

No.  1 1 — Warner-Chilcott  Company 

No.  12  — Merck,  Sharp  & Dohme 

No.  13 — Telemed  Corporation 

No.  14-15-16  — Professional  Clinical 
Laboratories,  Inc. 

No.  17  — Division  of  Public  Health, 

State  of  Delaware 

No.  18  — Searle  Laboratories 

COFFEE  — COURTESY, 


Booth 

No.  19  — A.  H.  Robins  Company 
No.  20  — W.  B.  Saunders  Company 
No.  21  — Sandoz  Pharmaceuticals 
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RUPTURE  OF  STOMACH  DUE  TO 
BLUNT  ABDOMINAL  TRAUMA 


Nagindas  M.  Vora,  M.D. 
Carl  I.  Glassman,  M.D. 


Rupture  of  a hollow  gastrointestinal  organ  oc- 
curs in  10-15%  of  patients  who  sustain  serious 
blunt  trauma  to  the  abdomen;  stomach  rupture 
has  been  encountered  in  less  than  2%.  It  is  un- 
common in  adults,  and  even  rarer  in  children.1-2 
Its  rarity  prompts  the  following  case  report. 

Case  Report 

H.D.,  a three-year-old  female,  was  struck  by  a 
car  while  playing,  approximately  one  hour  after 
eating  her  evening  meal.  She  was  seen  at  the 
Emergency  Room  of  the  Wilmington  Medical 
Center  about  one  hour  after  the  accident.  She 
was  obtunded,  not  crying,  and  able  to  move  all 
four  extremities.  She  had  a laceration  of  the 
forehead.  Both  pupils  reacted  equally  to  light. 
There  were  active  bleeding  from  the  nose,  ecchy- 
mosis  of  both  upper  eyelids,  and  fresh  blood  in 
her  mouth.  She  was  hypothermic.  Her  pulse 
was  200/min;  blood  pressure  was  not  obtainable. 
The  lungs  were  clear.  The  abdomen  was  dis- 
tended, tympanic,  and  without  peristaltic  sounds. 
Skull  x-rays  revealed  a frontal  bone  fracture  in- 
volving the  outer  table.  Chest  and  abdominal 

Dr.  Vora  is  a Surgical  Resident  at  the  Wilmington  Medical 
Center. 

Dr.  Glassman  is  Senior  Surgical  Attending,  Wilmington  Medical 
Center,  and  Assistant  Clinical  Professor  of  Surgery,  Thomas 
Jefferson  University. 


x-rays  were  grossly  normal. 

Endotracheal  and  nasogastric  tubes  were  in- 
serted. Intravenous  fluids  were  started,  and  a 
Foley  catheter  was  inserted.  A peritoneal  tap 
revealed  air  and  blood. 

Exploratory  laparotomy  showed  the  spleen  to 
be  comminuted  at  its  hilum.  There  were  two 
perforations  on  the  anterior  surface  of  the  stom- 
ach at  the  greater  curvature,  both  of  which  were 
transverse,  one  near  the  cardia  and  the  other  in 
the  pars  media.  Each  perforation  was  about  4 
om  in  length.  Both  extended  through  all  layers 
of  the  stomach.  The  peritoneal  cavity  contained 
blood  and  parts  of  undigested  food. 

Splenectomy  and  suturing  of  the  gastric  lacer- 
ations in  one  layer  using  steel  wire  were  done. 
Thorough  irrigation  and  drainage  of  the  peri- 
toneal cavity  by  two  sump  drains  were  per- 
formed, and  the  abdomen  was  closed. 

The  patient  was  maintained  on  a respirator 
for  two  days.  She  developed  aspiration  pneu- 
monia of  the  left  lower  lobe,  which  was  treated 
with  antibiotics  and  steroids.  On  the  third  post- 
operative day  she  had  active  bowel  sounds.  She 
was  discharged  on  the  15th  post-operative  day. 
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Discussion 

Aristotle  first  described  rupture  of  the  gut  fol- 
lowing blunt  abdominal  trauma  when  he  ob- 
served “the  intestines  of  a deer,  which  can  easily 
rupture  without  injury  to  the  skin.”3  In  1678, 
Bonnet  described  a huntsman  who  was  dashed 
violently  against  a tree  by  a stag.4  Necropsy  dis- 
closed five  circular  holes  in  his  ileum  and  cecum. 

Rupture  of  hollow  gastrointestinal  organs  oc- 
curs in  10-15%  of  patients  sustaining  serious 
blunt  abdominal  trauma,  with  stomach  rupture 
accounting  for  0.9-1. 7%  of  such  abdominal  in- 
juries. (Table  1)  Yajko  notes  that  only  35  cases 
of  rupture  of  the  stomach  due  to  blunt  abdominal 
trauma  have  been  reported  in  the  English-lan- 
guage literature  since  1930.5  Vassey  reported  a 
series  of  four  cases  and  termed  it  the  largest 
series  reported  in  the  English-language  litera- 
ture.6 

The  causes  of  gastric  rupture  are: 

1.  Automobile  accidents 

2.  Falls  from  heights 

3.  Relatively  nonviolent  forces  of  external 
cardiac  compression  when  associated  with 
artificial  respiration  (which  distends  the 
stomach  with  air) 

4.  In  infants  possibly  secondary  to  a trau- 
matic delivery  in  which  forceps  are  ap- 
plied to  the  stomach  filled  with  swallowed 
amniotic  fluid. 

Blunt  hollow  viscus  injury  is  produced  by  a 
rapid  increase  in  intraluminal  pressure  within  a 
segment  of  gut  which  is  isolated  either  by  in- 

TABLE  1 

INCIDENCE  OF  GASTRO-INTESTINAL  INJURY 
AND  STOMACH  RUPTURE  IN  BLUNT 
ABDOMINAL  TRAUMA 


Blunt 

Number 

of  Cases 

Abdominal 

Gl 

Stomach 

Author 

Trauma 

Injury 

Rupture 

Allen1 

297 

32  (14%) 

3 (1.3%) 

Fitzgerald2 

200 

30  (15%) 

2 (1.0%) 

Rodkey10 

177 

29  (16%) 

3 (1.7%) 

Morton11 

120 

13(11%) 

2 (1.7%) 

Clarke12 

107 

19  (18%) 

1 (0.9%) 

juring  forces  or  by  anatomic  fixations.  Such  blow- 
out injuries  occur  according  to  Laplace’s  law: 
P=K(T/R),  where  P is  transmural  pressure,  K 
depends  on  the  geometric  shape  of  the  viscus,  T 
is  tension,  and  R is  the  radius  of  the  curvature. 
It  predicts  that  a sudden,  even  slight  rise  in  the 
intraluminal  pressure  may  lead  to  rupture  at  the 
point  of  greatest  -radius. 

Although  the  greater  curvature  of  the  stomach 
would  be  expected  to  be  the  most  frequent  site 
of  rupture  in  the  human  stomach,  the  lesser  cur- 
vature has  proven  to  be  the  most  common  site 
in  adult  humans.  This  may  be  due  to  the  limited 
elasticity  of  the  lesser  curvature  because  of  more 
limited  muscular  layer,  location  on  Magenstrasse, 
and  paucity  of  mucosal  folds.  Experimental 
studies  in  dogs  show  that  during  rupture  of  the 
stomach  due  to  increased  intraluminal  pressure, 
splitting  occurs,  first  in  the  seromuscular  coat, 
then  in  the  mucosa,  and  finally  in  the  submucosa. 

This  entity  is  characterized  by  no  specific 
clinical  findings.  Any  of  the  following  may  be 
noted:  shock,  pain  in  the  abdomen,  distention  of 
the  abdomen,  tympany,  absence  of  intestinal  peri- 
stalsis, and  hematemesis.  Free  air  in  the  peri- 
toneal cavity  is  not  consistently  demonstrated  in 
the  initial  x-rays.  Champetier  reports  that  free 
air  is  seen  in  only  50%  of  cases.7  In  addition  to 
the  difficulty  that  the  lack  of  specific  characteris- 
tics presents,  there  often  are  associated  injuries 
which  may  distract  the  physician’s  attention  or 
mask  the  findings  of  gastric  perforation.  The 
factors  that  lead  one  to  suspeot  this  injury  in 
such  cases  are  injury  to  the  left  side  of  thorax 
and  abdomen  and  injury  shortly  after  a meal  with 
a full  stomach.  Paracentesis  is  often  very  helpful 
in  making  the  diagnosis  and  was  of  assistance  in 
our  patient.  Vassey  also  succesfully  employed 
paracentesis  in  three  of  his  four  cases.6 

The  most  serious  delay  in  diagnosis  is  failure 
to  find  the  perforation  during  initial  operation. 
The  perforations  are  most  often  missed  because 
of  their  relatively  concealed  locations  and  be- 
cause of  the  surgeon’s  focus  on  more  apparent 
injuries. 

The  complications  of  gastric  perforation  are 
abscess  and  gastric  fistulae.  The  most  common 
intra-abdominal  injury  associated  with  gastric 
perforation  is  rupture  of  the  spleen. 
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In  1929,  Glassman  reported  a mortality  of 
100%. 1 In  1969,  Luccioni  reported  the  mortality 
to  be  40-66%.n  The  cause  of  death  is  usually  in- 
tractable shock  and  its  sequelae.9 

Conclusion 

Gastric  perforation  in  children  due  to  blunt 
abdominal  trauma  is  rare.  Delay  in  diagnosis 
prolongs  the  period  of  peritoneal  contamination 
and  increases  the  mortality  and  morbidity.  Early 
diagnosis  is  the  key  to  reduced  mortality  and 
morbidity  and  is  suggested  by  trauma  to  the  left 
side  of  the  chest  or  abdomen  which  occurs  soon 
after  eating.  Physical  examination  and  x-ray  are 
often  not  very  helpful,  but  paracentesis  may  be. 
A thorough  search  for  gastric  laceration  should 


always  be  made  in  cases  where  blunt  abdominal 
trauma  requires  exploratory  laparotomy,  especi- 
ally when  rupture  of  the  spleen  is  discovered. 
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Professional  Clinical  Laboratories,  a locally  owned  and 
operated  medical  facility,  offers  efficient,  economical  service 
in  response  to  the  needs  of  Delaware  physicians  and  patients. 
PCL  was  the  first  to  provide: 

• 7 locations  for  patient  convenience — in  Delaware 

• computerized  central  testing  laboratory — in  Delaware 

• radio  controlled  pick-up  service — in  Delaware 

• ‘‘Mediscreen"  (complete  medical  screening  service 
on  wheels  to  meet  industrial  and 


municipal  needs) — in  Delaware 
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CHILD  ABUSE  HURTS  EVERYBODY 


Vincent  J.  Fontana,  M.D. 


Child  maltreatment,  the  physical,  verbal,  and 
sexual  abuse  of  children,  is  one  of  the  most  im- 
portant medical-social  problems  confronting  our 
society  today.  It  has  been  estimated  that  at  least 
2000  children  are  killed  each  year  in  this  country 
by  their  parents  or  parent  surrogates.  In  one 
year  in  New  York  City  alone,  an  average  of  two 
children  die  of  maltreatment  every  week. 

The  maltreatment  of  children  ranges  from  gross 
neglect  (including  starvation)  to  cruelties  result- 
ing in  physical  and  emotional  damage  to  the 
child.  Child  abuse  has  become  a widespread 
disease  as  a violent  child-rearing  pattern  be- 
comes more  entrenched  in  our  population. 

A recent  report  on  the  explosive  rise  of  crime 
and  violence  indicates  an  increase  in  juvenile  of- 
fenders. It  seems  to  me  they  are  undoubtedly 
coming  from  the  large  number  of  multitroubled 
families  wherein  there  is  physical  and  emotional 
abuse  of  children. 

Child  abuse  is  a symptom  of  the  violence  ram- 
pant in  society  today.  This  disease,  if  it  is  al- 
lowed to  continue  at  its  present  pace,  will  threat- 
en the  fabric  of  our  civilization.  Persons  who 
engage  in  violence  tend  to  have  been  victims  of 
violence.  If  they  survive,  this  generation’s  bat- 
tered children  will  be  the  next  generation’s  bat- 
tering parents  for  it  has  been  shown  that  children 
who  have  been  abused  and  neglected  at  the 
hands  of  their  parents,  tend  to  carry  their  injuries 
into  adolescence.  These  children,  as  they  ap- 
proach adolescence  begin  to  show  evidence  of 
psychological  and  emotional  disturbances  leading 
to  juvenile  delinquency.  The  rate  of  juvenile 

Dr.  Fontana  is  Medical  Director  and  Pediatrician-in-Chief,  New 
York  Foundling  Hospital  Center  for  Parent  and  Child  Develop- 
ment; Professor  of  Clinical  Pediatrics,  New  York  University  Col- 
lege of  Medicine;  Chairman  of  the  Mayor’s  Task  Force  on  Child 
Abuse  and  Neglect  of  the  City  of  New  York. 

Presented  as  a lecture  on  March  2,  1977  at  the  Hotel  DuPont 
and  sponsored  by  CHILD,  Inc.  and  the  Junior  League  of  Wil- 
mington to  formally  launch  the  Child  Abuse  Reduction  Effort 
(C.A.R.E.),  program  in  Delaware. 


delinquency  appears  to  be  rising  faster  than  the 
rate  of  the  juvenile  population.  It  is  estimated 
that  by  the  end  of  1976  one  out  of  every  nine 
youngsters  will  have  appeared  in  the  juvenile 
court  before  the  age  of  18  years. 

Dr.  Karl  Menninger  has  stated  that  “every 
criminal  was  an  unloved  and  maltreated  child.” 
He  feels  that  a criminal  is  a child  who  survived 
his  maltreatment  physically  but  who  suffered  at 
the  hands  of  unrestrained,  aggressive,  and  psy- 
chotic adults. 

There  is  definite  evidence  indicating  that  im- 
paired relationships  between  parents  and  child 
in  the  critical  period  of  infancy  and  earlv  child- 
hood cause  adult  disorders  such  as  hostility,  sex- 
ual maladjustment,  alcoholism,  drug  addiction, 
social  withdrawal,  and  deficiencies  in  mental  and 
growth  development.  One  can  readily  see  that 
the  most  important  aspect  of  this  situation  is  that 
the  abused  and  maltreated  children  who  survive 
will  have  future  emotional  and  psychological 
crippling,  which  will  pass  on  to  succeeding  gen- 
erations; their  sense  of  rejection  and  frustration 
will  lead  to  further  crimes  and  violence  in  our 
society  and  also  to  a future  generation  of  batter- 
ing parents. 

Many  times  the  parents  are  the  real  delin- 
quents. Certain  child  rearing  practices  often  lead 
to  the  development  of  a young  adult  who  is 
characterized  by  antisocial  behavior  and  by  per- 
vasive difficultv  in  functioning  within  acceptable 
social  patterns.  When  a child  is  exposed  to  re- 
peated episodes  of  violence — physical  abuse,  ver- 
bal abuse,  neglect,  or  rejection — , he  grows  with 
anger  and  patterns  his  behavior  on  that  of  the 
model  or  the  parent  bv  imitation.  The  child 
particularly  learns  during  the  first  three  to  four 
vears,  the  imprinting  years,  a manner  of  be- 
havior patterned  on  the  parental  behavior,  which 
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is  one  of  acting  out  in  a violent  manner.  Psy- 
chologists tell  us  that  this  type  of  child  may  de- 
velop a perception  of  the  world  as  a hostile  and 
dangerous  place  to  be  dealt  with  in  an  aggressive, 
antisocial,  destructive  action.  Strong  considera- 
tion should  be  given  to  the  thesis  that  treating 
the  battered  child  syndrome  may  not  only  be  a 
means  of  preventing  possible  permanent  physical 
or  mental  injury  or  death  of  a child  but  may  also 
be  a means  of  breaking  the  violence-breeding- 
violence  generational  cycle. 

In  the  course  of  many  years  as  a pediatrician 
and  as  an  activist  in  the  field  of  child  maltreat- 
ment, I have  been  able  to  observe  and  know 
numerous  parents  who  have  battered,  neglected, 
and  abused  their  children.  These  observations 
lead  me  to  believe  that  adults’  attitudes  and  love 
for  their  children  vary.  In  all  adults,  there  are 
ambivalent  latent  feelings  concerning  children 
and  mixtures  of  love  and  hate.  It  is  false  for 
anyone  to  assume  that  every  parent  loves  his  or 
her  children,  and  that  abuse,  neglect,  and  bat- 
tering; are  unthinkable  or  rare  entities.  Unfor- 
tunately,  an  appreciable  number  of  parents  can- 


not or  do  not  adequately  care  for  their  children. 

A child  reacts  according  to  what  he  learns 
through  his  parents’  reinforcement  of  his  develop- 
mental behavior  as  he  grows  toward  maturity. 
It  has  been  said  by  some  sociologists  that  as  a 
group  parents  have  grown  increasingly  ineffective 
in  raising  their  children.'  Does  the  drug  scene 
reflect  the  pressures  that  youngsters  feel  in  grow- 
ing up?  Or  are  our  permissive  parental  and  so- 
cial attitudes  responsible  for  the  deleterious  ef- 
fects of  growing  up?  Certainly,  the  adolescent 
or  adult  who  acts  out  emotional  difficulties  is  re- 
acting to  social  environmental  stresses  experi- 
enced in  his  early  fife. 

In  the  past  decade  the  severe  maltreatment  of 
children  has  been  managed  by  separating  the 
child  from  the  parent  and  placing  the  child  in 
a foster  home.  Unfortunately,  this  placement  of 
the  child  has  not  solved  the  problem  of  child 
abuse,  and  has  offered  no  assistance  or  help  to 
the  abusing  parents.  Recent  studies  ascertaining 
the  causes  and  effeots  of  violence  within  the 
family  unit  as  a force  leading  to  child  abuse  have 
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Springwood  at  Leesburg,  a 30-bed  private  psychiatric 
hospital,  has  been  designed  to  treat  this  special  patient 
population  (including  physicians,  corporate 
executives,  and  high-level  government  officials).  The 
new  hospital,  situated  on  an  historic  45  acre  estate  in 
Loudoun  County,  Virginia,  is  located  35  miles  west  of 
Washington,  D.C. 
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Robert  E.  Strange,  M.D.  j 

Clinical  Director 

Springwood  at  Leesburg 

Route  2,  Box  44 

Leesburg,  Virginia  22075 

(703)777-0800 

Referring  physicians  are  invited  to  participate  in 

An  affiliate  of 

planning  the  patient’s  hospital  care  program,  and 

The  Psychiatric  Institute 

always  play  an  important  role  in  discharge  planning. 

of  Washington,  D.C. 

SpriiiAwoocl 

^ AT  LEESBURG 

Open  in  early  Fall,  1977 
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moved  us  toward  creating  change  in  the  parents 
rather  than  confining  ourselves  to  the  limited 
role  of  changing  the  environment  of  the  child 
to  a safe  and  more  healthy  one. 

Child  abuse  prevention  and  treatment  pro- 
grams have  already  demonstrated  that  many 
parents  can  be  helped  to  cope  with  their  children 
and  the  stresses  and  strains  of  everyday  living. 
A rational  program  to  prevent  child  abuse  and 
neglect  must  achieve  two  major  goals  if  inter- 
vention is  to  be  successful.  Efforts  must  be  made 
to  offer  professional  and  paraprofessional  ser- 
vices to  enable  the  parents  to  function  more  ap- 

Ipropriately,  or  a permanent  substitute  mother 
should  be  provided  through  foster  home  place- 
ment. 

In  order  to  recognize  and  meet  the  specific 
needs  of  these  neglectful  and  abusing  parents, 
one  must  study  their  personality  structure,  their 
social  contacts  and  dealings  with  people,  the 
degree  of  intrafamilial  communication,  their  in- 

Steractions  with  their  children  in  a child-rearing 
environment,  their  values,  and  their  “hang  ups.” 
Innovative  programs  must  be  undertaken  in  an 
attempt  to  break  into  the  repetitive  cycle  of  child 
maltreatment  with  its  involvement  of  successive 
generations  of  disorganized  multi-problem  fami- 
lies. 

The  violence  in  our  society  will  continue  to 

I increase  so  long  as  we  think  of  child  battering 
and  neglect  as  something  rather  unfortunate  and 
sometimes  horrendous  for  the  child  in  question 

I but  nothing  to  do  with  the  rest  of  us.  It  is  an 
ugly  symptom  of  our  times,  but  it  is  more  than 
that;  it  is  inextricably  linked  with  unbearable 
stress,  with  impossible  living  conditions,  with 
material  or  spiritual  poverty,  with  distorted 
values,  with  disrespect  for  human  life,  and  with 
drug  addiction,  alcoholism,  assaults,  armed  rob- 
beries, murders  and  other  ills  in  the  midst  of 
which  we  live. 

Child  abuse  is  our  responsibility;  it  hurts  every- 
body— the  child,  the  parents,  and  the  community. 
There  are  positive  steps  that  can  be  taken  to 
help  the  little  children  who  become  tragic  statis- 
tics— hospital  child  abuse  teams;  Parents  Anony- 
mous groups;  parental  stress  hotlines;  home- 
makers;  parent  aides;  community  child  abuse 


prevention  and  treatment  centers;  child  advo- 
cate community  groups;  family  health  clinics;  and 
the  expansion,  funding,  and  realistic  staffing  with 
trained  social  workers  of  the  Child  Protective 
Units  responsible  for  the  investigation  of  the 
child  abuse  and  neglect  reports. 

It  is  my  belief,  a belief  in  which  virtually  all 
my  colleagues  concur,  that  a large  proportion  of 
abusive  and  neglected  parents  do  not  willfully 
harm  their  children.  Willfully  is  the  operative 
word.  They  know  they  are  neglecting.  They 
know  a cry  of  pain  when  they  hear  one.  Many 
would  like  to  stop  themselves  if  only  they  knew 
how,  but  they  don’t.  They  are  inadequate, 
frightened  people,  incapable  of  parenting,  and 
they  don’t  like  what  they  are. 

Just  as  it  is  nearly  impossible  for  them  to 
change  themselves  without  help,  so  it  is  ex- 
tremely difficult  for  them — emotionally  frozen 
and  isolated  people  as  they  are — to  seek  it. 
Therefore,  it  is  at  this  level  that  we  must  start, 
on  a purely  personal,  humane,  and  reaching-out 
level.  Anyone  can  try. 


Professional  Hearing 
Aid  Service 

We  Specialize  in  Complete 
Hearing  Aid  Service 

* Trials  — Rentals 

* Custom  Made  Swim  Plugs 

* Custom  Made  Noise  Defenders 
MEDICAL  REFERRALS  WELCOME 

For  information  call 

RICHARD  W.  Mac  FARLINE 

Licensed  by  the  State  of  Delaware, 
Division  of  Public  Health. 

453-8330 

Chapel  North  Building — Suite  205 
62  North  Chapel  Street 
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Master  Retirement  Plans  for  members  of 

Medical  Society 

Keogh— IRA— Professional  Corporation 

PRO  Services'  expert  planning  and  total  manage- 
ment assure  these  sought-after  advantages  . . . 

No  investment  liability! 

Your  employees  make  their  own  investment  selections.  No 
liability  to  you  for  poor  investment  results. 

No  lid  on  selections! 

You  select  the  kind  of  investments  you  know  and  like.  Stocks, 
bonds,  mutual  funds,  insurance,  annuities  and  others  in  any  com- 
bination. Unlimited  transfer  privileges. 

No  record-keeping  accountability! 

Full  bank  trustee  services  including  safekeeping  of  Plan  assets, 
tax  reports,  confirmations  of  transactions,  annual  statements 
and  maintenance  of  all  Plan  records. 

No  filing  deadlines! 

Full  ERISA  compliance  and  reporting  services  to  relieve  you  of 
work  and  responsibility. 

No  letup  in  service! 

Prompt  personal  field  service  by  trained  specialists  to  handle 
all  your  retirement  plan  needs.  Free  annual  update. 

For  FREE  no-obligation  information,  call  or  write 
today.  One  of  our  retirement-planning  professionals 
will  be  glad  to  answer  your  questions. 


FLOURTOWN  PENNSYLVANIA  19031 
( 2 1 5)  836- 1 300  or  the  number  of  the  PRO  office  in  your  area 

Now  official  service  agent 
for  more  than  5,000  retirement  plans. 

PRO  Services,  Inc.,  is  the  investment  advisor  of  two  no-load  mutual  funds. 


ANEURYSM  OF  THE  SUPERIOR 
VENA  CAVA 


A Case  Report  with  a Review  of  the 
English  Literature 


Nercy  Jafari,  M.D. 
Satoshi  Ikeda,  M.D. 
Bruce  A.  Fellows,  M.D. 
Allen  L.  Davies,  M.D. 
Mustafa  Oz,  M.D. 


Introduction 

I The  word  “ANEURYSM”  is  of  Greek  origin 
(aneurysma — a widening)  and  is  defined  as  “a 
sac  formed  by  the  dilatation  of  the  wall  of  an 
artery,  a vein,  or  the  heart.”1  The  term  has  been 
used  almost  exclusively  in  reference  to  arterial 
and  cardiac  pathology,  but  it  is  also  an  appropri- 
ate term  for  venous  pathology.  Venous  aneurysms 
are  rare,  and  for  that  reason  aneurysm  of  the 
superior  vena  cava  is  usually  not  considered  in 
the  differential  diagnosis  of  anterior  mediastinal 
masses.  We  have  recently  cared  for  a patient  with 
a superior  vena  caval  aneurysm  which  was  not 
suspected  prior  to  surgery. 

Case  Report 

J.H.  is  a 27-year-old  male  who  had  a produc- 
tive cough  and  fever  which  recurred  in  two 
weeks  despite  expectorant  and  antibiotic  therapy. 

Dr.  Jafari  is  Assistant,  Department  of  Surgery,  Section  of 
Thoracic  Surgery,  Lankenau  Hospital,  Philadelphia,  Pennsylvania. 

Dr.  Ikeda  is  Assistant,  Department  of  Surgery,  Section  of 
Thoracic  Surgery,  Wilmington  Medical  Center,  Wilmington,  Dela- 
ware. 

Dr.  Fellows  is  a 4th  year  resident  in  Surgery  at  the  Wilmington 
Medical  Center,  Wilmington,  Delaware. 

Dr.  Davies  is  a Senior  Attending  Physician,  Department  of 
Surgery,  Section  of  Thoracic  Surgery,  Wilmington  Medical  Center, 
Wilmington,  Delaware. 

Dr.  Oz  is  a Senior  Attending  Physician  and  Chief  of  Section 
of  Thoracic  Surgery,  Department  of  Surgery,  Wilmington  Medical 
Center,  Wilmington,  Delaware. 


A chest  roentgenogram  revealed  an  anterior  su- 
perior mediastinal  mass.  (Figure  1)  He  was  re- 
ferred to  the  thoracic  surgical  service  for  further 
evaluation  and  treatment. 

At  the  time  of  admission  the  patient  was 
asymptomatic.  His  physical  examination  revealed 
no  evidence  of  current  respiratory  infection  and 
was  normal  except  for  small  rare  posterior  cervi- 
cal and  inguinal  lymph  node'.  His  past  medical 
history  was  positive  only  in  that  he  had  survived 
a minor  automobile  accident  eight  years  prior 
to  admission  without  apparent  injury.  The  re- 
maining laboratory  data  ( urinalysis,  CBC,  SMA- 
12,  RPR,  EKG),  including  thyroid  and  retro- 
sternal scan,  were  within  normal  limits.  A barium 
swallow  revealed  no  esophageal  displacement  or 
deformity.  Fluoroscopy  of  the  chest  revealed  a 
non-calcified  superior  mediastinal  mass  pulsating 
in  a manner  suggesting  transmission  from  the 
aorta.  Venography  via  the  antecubital  veins 
showed  minimal  superior  vena  caval  deformity 
but  failed  to  further  delineate  the  mass. 

Right  anterolateral  exploratory  thoracotomy 
revealed  a thin-walled  six  centimeter  cystic  an- 
terior superior  mediastinal  mass  which  was  filled 
with  venous  blood  and  originated  from  a stalk 
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FIGURE  IA 

Pre-operative  chest  roentgenogram,  showing 

at  the  junction  of  the  azygous  vein  and  the  su- 
perior vena  cava.  Complete  excision  was  per- 
formed and  the  vena  caval  defect  repaired  with- 
out a graft.  The  post-operative  course  was  un- 
eventful, and  the  patient  was  discharged  one 
week  after  surgery. 

Pathological  examination  revealed  a 6x4x2  cen- 
timeter specimen  with  one  surface  smooth  and 
membranous-like  with  several  minute  outpouch- 
ings.  Microscopic  examination  revealed  a lining 
of  attenuated  flattened  cells  consistent  with  endo- 
thelium and  a fibromuscular  orientation  of  the 
wall  as  in  a vein. 

Discussion 

In  1964  Abbott  classified  venous  aneurysms  into 
four  groups  based  on  a review  of  the  literature: 
congenital,  acquired,  pseudoaneurysm,  and  ar- 
teriovenous.2 He  described  the  first  case;3  ours 


FIGURE  IB 

mass  density  in  the  superior  mediastinum. 


is  the  fifth  subsequent  case  reported  in  the  litera- 
ture. (Table  1)  Chest  roentgenograms  in  all 
patients  revealed  evidence  of  a mediastinal  mass. 

Chest  x-rays,  fluoroscopy,  and  venography  are 
useful  aids  in  the  diagnosis  of  venous  aneurysm. 
Chest  roentgenograms  should  include  inspiratory 
and  expiratory  films  to  elucidate  potential  change 
in  the  size  or  shape  of  the  lesion  with  respiration. 
Views  in  the  supine  position  or  during  the  Val- 
salva and  Muller  maneuvers  usually  accentuate 
the  enlargement  of  the  mass.  Fluoroscopy  will 
usually  show  transmitted  pulsations  or  paradoxi- 
cal pulsations  when  compared  with  ventricular 
contractions.  Venography  is  necessary  for  definite 
pre-operative  diagnosis;  however,  several  com- 
ments are  in  order.  The  evidence  of  a recent 
walled-off  perforation  by  the  cardiac  catheter  in 
Abbott’s  patient  has  led  to  the  recommendation 
that  the  contrast  injection  not  be  made  into  the 
lumen  of  the  aneurysm.3  In  our  patient,  the 
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TABLE  1 


Patient  Age 

Sex 

Abbott 

(3) 

19 

Male 

Lawrence  & 
Budford 

(4) 

52 

Female 

Gallucci 

(7) 

28 

Female 

Bell,  et  al 
(5) 

20 

Male 

Farr,  et  al 
(6) 

17 

Female 

Present  Report 

27 

Male 

aneurysm  was  not  elucidated  by  venography 
probably  because  of  the  narrow  lumen  of  the 
stalk. 

Once  it  is  diagnosed,  treatment  depends  on 
both  the  etiology  and  the  symptoms  and  varies 
for  the  different  types  of  venous  aneurysm.  In 
the  arteriovenous  type,  surgical  exploration  and 
excision  with  or  without  reinforcement  are  man- 
datory. Simple  excision  of  a saccular  aneurysm 
is  usually  technically  feasible  as  in  Lawrence’s 
patient  and  ours. 

In  venous  aneurysm  associated  with  underly- 
ing pathology  such  as  congenital  hypoplasia  or 
congenital  intraluminal  obstruction  of  the  inferior 
vena  cava  or  a mediastinal  tumor,  treatment  is 
directed  at  the  underlying  disease. 

A patient  with  primary  congenital  aneurysm 
of  the  superior  vena  cava  who  has  no  clinical 
symptoms  is  a candidate  for  observation  (as  in 
three  of  the  reported  cases).5'7  If  during  the 
period  of  observation  any  change  in  size  or  shape 
of  the  lesion  is  noted,  surgical  exploration  is 
warranted. 

Aneurysms  of  the  superior  vena  cava  are  usually 
of  the  congenital  type.  Bell’s  case  was  tenta- 


Clinical Finding 

Past  History  of 
Chest  Trauma 

Surgical  Therapy 

asymptomatic 

none 

wrapped  with 
reactive  cellophane 

back  pain 

none 

resection 

asymptomatic 

none 

exploratory  thorac- 
otomy; no  definite 
surgery 

asymptomatic 

automobile 

accident 

none 

Chest  pain 

none 

none 

asymptomatic 

automobile 

accident 

resection 

tively  diagnosed  as  traumatic  in  origin  until  re- 
view of  a prior  roentgenogram  showed  that  the 
mass  was  pre-existent.5  Though  the  previous 
five  cases  and  probably  our  case  were  congenital 
in  origin,  in  light  of  his  history  of  chest  trauma 
and  the  unavailability  of  a prior  chest  roentgeno- 
gram in  our  patient,  we  must  consider  his  an- 
eurysm as  possibly  being  of  the  acquired  type 
and  associated  with  his  previous  trauma. 

Summary 

A patient  with  an  aneurysm  of  the  superior 
vena  cava  has  been  presented  and  five  similiar 
cases  in  the  English  literature  reviewed.  The 
importance  of  complete  pre-operative  investiga- 
tion for  mediastinal  lesions  has  been  emphasized, 
and  the  different  modalities  of  treatment  accord- 
ing to  the  specific  type  of  venous  aneurysm  are 
discussed. 
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PRACTICAL  CONSIDERATIONS 
OF  GROUP  PRACTICE 


The  consideration  of  how  the  doctors  in  a 
group  will  share  in  income  earned  by  their  joint 
endeavors  is  obviously  essential. 

Our  experience  has  shown  that  an  inability  to 
satisfactorily  divide  income  causes  more  dissolu- 
tion problems  in  medical  groups  than  all  other 
factors  combined. 

This  does  not  necessarily  mean  that  physicians 
are  overly  money-oriented.  Unfortunately,  a 
primary  cause  is  the  fact  that  compensation  is  a 
common  measure  of  relative  personal  worth  or 
value.  Therefore,  the  double-barreled  aspects 
of  economics  and  ego  often  cause  income  division 
policies  to  be  a very  touchy  item  in  group  prac- 
tices. 

Physicians  practicing  together,  whether  as 
partners  or  corporate  shareholders-employees, 
find  that  group  practice  involves  a number  of 
considerations  absolutely  new  to  former  solo  phy- 
sicians. Physicians  involved  may  refer  to  their 
advisors  for  guidance  regarding  proper  relation- 
ships, but  they  should  recognize  there  is  abso- 
lutely no  standard  format  that  will  work  for  every 
group.  Partnership  details  to  be  established  for 
one  satisfied  group  of  doctors  may  be  inappropri- 
ate for  another  group  because  of  differences  in 
medical  specialties,  styles  of  practice,  professional 
philosophies,  personal  economic  needs,  ages,  and 
personalities. 

We  recognize  the  individuality  of  each  pros- 
pective group  and  prefer  to  review  with  the  doc- 
tors involved  the  considerations  which  should  be 
openly  discussed  and  agreed  upon  among  them. 
The  items  described  below  are  intended  to  be 
useful  both  for  doctors  planning  a joint  practice 
and  for  members  of  existing  groups  interested  in 
re-analyzing  their  present  relationships. 

Messrs.  Beck  and  Kalogredis  are  the  principal  consultants  of 
Management  Consulting  for  Professionals,  Inc.,  Bala  Cynwyd,  Pa. 


Leif  C.  Beck,  LL.B. 
Vasilios  J.  Kalogredis,  J.D. 


Philosophy  towards  Group  Practice 

The  most  important  prerequisite  for  a success- 
ful group  practice  is  for  the  doctors  involved  to 
have  a solid  understanding  and  appreciation  of 
how  they  are  going  to  work  together.  If  they  do 
not  agree  on  their  basic  attitudes  towards  medi- 
cal care,  interchanging  of  patient  responsibilities, 
and  the  like,  their  relationship  is  unlikely  to  be 
a successful  or  lengthy  one.  For  that  reason,  we 
encourage  clients  considering  joining  together 
to  discuss  at  great  length  their  philosophies  to- 
wards medicine  in  general  and  towards  group 
practice  in  particular. 

In  some  circumstances,  these  discussions  may 
require  hours  of  already  scarce  physician  time. 
These  hours  are  well  spent  since  they  can  help  to 
avoid  the  heavy  financial,  emotional,  and  time 
costs  of  a later  dissolution. 

One  of  the  important  items  to  discuss  is  the 
handling  of  patient  responsibilities.  There  are 
basically  two  extremes.  Any  group  can  agree  to 
handle  things  anywhere  at  or  between  these  two 
poles. 

At  one  extreme  is  the  “true  group”  practice. 
In  a “true  group,”  all  patients  are  those  of  the 
entity.  No  patient  is  the  particular  responsibility 
of  any  one  physician  in  the  group.  Scheduling 
of  patients  would  be  based  simply  upon  doctor 
availability.  All  patient  records  would  be  merged 
into  a single  system  with  no  separation  or  coding 
by  “responsible  physician.” 

This  “true  group”  approach  has  the  advantage 
of  allowing  all  members  of  the  group  to  develop 
some  experience  with  each  patient.  It  also  per- 
mits the  doctors  to  divide  the  patient  load  as 
equitably  as  possible,  therefore  hopefully  re- 
ducing any  overload  on  one  doctor  at  a time 
when  one  or  more  of  his  associates  might  be  less 
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busy.  The  major  disadvantage  is  that  each  doc- 
tor would  have  less  continuing  personal  contact 
with  a single  patient.  Some  doctors  feel  this 
reduces  the  quality  of  care  they  can  render. 

At  the  other  extreme  is  a strict  and  individual- 
ized division  of  patient  responsibilities.  In  such 
a situation,  the  group  practice  would  offer  ex- 
panded opportunities  for  coverage  and  profes- 
sional peer  consultation,  but  little  else.  A pa- 
tient’s normal  appointments  would  be  scheduled 
only  with  his  “regular”  doctor.  Sick  visits,  emer- 
gencies, night  and  weekend  hospital  visits,  and 
the  like  could  be  handled  by  any  partner  sched- 
uled for  that  time.  While  the  doctor’s  ongoing 
personal  contact  and  experience  with  a patient 
might  be  the  advantage  of  this  system,  a disad- 
vantage would  be  his  associates’  comparative  lack 
of  background  in  case  of  an  emergency. 

We  cannot  tell  a group  which  approach  it 
should  choose  or  what  “mix”  of  the  two  extremes 
will  best  suit  it.  We  are  amazed,  however,  at 
the  number  of  doctors  who  embark  upon  group 
practice  without  a real  understanding  of  how 
they  want  to  share  patient  responsibility.  This 
is  an  important  first  step  to  explore  in  consider- 
ing any  joint  practice  relationship. 

Partnership  or  Corporation 

Physicians  planning  to  merge  their  practices 
often  seem  overly  concerned  about  whether  their 
newly  formed  venture  should  or  should  not  be 
a corporation.  While  it  is  an  important  decision, 
it  can  and  should  be  deferred  until  other  details 
have  been  settled.  In  many  instances,  the  form 
in  which  the  merging  practices  are  practicing 
will  be  determinative. 

Unless  the  tax,  legal,  economic,  and  practical 
aspects  strongly  favor  corporate  form,  we  often 
prefer  to  have  the  new  group  start  out  as  a part- 
nership. 

A major  reason  is  that  it  is  much  easier  to  dis- 
solve a partnership  than  a corporation.  If  the 
doctors’  venture  into  group  practice  proves  to 
have  been  unwise  and  a decision  is  made  to  dis- 
solve it  after  a year  or  two,  they  will  minimize 
their  legal  and  economic  frustration  if  only  a 
partnership  is  involved.  Therefore,  it  may  be 
desirable  to  avoid  the  corporate  form  until  the 


members’  capacity  to  work  together  satisfactorily 
has  endured  a reasonable  amount  of  time.  A 
delay  of  as  little  as  six  months  represents  rela- 
tively minor  tax  differences  when  compared  to 
the  importance  of  assuring  a satisfactory  long- 
term working  relationship. 

There  may  be  advantages  to  a partnership 
from  a tax  point  of  view.  In  many  instances,  a 
new  office  with  new  equipment,  furniture,  and 
other  assets  is  required.  By  starting  out  as  a 
partnership,  investment  tax  credits,  excess  de- 
preciation, and  perhaps  even  some  tax  losses  may 
flow  through  to  the  partners  for  the  first  few 
months  of  the  relationship.  They  would  not  re- 
ceive those  tax  savings  through  a regular  corpor- 
ation. Once  again,  each  potential  situation  must 
be  looked  at  on  a case-by-case  basis.  We  have 
seen  many  instances  where  the  corporate  step  was 
deferred  for  six  months  or  a year  so  the  partners 
could  take  advantage  of  these  tax  breaks. 

The  primary  situation  in  which  the  corporate 
form  should  be  used  for  the  new  practice  is  when 
one  or  more  of  the  prior  praotices-to-be  has  been 
practicing  that  way.  Once  again,  it  is  important 
to  look  at  each  situation  on  a case-by-case  basis. 
As  a general  rule,  however,  practices  in  that 
situation  would  be  better  served  to  retain  their 
corporate  form  in  order  to  avoid  potential  legal 
and  tax  difficulties. 

Group  Income 

As  is  obvious  throughout  this  article,  openness 
and  communication  among  physicians  in  a prac- 
tice are  most  important.  This  is  particularly 
true  in  determining  the  definition  of  group  in- 
come. Prior  to  the  relationship’s  start,  the  doc- 
tors involved  must  understand  what  income 
earned  by  each  of  them  is  to  be  shared  by  the 
group  and  what  is  to  be  personal  income. 

There  are  basically  two  approaches. 

One  extreme  is  to  include  all  income  from 
medical  activity,  however  earned,  as  group  in- 
come. This  theory  would  include  as  group  in- 
come whatever  a physician  earns  from  his  hos- 
pital positions,  medical  teaching,  or  writing  on 
medical  subjects,  whether  such  work  is  per- 
formed during  “regular  practice  time”  or  not.  It 
is  based  upon  the  concept  that  a partner  should 
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perform  all  medical  work  only  on  behalf  of  the 
group  practice.  Any  outside  medical  activity 
may  (and  unfortunately  often  does)  directly  or 
indirectly  affect  his  efforts  for  the  practice. 

The  other  extreme  is  to  include  as  group  in- 
come only  those  funds  generated  with?ri  the 
practice  and  recorded  on  its  books  (generally 
only  from  patient  services ) . This  approach  recog- 
nizes that  the  group  should  give  each  member 
his  own  free  time  away  from  the  practice  and 
that  how  he  uses  his  “spare  time”  is  his  own 
business.  For  that  reason,  if  he  decides  to  use 
his  free  days,  weekends,  or  vacations  writing  a 
medical  article  or  doing  medical  work  for  a 
charitable  organization  he  should  be  able  to  do 
so  and  retain  whatever  income  his  extra  efforts 
generate. 

While  we  work  with  groups  that  use  both  ap- 
proaches, most  of  them  tend  towards  the  former 
extreme.  The  thinking  has  generally  been  that 
a physician  in  a busy  medical  practice  has  little 
or  no  true  “spare  time”  for  such  endeavors.  Also, 
including  them  in  a total  or  partial  productivity 
income  division  formula  can  often  help  to  permit 
the  activities  and  still  give  the  income  advantage 
to  the  doctor  who  chooses  to  do  that  work. 

Once  again,  either  approch  can  work  well  so 
long  as  the  members  themselves  agree.  The  im- 
portant thing  is  to  discuss  the  two  extremes,  ex- 
plore the  range  of  middle  possibilities,  and  make 
the  decision  honestly  and  realistically  considering 
the  members’  own  personalities,  activities,  and 
professional  attitudes. 
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Expenses  of  the  Group 

Just  as  with  income,  the  physicians  in  a group 
practice  must  understand  what  expenditures  are 
“practice  expenses”  and  which  are  to  be  paid 
personally.  Items  such  as  office  rent,  staff  pay- 
roll, and  the  like  are  almost  always  treated  as 
group  expenses,  but  a variety  of  other  items  re- 
quire express  advance  agreement.  They  include 
automobile  expenses,  malpractice  insurance  pre- 
miums, society  dues,  medical  books  and  journals, 
travel  and  entertainment  expenses,  and  education 
expenses. 

Once  again,  attitudes  vary  widely  towards 
these  items.  Some  groups  run  all  of  them 
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through  the  practice  after  having  agreed  that 
they  really  are  for  the  group’s  benefit.  In  some 
cases,  advisors  have  unfortunately  suggested  that 
those  listed  expenses  are  more  easily  tax  deduc- 
tible by  a partnership  or  corporation  than  on  a 
doctor’s  personal  income  tax  return.  This  is  not 
true,  since  the  items  are  actually  as  deductible 
or  non-deductible  in  either  situation.  The  in- 
sistence on  this  tax  approach  too  often  submerges 
the  doctors’  real  economic  feelings  until  they 
later  arise  as  disputes. 

Other  groups  exclude  a number  of  these  ex- 
penses. Their  attitudes  recognize  that  the  doc- 
tors’ tastes  will  and  should  vary  enough  that  each 
partner  should  be  free  to  spend  as  much  or  as 
little  on  the  items  as  he  wishes  without  concern 
over  his  partners’  spending  levels.  One  illustra- 
tive item  is  the  choice  of  automobiles.  If  one 
physician  has  more  expensive  tastes  than  another, 
the  cash  outlay  could  be  substantially  different 
and  possibly  divisive. 


Some  practices  prefer  to  pay  as  much  as  pos- 
sible through  the  practice,  while  still  recogniz- 
ing the  potential  for  dramatic  differences  among 
members  of  a group.  Thus  they  take  a solid  mid- 
dle position.  Their  agreements  provide  a stated 
dollar  maximum  for  each  category  above  which 
a physician  must  pay  personally. 

Others  take  a different  middle  approach  and 
have  the  practice  pay  for  all  such  expenses.  They 
keep  track  of  them  by  doctor  on  a “side  sheet.” 
Any  substantial  differences  among  members  are 
made  up  by  means  of  bonuses  or  other  adjust- 
ments. 

All  of  these  approaches  have  worked  for  dif- 
ferent groups.  No  one  works  for  all  practices. 
The  important  thing  is  to  make  an  informed  de- 
cision and  to  follow  it  honestly.  Too  many  prob- 
lems arise  if  the  expenses  are  loosely  handled. 

Next  month’s  article  will  deal  with  several 
other  important  items  relevant  to  group  practice. 
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WHAT  WE  CAN  LEARN  ABOUT  SICK 
CHILDREN  THROUGH  THEIR 
PICTURES  AND  STORIES 

Emma  N.  Plank,  M.A.,  Professor  Emeritus  of 
Child  Development,  School  of  Medicine,  Case 
Western  Reserve  University.  Adapted  from  a 
lecture  given  to  the  Department  of  Pediatrics, 
Wilmington  Medical  Center. 

In  the  last  twenty-five  years  different  profes- 
sionals besides  physicians  and  nurses  have  joined 
the  clinical  team  and  expanded  its  focus.  The 
avoidance  of  anxieties  or  help  in  resolving  them 
became  one  of  the  new  tasks  in  pediatrics. 


By  looking  carefully  at  pictures  children  draw 
spontaneously  or  at  stories  they  write  while  they 
are  hospitalized,  the  health  team  can  get  insights 
into  the  way  children  function  or  have  trouble 
in  dealing  with  their  illness, 
unknown  origin. 

Here  are  a painting  and  a poem,  by  a fourteen- 
year-old  in  the  hospital  because  of  hematuria  of 

A WALK  INTO  NOTHING 

It’s  just  mostly  like  the  end  of  the  world, 

With  broken  down  buildings  and  torn  up  land, 
And  you  are  the  only  one  left 
And  you’re  all  alone, 

Walking  into  nothingness. 
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We  all  know  how  dejected  youngsters  can  get 
during  puberty,  but  the  misery  that  Jack,  who 
was  very  uncommunicative  and  “a  sad  loner,” 
revealed  in  this  painting  and  poem  semed  alarm- 
ing. 

When  I looked  more  closely  at  the  picture  to 
find  clues,  I saw  that  the  boy  had  no  hands. 
This  was  peculiar  in  the  otherwise  mature 
presentation.  I showed  it  to  the  fourth-year 
medical  student  assigned  to  Jack.  He  shared  my 
suspicion  that  Jack  was  perhaps  overwhelmed 
by  the  fear  that  his  hematuria  was  precipitated 
by  masturbating;  “no  hands”  would  be  warning 
and  punishment.  Since  Jack  was  an  only  child 
living  with  an  elderly  mother,  we  found  it  very 
important  that  the  student  should  have  a man-to- 
man talk  with  him  and  help  him  to  understand 


the  physical  changes  during  puberty  and  relieve 
his  guilt  feelings. 

The  student  and  Jack  spent  an  hour  and  a 
half  talking  together,  using  an  anatomical  atlas 
as  part  of  their  conversation.  At  the  end  of  the 
talk  Jack  burst  into  the  playroom  and  said,  “My 
dootor  said  I can  go  home  tomorrow,  but  I’ll 
come  back  to  the  hospital  to  see  you  all  and  put 
on  a judo  show  for  all  the  kids!”  What  a change 
in  mood!  The  clue,  though,  for  the  liberating 
talk  with  his  physician  had  come  through  Jack’s 
symbolic  expression  in  his  poem  and  painting. 

Children’s  writings  and  drawings  teach  us  most 
directly  about  children’s  reaction  to  hospitaliza- 
tion and  may  sharpen  our  skill  in  understanding 
SDecial  situations. 
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THE  NORMAL  LUNG  by  John  F.  Murray,  M.D.,  W. 

B.  Saunders  Company,  Philadelphia,  1976.  334  pp. 
Illus.  Price  $14.50. 

Dr.  Murray  wrote  most  of  this  book  during 
a sabbatical  year.  The  result  is  a carefully 
worked  out  format,  consistently  lucid  writing, 
and  excellent  editing.  Combined  with  an  out- 
standing job  of  publishing,  the  result  is  a volume 
which  is  a delight  to  read.  The  illustrations  are 
well  chosen  and  placed  in  reasonable  proximity 
to  the  text,  and  the  photomicrographs  are  bril- 
liantly reproduced.  It  is  printed  on  good  paper 
and  well  bound,  and  best  of  all,  the  price  is 
moderate,  hardly  more  than  some  paperbound 
volumes  that  I have  reviewed. 

In  general.  Dr.  Murray  is  able  to  write  about 
“The  Normal  Lung,”  and  discussions  of  ab- 
normalities are  kept  to  a minimum.  The  sub- 
ject matter  ranges  from  Chapter  1 on  Prenatal 
Growth  and  Development  of  the  Lung  to  Chap- 
ter 12  on  Aging.  In  between  there  are  discus- 
sions on  Postnatal  Growth  and  Development; 
Lymphatic  and  Nervous  Systems;  Ventilation; 
Circulation;  Diffusion;  Gas  Exchange  and  Oxy- 
gen Transport;  Acid  Base  Equilibrium,  Regula- 
tion of  Respiration;  Exercise  and  Defense  Mech- 
anisms. This  I think  provides  the  gamut  of 
topics  necessaiy  to  the  consideration  of  the  lung 
as  an  organ. 

I would  select  as  being  particularly  meritori- 
ous the  first  three  chapters  on  Growth  and  De- 
velopment of  the  Prenatal  and  the  Postnatal 
Lung  and  The  Lymphatic  and  Nervous  Systems. 
The  clarity  of  writing  and  the  beautiful  illus- 
trations are  in  evidence.  For  those  not  particu- 
larly familiar  with  the  subjects  of  Regulation  of 
Respiration,  Exercise,  Defense  Mechanisms,  and 
Aging,  the  important  points  are  carefully  selected 
and  presented  without  verbosity. 

I thoroughly  enjoyed  this  book  and  recom- 
mend it  not  only  to  those  interested  in  disease 


of  the  lung,  but  also  to  anybody  with  curiosity 
as  to  how  this  important  organ  works.  Being 
able  to  consider  the  functions  of  the  normal 
organ  is  a great  help  to  those  who  have  to  deal 
with  the  abnormal  lung. 

Leonard  P.  Lang,  M.D. 
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MEDICAL  COMPLICATIONS  DURING  PREGNANCY 
by  Gerard  N.  Burows,  M.D.,  and  Thomas  F.  Ferris, 
M.D.,  W.  B.  Saunders  Company,  Philadelphia, 
1975.  962  pp.  Illus.  Price  $30.00. 

One  of  the  most  challenging  situations  a phy- 
sician can  face  is  that  of  a pregnant  patient 
with  a serious  medical  illness.  The  internist  and 
the  obstetrician  are  equally  uncomfortable  when 
confronted  with  a critically  ill  mother-to-be.  The 
relative  infrequency  of  young  women  with  seri- 
ous medical  illnesses  becoming  pregnant  insures 
that  no  one  practitioner  will  ever  become  very 
familiar  with  their  management. 

Fortunately  there  are  a few  good  reference 
sources  for  physicians  to  fall  back  on.  To  this 
group  is  added  Medical  Complications  during 
Pregnancy,  an  elegant  and  extensive  textbook 
compiling  what  is  known  about  these  disorders. 
The  book  is  fastidiously  researched  and  refer- 
enced, and  its  spectrum  covers  all  of  medicine. 
For  instance,  the  one  case  of  Wegener’s  granu- 
lomatosis complicating  pregnancy  is  mentioned 
along  with  the  controversy  about  treating  Wil- 
son’s Disease  in  pregnancy  with  penicillamine. 

Obviously,  it  is  difficult  to  judge  the  clinical 
relevance  of  the  text  by  discussing  these  vanish- 
ingly uncommon  disorders.  In  those  sections 
discussing  the  more  common  illnesses,  one  can 
see  the  strong  and  weak  points  of  the  book. 
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The  material  is  so  complete  as  to  be  exhaustive 
and  thus  somewhat  dry.  There  is  a tendency  to 
present  all  sides  of  a controversy  without  con- 
cluding with  specific  therapeutic  recommenda- 
tions. In  view  of  the  academic  nature  of  the 
hook,  this  emphasis  on  pathophysiology  at  the 
expense  of  therapy  is  understandable. 

One  weakness  of  the  book  is  that,  aside  from 
a too  brief  discussion  of  fetal  monitoring  and 
laboratory  evaluation  of  fetal  maturity,  it  is 
written  entirely  bv  internists.  Because  of  this 
it  lacks  a balanced  view  of  the  problems  it  dis- 
cusses. The  other  unfortunate  weakness  is  that 
the  section  on  toxemia  ignores  the  controversy 
surrounding  the  use  of  diuretics  in  pregnancy 
and  blithely  endorses  their  use,  largely  ignoring 
the  large  volume  of  literature  contesting  this 
attitude.  In  spite  of  these  few  reservations,  this 
textbook  is  one  of  the  few  authoritative  refer- 
ences in  the  area  and  undoubtedly  will  become 
a standard  bv  which  other  textbooks  in  this  field 
are  judged. 

William  L.  Jaffee,  M.D. 
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THE  SOLID  GOLD  STETHOSCOPE  by  Edgar  Berman, 

M.D.,  The  MacMillan  Company  , New  York,  1976. 
177  pp.  Price  $7.95. 

Satire  may  be  defined  as  a literary  production 
in  which  persons,  manners,  or  actions  are  at- 
tacked with  irony,  sarcasm,  or  invective.  Dr. 
Berman  fulfills  these  criteria.  His  book  is  deri- 
sive and  to  a great  extent  malignant.  At  the 
same  time  it  is  exceptionally  funnv  and  depres- 
sing. 

By  way  of  biography.  Dr.  Berman  is  a past 
president  of  MEDICO  and  has  been  associated 
with  Johns  Hopkins  University.  He  is  also  the 
author  of  several  research  papers.  His  past  ex- 
perience and  association  with  the  field  of  medi- 
cine perhaps  give  him  the  right  to  put  on  paper 
what  he  feels,  if  indeed  he  truly  does  believe 
what  he  states. 

From  past  to  present  there  is  not  a single 
sacred  object  in  the  entire  medical  profession 
that  is  not  held  up  to  ridicule  of  some  sort.  By 
way  of  preface,  there  is  an  updated  version  of  the 
Hippoeritic  (that’s  right)  Oath.  This  starts 
off  the  book,  from  earlv,  foggy  beginnings  to  the 
present  in  a short  chapter.  Indeed  all  the  chap- 
ters are  short,  and  this  may  be  a blessing  since 
reading  so  much  invective  as  is  present  in  one 
chapter  mav  be  somewhat  of  a strain.  A short 
respite  refreshes,  and  one  may  then  plunge  again 
into  the  morass  of  medicine  as  envisioned  by  Dr. 
Berman. 

Among  the  chapters  included  and  describing 
the  various  specialties  are  the  following:  The 
G.P.:  General  Paralysis;  From  Fraud  to  Freud 
to  Fraud:  A Boon  for  the  Idebegotten  (Psychi- 
atry); Spockmanship:  Infantilism  Revisited  (Pe- 
diatrics); The  Venerable  Genital:  A Phallaey 
(Urologv);  and  last,  but  not  least.  The  Adven- 
ture of  Mac  the  Knife  (Surgery).  Other  chap- 
ters will  bring  a gleam  of  recognition  to  the 
reader’s  eye. 

The  inner  workings  of  the  patient-doctor  re- 
lationship are  also  explored.  Perhaps  all  doctors 
should  place  this  book  on  a list  of  required  read- 
ing and  realize  some  of  the  idealism  of  times 
past  and  truths  of  times  present. 

Ethan  G.  Flaks,  M.D. 
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MANUAL  OF  ENDOCRINE  SURGERY  by  Anthony 
J.  Edis,  M.D.,  Luis  A.  Ayala,  M.D.,  and  Richard 
H.  Egdahl,  M.D.,  Springer-Verlag,  New  York,  1975. 
274  pp.  Illus.  Price  $38.50. 

This  glossy  text  is  apparently  intended  for  the 
general  surgeon  who  may  wish  to  do  some  endo- 
crine surgery,  or  for  the  internist  who  wishes  to 
gain  an  appreciation  of  the  surgical  side  of 
endocringology.  Discussed  are  surgery  of  the  thy- 
roid, parathyroids,  adrenals,  and  pancreas.  No 
attempt  is  made  to  consider  reproductive  endo- 
crinology or  the  sticky  problems  of  neuroendo- 
crinology and  the  pituitary. 

The  book  is  profusely  illustrated  with  full 
color  graphs  and  illustrations.  The  graphs,  un- 
fortunately, frequently  contain  useless  informa- 
tion, and  one  has  the  impression  that  many  of 
the  illustrations  are  merely  to  brighten  up  the 
pages.  The  text  is  superficial  in  many  areas, 
although  no  glaring  inaccuracies  were  found. 
The  references,  however,  are  well  chosen  and 
current.  The  sections  on  surgical  technique  are 


mostly  done  with  paintings  and  little  text,  and 
they  seem  adequate. 

In  summary,  this  book  seems  to  be  an  ade- 
quate if  ornate  and  somewhat  superficial  treat- 
ment of  the  area;  however,  in  view  of  the  rela- 
tively high  price,  most  prospective  readers  would 
probably  be  better  off  buying  something  more 
complete  than  a handbook. 

William  Jaffee,  M.D. 

% % va 

NUCLEAR  MEDICINE  edited  by  Henry  N.  Wagner, 
Jr.,  M.D.,  HP  Publishing  Company,  Inc.,  New  York, 
1975.  255  pp.  Illus.  Price  $18.95. 

From  1968  through  1974,  a series  of  articles  on 
Nuclear  Medicine  appeared  in  the  Journal  of 
Hospital  Practice,  then  edited  by  Irvin  Block. 
The  series  has  been  updated  by  the  authors, 
with  the  skilled  help  of  Mr.  Block  who  certainly 
knows  how  to  take  the  turgid  out  of  medical 
prose.  Starting  at  the  beginning  of  nuclear 
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NOW  . . . CME  RECORDKEEPING 
WITH  COMPUTER  ACCURACY 
AND  CONVENIENCE! 

The  Physicians  Registry  brings  computer  accuracy  and 
convenience  to  CME  (Continuing  Medical  Education) 
recordkeeping.  It’s  a complete  service — we  keep  track  of 
all  your  CME  credits. 
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reports  summarizing  all  credits  for  the  past  three  years. 

Think  of  the  confusion  and  wasted  time  you’ll  save.  Of 
course,  your  records  are  completely  confidential.  And  your 
periodic  reports  from  the  Physicians  Registry  can  come  in 
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hours  of  CME  credit. 

You  may  spend  up  to  $2,000  per  year  on  CME  ac- 
tivities. Why  not  spend  $50  to  keep  your  CME  records 
efficiently? 
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medicine  (the  night  Roentgen  noticed  crystals 
glowing  in  an  electrical  field),  the  book  is  a 
clearly  written  review  of  nuclear  medicine,  in- 
cluding radioimmune  assays.  The  illustrations 
are  especially  clear. 

I have  long  felt  that  physicians  should  not 
settle  for  written  reports  of  scans  but  should 
routinely  request  photocopies  of  the  scans  them- 
selves. Physicians  who  peruse  this  volume  will 
be  much  more  likely  to  do  so. 

Bernadine  Z.  Paulshock,  M.D. 
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EATING  IS  OKAY!  edited  by  Steve  Gelman,  Raw- 
son  Associates  Publishers,  Inc.,  New  York,  1977. 
1 80  pp.  Price  $7.95. 

Dr.  Jordan,  formerly  of  the  University  of  Penn- 
sylvania and  now  in  private  practice  in  suburban 
Philadelphia,  is  a well-trained  psychiatrist  whose 
behavioristic  approach  to  the  treatment  of  over- 


weight begins  by  helping  the  patient  analyze 
why  s/he  is  overeating  by  looking  at  a record 
not  only  of  what  has  been  eaten  at  what  time, 
but  in  what  room,  in  what  posture,  in  what 
mood,  and  what  degree  of  hunger. 

In  the  opinion  of  one  of  us  (E.S.)  who  has 
recently  successfully  lost  about  40  pounds,  Jor- 
dan et  al  do  not  include  enough  emphasis  on 
the  importance  of  an  individual’s  desire  and 
decision  finally  to  lose  weight.  We  both  disagree 
with  these  male  authors’  optimistic  statement 
that  families  of  nondieters  will  cheerfully  agree 
to  cupboards  bare  of  anything  but  celery,  rad- 
ishes, and  diet  sodas. 

This  is  a useful  book  by  reputable  therapists 
despite  its  absolutely  hocum  title.  That  can 
certainly  be  blamed  on  Mr.  Gelman,  a profes- 
sional writer  schooled  by  Time  and  Life. 

Bernadine  Z.  Paulshock,  M.D. 

Elaine  Stoudt,  L.P.N. 

«?  it£ 

A PRIDE  OF  HEALERS  by  Richard  Clark  Hirschhorn, 

William  Morrow  and  Company,  Inc.,  New  York, 
1977.  381  pp.  Price  $8.95. 

Were  it  not  for  its  bad  luck,  the  hapless  New 
England  of  Cromwell  would  have  had  no  luck 
at  all.  Every  physician,  administrator,  patron, 
trustee  assembled  in  its  medical  community  was 
motivated  by,  at  best,  the  lust  for  money  and,  at 
worst,  the  lust  for  fatal  revenge.  The  time-hon- 
ored principles  of  honor,  service  to  humanity, 
and  compassion  found  no  access  through  the 
portals  of  this  medical  community. 

The  caricatures  and  cliches  that  Doctor  R.  C. 
Hirschhorn  has  created  as  the  dramatis  personae 
of  his  novel  A Pride  of  Healers  are  matched  in 
their  degree  of  non-believability  by  the  in- 
credible circumstances  and  events  that  unfold 
in  this  morbid  tale  of  frustrated  dreams  and 
avenging  cuckolds.  The  several  plots  unfold 
with  alacrity  since  no  time  is  wasted  by  the 
author  on  developing  characters  or  historical 
backgrounds.  Rather,  Dr.  H.  labels  the  charac- 
ters’ personalities  and  develops  backgrounds 
with  such  non-subtleties  as  “Well,  you  remember 
how  I started  back  in  1947  as  a young  doctor 
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and  how  I worked  my  way  up  the  ladder  until 
now  I’m  Chief  of  Urology,”  or  other  equally 
unlikely  discourses.  His  use  of  the  English  lan- 
guage is  far  superior  to  his  non-sophistication 
as  a novelist  except  when  describing  sexual  ex- 
periences. Its  brevity  and  good  print  are  com- 
mendable, as  is  the  handsome  picture  of  the 
author  on  the  cover. 

I cannot  recommend  this  book  as  a true-to-life 
medical  fiction,  but  I suspect  there  will  be  many 
readers  who  will  love  it. 

Carl  I.  Glassman,  M.D. 

ENDOCRINE  SURGERY  by  Edward  Paloyan,  M.D. 

and  A.  M.  Lawrence,  M.D.,  Ph.D.,  Year  Book  Medi- 
cal Publishers,  Chicago,  1976.  269  pp.  Ulus.  Price 
$19.95. 

Paloyan  is  a surgeon;  Anne  Lawrence,  an  in- 
ternist. Their  book  is  not  just  for  surgeons:  diag- 
nosis, pathophysiology,  and  alternative  forms  of 


therapy  are  clearly  discussed  as  well  as  pre-, 
intra-,  and  post-operative  care.  Diane  Nelson’s 
pen  and  ink  illustrations  are  extremely  clear. 

As  a single  example  of  the  book’s  content, 
their  presentation  of  the  difficult  decision  regard- 
ing the  management  of  a cold  thyroid  nodule 
has  the  beauty  of  brevity  as  well  as  welcome  di- 
dacticism: “.  . . if  the  chances  of  malignancy  are 
20%  or  greater,  thyroidectomy  is  indicated,  bar- 
ring medical  complications.” 

There  is  even  a medical  pearl  suitable  for  use 
at  cocktail  parties  or  very  grand  rounds:  along 
with  the  Elgin  marbles,  the  rhinoceros  from 
which  the  first  anatomic  descripton  of  a para- 
thyroid was  drawn  by  Sir  Richard  Owen  is  still 
on  display  in  the  British  Museum  in  London. 
( Sir  Owen-the-Curious  did  his  dissection  in 
1852.) 

Bernadine  Z.  Paulshock,  M.D. 

DEATH,  DYING,  AND  THE  BIOLOGICAL  REVOLU- 
TION by  Robert  M.  Veatch,  Yale  University  Press, 
New  Haven,  1976.  323  pp.  Price  $12.95. 

The  book  illustrates  the  agonizing  moral  dilem- 
mas posed  for  all  in  these  death-defying  times. 

The  author  zeroes  in  on  certain  situations 
which  emphasize  his  own  ethics;  however,  the 
true  greatness  of  any  author  is  a talent  to  give 
readers  an  overview  of  all  perspectives  including 
the  ones  the  author  views  as  preponderant  or 
correct.  Veatch  is  in  the  pusilanimous  category; 
he  ignores  the  sharp  dichotomy  in  our  society 
and  embellishes  his  own  ethics.  From  what  pre- 
supposition was  this  book  written?  The  editor 
would  probably  answer:  from  an  objective,  fact- 
finding point  of  view.  Such  an  answer,  however, 
would  be  deceiving.  A critical  approach  to  the 
death-with-dignity  policy  is  lacking.  A critical 
approach  has  either  a philosophical  or  theo- 
logical foundation;  but  Veatch  makes  no  attempt 
to  wrestle  with  the  fundamental  questions:  What 
is  the  loving  thing  to  do?  and  Whose  responsi- 
bility is  it? 

As  an  example  of  decision-making  regarding 
the  right  to  refuse  treatment,  our  author  presents 
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a case  of  a newborn  with  spina  bifida  whose  par- 
ents made  a decision  for  non-treatment.  The 
author  feels  this  is  “an  exciting  departure”  saying 
it  is  the  parents’  “responsibility.”  Unfortunately, 
he  totally  ignores  the  true  responsibility  of  the 
parents:  to  take  the  baby  home  to  die.  Letting 
the  parents  not  feed  their  child  and  watch  while 
it  dies  of  malnutrition  allows  them  the  total  re- 
sponsibility of  their  so-called  “act  of  love,”  which 
others  might  call  infanticide.  Whose  responsi- 
bility should  such  an  action  be?  Should  the 
hospital  become  the  execution-chamber  for  those 
desiring  death?  Our  author  claims  the  patients 
or  their  guardians  have  a right  to  terminate  their 
own  fives  by  refusing  treatment.  Accepting  this 
as  a truth,  then  the  patient  or  guardian  should 
also  accept  totally  that  responsibility  by  dis- 
charging himself  from  the  hospital.  In  my 
opinion,  the  acute  hospital,  a place  where  life- 
saving apparatus  is  available,  should  not  become 
an  “ethics  committee”  haven  for  doing  in  those 
whose  deaths  a committee  deems  necessary  or 
family  members  feel  advisable. 


The  picture  that  emerges  to  me  from  this 
iconoclastic  book  is  the  author’s  intellectual  con- 
cept of  theology  and  medical  ethics  from  a re- 
strictive viewpoint,  in  the  most  narow  sense  of 
the  word.  By  his  own  admission  his  background 
does  not  include  experience  nor  participation  in 
a hospital  setting.  Keeping  this  in  mind,  Veatch’s 
book  is  still  a well  set  out  extension  of  worth- 
while discussions. 

The  Reverend  Marlene  Walters 

The  Reverend  Walters  is  Chaplain,  Wilmington  General  Division, 
Wilmington  Medical  Center,  Wilmington,  Delaware. 

£ % % 

THE  TRUTH  ABOUT  MEDICAL  MALPRACTICE  by 
Ronald  E.  Gots,  M.D.,  Ph.D.,  National  Medical  Ad- 
visory Service,  Washington,  DC,  1975.  216  pp. 
Price  $7.95. 

While  written  in  simple  language,  apparently 
so  as  to  be  readily  understood  by  most  laymen, 
this  volume  still  deserves  attention  by  practi- 
tioners in  all  branches  of  medicine.  It  explores 
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in  depth  many  facets  of  the  malpractice  prob- 
lem, its  causes,  impact,  extent,  and  legal  rami- 
fications. 

Although  repetitious  at  times,  the  author 
clearly  outlines  the  latent  potential  for  supposed 
malpractice  in  every  act  of  the  physician,  and 
how  much  travail  can  be  averted.  Of  consider- 
able interest  are  his  illustrations  of  negligence 
which  does  not  result  in  injury,  and  the  counter- 
part of  injury  where  there  has  been  no  negli- 
gence. In  this  latter  instance,  the  injured  party 
may  feel  he  has  been  maltreated  and  therefore 
justified  in  entering  litigation,  which  may  require 
costly  defense  even  when  ultimately  no  penalty 
is  assessed. 

Several  approaches  to  a solution  for  the  prob- 
lem are  suggested.  Not  unexpectedly,  there  is 
no  dogmatic  pronouncement  as  to  an  ideal  pro- 
gram, but  the  reader  is  given  adequate  consider- 
ation of  the  attractions  and  drawbacks  of  the 
varied  proposals  and  is  thus  supplied  with  a 
basis  on  which  to  develop  a course  of  his  own. 
Emphasis  is  placed  upon  discreet  choice  of  words 
in  discussing  any  procedure,  careful  record  keep- 
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ing,  solicitous  response  to  complaint,  meticulous 
compliance  with  approved  standards  in  diagnosis 
and  treatment,  and  pointed  effort  to  exhibit 
sympathy,  interest,  and  concern  for  every  pa- 
tient and  his  problems. 

Appropriately,  there  is  the  warning  that  the 
profession  alone  cannot  resolve  the  issue  which 
in  many  instances  will  require  the  cooperation 
of  the  medical  and  legal  professions,  as  well  as 
the  insurance  industry  bolstered  by  appropriate 
legislation  at  all  levels.  Nevertheless,  every 
physician  could  benefit  from  review  of  points 
advanced  in  this  book  and  then  addressing  him- 
self to  performance  within  the  bounds  recom- 
mended. 

Winder  L.  Porter,  M.D. 

9£  K 

THE  SOLID  GOLD  STETHOSCOPE  by  Edgar  Berman, 

M.D.,  The  MacMillan  Company,  New  York,  1976. 
177  pp.  Price  $7.95. 

Berman  seems  to  be  in  love  with  satirical 
philosophy.  There  seems  to  be  almost  nothing  in 
medicine  that  is  right  except  him.  While  many 
of  his  “barbs”  are  all  too  true,  his  wholesale  use 
of  broadside  shots,  whioh  hit  friend  and  foe 
alike,  make  one  wonder  if  his  goal  is  how  to 
sell  his  book.  After  all,  controversy  gets  atten- 
tion, and  this  frequently  makes  the  author 
wealthy  as  he  points  out.  Could  it  be  that 
jealousy  of  the  economic  gains  made  by  many 
of  his  colleagues  will  thus  pay  off  to  his  bene- 
fit more  royally  than  taking  care  of  patients? 

While  obviously  informed,  he  seems  to  be 
singularly  unaware  of  some  specialties,  as  well 
as  problems  in  medicine  that  are  not  physician- 
oriented.  He  is  unaware  that  hospitals,  such  as 
those  in  Delaware,  still  must  underwrite  ( in  part 
with  Blue  Cross  help)  a significant  amount  of 
indigent  care.  He  ignores  the  family  practice 
residency  program  and  its  implication.  No  criti- 
cism is  made  of  the  federal  Medicare  rules  that 
reward  those  with  high  fees  and  penalize  those 
with  low  fees,  thus  driving  the  cost  of  Medicare 
up.  He  seems  to  be  oblivious  to  the  fact  that 
Medicare  will  not  pay  most  nursing  home  needs 
of  the  elderly  and  that  the  federal  government 
seems  to  promise  far  more  to  the  elderly  than 
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they  ever  get  with  increasing  deductions  and 
monthly  charges.  Nor  are  there  any  comments 
about  Medicare  regulations  that  allow  only 
sophisticated  nursing  homes  to  be  eligible  for 
Medicare  payments. 

Where  he  gets  his  figures  that  one-third  of  the 
300,000  physicians  are  in  administration  and  re- 
search, I don’t  know.  Later  he  states  that  100,- 
000  are  in  administration.  Such  statements, 
together  with  many  other  high-sounding  phrases, 
only  detract  from  the  credibility  of  his  satire. 
He  must  have  a soft  spot  for  the  neurosurgeons 
by  letting  them  off  too  easily. 

His  pity  of  the  pediatricians  suggests  the  pa- 
ternalism of  a surgeon.  He  touches  on  many  of 
the  problems  in  medicine,  such  as  the  conflicts 
between  specialists  regarding  areas  of  interest 
but,  as  with  most  of  his  satire,  he  implies  that 
the  “golden  dollar”  is  the  motivating  force  for 


most,  if  not  all,  physician  activity. 

He  ignores  the  effect  of  the  terrible  competi- 
tion to  get  into  medical  school  and  implies  “pull” 
is  all  that  is  needed.  Perhaps  that  is  preferable 
to  destroying  a fellow  student’s  laboratory  work. 
Why  couldn’t  Berman  have  directed  his  “shots” 
more  specifically?  We  in  the  health  field,  whether 
as  professionals,  drug  salesmen,  or  hospital  and 
public  health  administrators,  certainly  are  open 
to  criticism  and  are  far  from  perfect. 

I fear  his  book  will  be  ammunition  to  those 
who  do  not  realize  its  errors  and  will  be  ignored 
by  those  who  need  it  because  its  wholesole  satire 
soon  loses  its  punch.  I don’t  recommend  this 
book,  but  I hope  a better  one  will  come  along 
as  cleverly  polemic  with  specific  targets  and 
suggested  new  directions  to  correct  the  faults 
noted. 

Robert  W.  Frelick,  M.D. 
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carry  minimum  Federal  penalties. 


ARTISfinS’ 

sovinGS  BflnK 


Wilmington:  9th  and  Tatnall  Streets  • Graylyn  and  Midway  Shopping  Centers  • (302)  658-6881 

Newark:  Polly  Drummond  Shop.  Ctr.  (302)  658-6881  • Dover.  1555  S.  Governors  Aye.  (302)  674-3214 
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MEDICAL  PLACEMENT 
SERVICE 

• MEDICAL  PERSONNEL 

permanent  and  temporary 

• PRIVATE  DUTY  PERSONNEL 

for  home,  nursing  home,  hospital 

• PHYSICIAN  RECRUITMENT  AND 
PLACEMENT 

nationwide  service 

24  HOUR  AVAILABILITY 


655-0828 

after  5 and  weekends 


658-8995 

daily 

1004  W.  24th  STREET 
WILMINGTON,  DELAWARE  19802 
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MEDICAL  AND  AUDIOLOGICAL 
REFERRALS  FULFILLED 

WILLIAM  E.  ALLEN 

LICENSED  DISPENSER  OF  CUSTOM  MADE 
HEARING  AIDS 

TRI-COUNTY  HEARING 
AID  SERVICE 

1401  PENNSYLVANIA  AVENUE 
WILMINGTON,  DELAWARE  19806 
SUITE  1511 

WILMINGTON:  655-2811 
KENT:  674-0199 
SUSSEX:  856-9693 

HOURS  BY  APPOINTMENT 
FREE  VALET  PARKING 


THE  PHYSIOLOGY  OF  DISEASE  by  Jan  C.  Roddie, 
M.D.  and  William  F.  M.  Wallace,  M.D.,  Year  Book 
Medical  Publishers,  Chicago,  1975.  572  pp.  Price 
$26.00. 

The  Physiology  of  Disease  is  an  excellent  gen- 
eral review  of  the  physiological  mechanism  in 
disease.  There  are  many  texts  on  physiology 
which  tend  to  treat  the  subject  as  an  isolated 
and  somewhat  unrelated  scientific  set  of  mecha- 
nisms. This  book  not  only  deals  with  normal 
physiology  but  also  concentrates  on  the  physio- 
logical changes  that  occur  in  the  human  body 
with  disease.  It  deals  more  with  the  events 
which  occur  when  normal  physiology  breaks 
down  than  with  a disease  process  that  causes 
the  breakdown.  This  book  is  not  difficult  read- 
ing. In  fact,  some  of  the  contents  are  rather 
superficial,  and  even  the  authors  state  that  it 
can  be  easily  understood  by  a junior  medical 
student.  I feel,  however,  that  it  is,  in  general, 
excellent  reading  for  any  physician  who  wants  to 
refresh  his  knowledge  of  the  physiology  of  dis- 
ease. 

Charles  S.  Riegel,  M.D. 

Vi  Vi  Vi 

REVIEW  OF  MEDICAL  PHARMACOLOGY,  5th  ed, 
by  Frederick  H.  Meyers,  M.D.,  Ernest  Jawetz,  Ph.D., 
M.D  .,  and  Alan  Goldfien,  M.D.,  Lange  Medical 
Publications,  Los  Altos,  California,  1976.  740  pp. 
Illus.  Price  $1  2.50. 

To  anyone  familiar  with  the  Lange  Medical 
series  this  book  will  contain  no  surprises.  It  is 
practical,  concise,  and  a bargain  at  the  price. 
In  about  700  pages  of  text  the  authors  cover  the 
basics  of  pharmacology.  Physicians  familiar 
with  late-breaking  developments  in  their  field 
will  note  the  absence  of  these  advances  in  the 
relevant  chapters.  Likewise,  those  used  to  Good- 
man and  Gilman  ( the  text  of  pharmacology) 
will  note  a perfunctory  treatment  of  the  physio- 
logic and  developmental  aspects  of  pharma- 
cology. This  is  balanced  by  an  emphasis  on  the 
clinical  use  of  drugs  and  many  good  illustrations 
of  physiologic  processes.  Overall,  this  is  a better 
book  for  the  clinician  than  its  more  authoritative 
alter  ego,  Goodman  and  Gilman. 

William  L.  Jaffee,  M.D. 
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SOLVED:  THE  RIDDLE  OF  HEART  ATTACKS  by  Broda 
O.  Barnes,  M.D.,  Ph.D.  and  Charlotte  W.  Barnes, 
A.M.,  Robinson  Press,  Inc.,  Fort  Collins,  Colorado, 
1976.  84  pp.  Price  $2.50. 

Welcome  to  an  anachronism!  Much  has  been 
spoken  and  written  about  the  impersonal  atmo- 
sphere created  by  modern  medical  practice,  the 
advanced  technology,  and  the  seemingly  endless 
proliferation  of  mechanized  tests  to  virtually 
quantitate  patients.  Herewith  returns  the  covered 
wagon  days  of  roving  hawkers  and  dollar-a-bot- 
tle  cure-alls.  This  little  white  book  purports  to 
be  a panacea  for  heart  problems  and  many 
others. 

When  an  author  tells  us  that  “The  heart  is 
the  most  important  piece  of  meat  in  the  human 
body,”  of  course,  one  immediately  wonders 
whether  it  is  prudent  to  go  on  reading.  The 
authors  also  choose  to  anthropomorphize  tuber- 
culosis as  a prizefighter  who  successfully  an- 
nihilated challengers  (other  disease  entities)  so 
that  people  did  not  survive  long  enough  to  con- 
tract heart  disease. 


Cholesterol  is  extensively  discussed.  The 
Barneses  believe  it  is  the  presence  of  suboptimal 
thyroid  function  that  causes  the  liver  to  handle 
cholesterol  poorly.  You  say  that  your  coronary 
artery  disease  patients  have  normal  thyroid  func- 
tion? These  tests  are  unreliable,  a “big  business” 
scheme  to  make  lots  of  money  for  stockholders, 
and  a “nightmare  the  public  should  be  spared.” 
After  thyroid  deficiency  the  Barneses  consider 
stress  the  second  most  important  factor  in  the 
genesis  of  atherosclerosis.  The  type  A person- 
ality is  one  whose  cholesterol  rises  during  stress, 
whose  high  cholesterol  and  reduced  glucose 
tolerance  tests  are  due  to  his  underlying  hypo- 
thyroidism, whose  mucopolysaccharides  will 
“coat  the  arteries.”  They  also  preach  that  thy- 
roid therapy  can  avoid  the  stresses  which  produce 
emphysema,  rheumatic  fever,  uremias,  arthritis, 
and  the  complications  of  diabetes. 

Exercise  for  heart  patients  is  preached  against 
as  it  only  compounds  the  stress,  and  treadmill 
tests  are  to  be  avoided  as  the  cost  of  them  “seems 
excessive  for  the  opportunity  of  committting 


UNIFORMS,  INC. 

Full  line  of  uniforms  featuring  such  name  brands  as 
White  Swan , Tiffiny,  Whittenton,  Barco , etc. 

LAB  COATS  — CONSULTATION  JACKETS 
INTERN  TROUSERS  — SHOES  (Nurse  Mates) 

HOSIERY 

TR I -STATE  MALL  (Lower Level) 
Claymont,  Delaware  19703 
(302)  798-5387 


1140  BALTIMORE  PIKE 
(215)  Kl  3-4002 
Springfield,  Pa.  19064 
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Baynard  Optical 


Prescription  Opticians 


We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians’ 
Prescriptions 


CONCORD  PLAZA  MEDICAL  CENTER 
3411  Silverside  Rd.  1003  Delaware  Ave. 
2323  Pennsylvania  Avenue 
Wilmington,  Delaware 


suicide.”  Furthermore,  they  do  not  recommend 
polyunsaturated  fats  as  replacements  for  satur- 
ated fats  as  they  are  “highly  toxic”  and  “may 
cause  cancer.” 

The  reference  list  is  composed  of  fifty-seven 
items,  24  of  which  are  dated  prior  to  1940.  That 
the  Barneses  have  presented  such  a distorted 
view  of  physiology  and  medical  therapeutics  to 
the  reading  public  is  alarming.  Their  archaic 
notion  that  the  prescription  of  thyroid  hormone 
can  virtually  eliminate  all  major  disease  processes 
demonstrates  a total  lack  of  scientific  awe  for  the 
intricacies  of  human  metabolism  that  still  elude 
our  most  qualified  medical  researchers.  This 
book  is  tangible  proof  how  nonsense  masquerad- 
ing as  medical  facts  can  find  its  way  to  book- 
shelves and  contribute  to  public  confusion  and 
distrust  of  those  who  spend  lifetimes  trying  to 
substantiate  real  facts. 

Frank  W.  Maletz 
3rd-year  Student 
Jefferson  Medical  College 

AM.— HOW  TO  TEACH  YOURSELF  MEDITATION 

by  Ted  Nicholas,  Enterprise  Publishing  Company, 
Wilmington,  Delaware,  1975.  200  pp.  Illus.  Price 
$9.95. 

A.M. — How  to  Teach  Yourself  Meditation  is  a 
self-instruction  manual  by  a self-published  au- 
thor, Ted  Nicholas.  His  purpose  is  to  program 
the  reader  to  perform  anthrocentric  (man  cen- 
tered) meditation  by  a series  of  lessons,  one  daily 
for  four  days.  There  is  no  mystery  attached  to 
the  method  which  was  conceived  and  marketed 
by  the  author.  A short  synopsis  of  other  types 
of  “mind  control”  methods  is  given  to  help  the 
reader  put  A.M.  in  perspective  with  hypnosis, 
Zen  Buddism,  etc.  The  book  is  clearly  written, 
the  technique  being  quite  simple.  Unfortunately, 
this  reviewer  induced  sleep  rather  than  a medi- 
tative state  by  using  the  method.  Perhaps  medi- 
tation is  not  amenable  to  self-instruction  and  so 
the  author  admits  on  the  last  page — but  a group 
is  being  formed.  . . 

The  author  accomplished  his  purpose,  but  the 
subject  could  have  been  presented  easily  as  a 
magazine  article  and  hardly  justifies  the  cost  of 
a hard-back  book. 

Robert  E.  Eilert,  M.D. 
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Rs  a professional 
you  need  carefully  planned 
insurance  protection  fnr 

□ yourself 

□ your  business 

□ your  employees 

□ your  property 

□ your  future! 


If  you'd  like  to  know  exactly  how  much  protection  you  need, 
call  today.  Your  Montgomery  Man  will  arrange  for  your  business 
to  have  a complete  insurance  survey . 

Dependable  Service  Since  1865 


In  Wilmington 

PERSONAL  INSURANCE DUPONT  BUILDING 571-5600 

BUSINESS  INSURANCE DELAWARE  TRUST  PLAZA 571-5625 

CONTRACTORS  INSURANCE DELAWARE  TRUST  PLAZA 571-5706 

J.  A.  MONTGOMERY  J.  A.  MONTGOMERY 

FINANCIAL  SERVICES,  INC.  SECURITIES  CORPORATION 

571-5639  571-5631 

In  Middletown 

COMMERCIAL  INSURANCE  AGENCY 13  West  Main  Street 834-8900 

In  Sealord 

VAN  LEER  STEPHANY  ASSOCIATES 201  Pine  Street 629-5585 


# 


Speakers  on  Speakers  for  October,  1977  on  the  Tuesday  radio  program  (11:05  a.m.,  WDEL) 

“Ask  the  Doctor”  produced  by  the  Medical  Society  of  Delaware  are:  October  4,  P.  John  Pegg,  M.D., 


Clinical  Chemistry  Tests;  October  11,  Joyce  Z.  Pearson,  M.D.,  Alcoholism;  Oc- 
tober 18,  Ben  C.  Corballis,  M.D.,  Advances  in  Emergency  Medicine;  October 
25,  Charles  M.  Bancroft,  M.D.,  Troublemakers  for  the  Allergic  Patient. 

Available  from 
Cancer  Society 

A professional  education  publication,  “CANCER  STATISTICS,  1977,”  is  avail- 
able from  the  American  Cancer  Society.  It  contains  a broad  spectrum  of  infor- 
mation including  estimates  of  cancer  incidence  based  on  newly  available  data 
of  the  National  Cancer  Survey.  Contact  the  Professional  Education  Depart- 
ment, ACS,  Delaware  Division,  for  further  information  or  a copy.  Telephone: 
Wilmington,  654-6267;  Kent  County,  734-7431;  Sussex  County,  856-2855. 

“THANK  YOU  FOR  NOT  SMOKING”  display  cards  (tent)  are  available  to 
place  in  physician  offices  and  hospital  rooms.  These  are  available  free  of  charge. 
Contact  the  ACS  at  the  telephone  numbers  listed  above. 

A new  audio  tape,  “MARVELLA  BAYH  SPEAKS  ON  THE  DOCTOR-PATIENT 
RELATIONSHIP,”  is  available  for  distribution.  Speaking  as  a former  cancer 
patient,  Mrs.  Bayh  presents  her  thoughts  on  the  psychological  aspects  of  the 
doctor-patient  relationship,  stressing  the  role  of  the  physician  in  giving  faith 
and  hope  to  the  cancer  patient.  For  information  contact  the  ACS  at  the  tele- 
phone numbers  listed. 

Available  from 
the  Delaware 
Heart  Association 

The  Report  of  the  Committee  on  STRESS,  STRAIN  AND  HEART  DISEASE 
is  available  at  no  charge  from  the  Delaware  Heart  Association.  Telephone; 
654-5269. 

Computers  in 
Practice 

The  American  Medical  Association  is  offering  THE  AMA  CONSULTATIVE 
SERVICES  PROGRAM  to  the  physician  community.  The  purpose  of  the  service 
is  to  provide  on-site  consultative  support  for  those  physician  groups  involved 
in  or  considering  involvement  in  the  use  of  computers  in  their  practice.  The 
charge  for  AMA  Consultative  Services  is  $200/day  plus  reimbursement  of 
expenses  for  travel,  lodging,  and  meals  incurred  to  complete  the  on-site  analysis. 
For  information  contact:  Daniel  K.  Harris,  Director,  Department  of  Computer 
Systems  in  Medicine,  AMA,  535  N.  Dearborn  Street,  Chicago,  Illinois  60610. 
Telephone:  (312)  751-6433. 

ACA  Postgraduate 
Courses  and 
Regional  Meetings 

CLINICAL  NOTICES  AND  MEETINGS 

The  following  postgraduate  courses  and  regional  meetings,  which  fulfill  Category  I 
requirements  for  the  AMA  Physician’s  Recognition  Award,  will  be  presented  by  the 
American  College  of  Physicians. 

MEDICAL  ONCOLOGY  REVIEW,  Huntington  Memorial  Hospital,  Pasadena,  Cali- 
fornia, October  3-7.  For  information  contact:  Registrar,  ACP,  4200  Pine  Street, 
Philadelphia,  PA  19104. 

ONTARIO  REGIONAL  MEETING,  Mount  Sinai  Hospital,  Toronto,  Ontario,  Canada, 
October  28.  For  information  contact:  Ramsey  W.  Gunton,  M.D.,  F.A.C.P.,  University 
Hospital,  London,  Ontario  N6G  2K3  Canada. 
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METROPOLITAN  WASHINGTON  D.C.  REGIONAL  MEETING,  George  Washington 
University  Hospital,  Washington,  D.C.,  November  5.  For  information  contact:  Frank 
G.  MacMurray,  M.D.,  F.A.C.P.,  3301  New  Mexico  Avenue,  N.W.,  Washington,  D.C. 
20016.. 

NEW  JERSEY  REGIONAL  MEETING,  Newark,  New  Jersey,  November  9.  For 
information  contact:  Norval  F.  Kemp,  M.D.,  F.A.C.P.,  Perth  Amboy  General  Hospital, 
530  New  Brunswick  Avenue,  Perth  Amboy,  New  Jersey  08861. 

EASTERN  PENNSYLVANIA  REGIONAL  MEETING,  Hilton  Hotel,  Philadelphia, 
PA,  November  11-13.  For  information  contact:  George  L.  Jackson,  M.D.,  F.A.C.P., 
Harrisburg  Hospital,  South  Front  Street,  Harrisburg,  PA  17101. 

GEORGIA  REGIONAL  MEETING,  Atlanta,  Georgia,  November  18-19.  For  informa- 
tion contact:  Nicholas  E.  Davies,  M.D.,  F.A.C.P.,  35  Collier  Road,  N.W.,  Atlanta, 
Georgia  30309. 

NYU  Post-Graduate  The  New  York  University  Post-Graduate  Medical  School  presents  the  following  post- 
Courses  graduate  courses  which  fulfill  Category  I requirements  for  the  Physician’s  Recognition 

Award.  For  information  contact:  Registration  Department,  NYU  Post-Graduate 
Medical  School,  550  First  Avenue,  New  York,  New  York  10016.  Telephone:  (212) 
679-3200,  Ext.  4038. 

DIAGNOSIS  OF  NEUROMUSCULAR  DISEASE  FOR  PRIMARY  PHYSICIANS, 
November  11.  Seven  AAFP  prescribed  hours  and  Category  I credit  hours  for  the 
AMA  Physician’s  Recognition  Award. 

CLINICAL  ASPECTS  OF  URODYNAMICS,  December  3-4.  Fourteen  Category  I 
credit  hours  for  AMA  Physician’s  Recognition  Award. 

Family  Therapy  The  Family  Therapy  Training  Center  of  Philadelphia  Child  Guidance  Clinic  will  present 

Training  workshops  in  family  therapy  training  during  1977-78.  The  workshops  will  be  held  at 

the  Philadelphia  Child  Guidance  Clinic,  Two  Children’s  Center,  34th  & Civic  Center 


Telephone  798-2520 

If  No  Answer,  E.  H.  Eaton,  Director 

Call  738-9180 


CLAYMONT  MEDICAL  LABORATORY 


Office  Hours 
Daily  9 A.M.  to  3 P.M. 

Eves.  Tues.,  Wed.,  Thurs.  1320  PHILADELPHIA  PIKE 

6 to  9 P.M. 

Sat.  8 A.M.  to  12  Noon  WILMINGTON,  DEL  19809 
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Boulevard,  Philadelphia,  PA  19104.  For  information  contact:  Marcia  Vitiello,  Co- 
ordinator for  Continuing  Education,  (215)  243-2774. 

INITIAL  INTERVIEWS,  October  19-22. 

AN  ALPHABET  OF  SKILLS  IN  STRUCTURAL  FAMILY  THERAPY,  November 
16-18. 


Precepforships  for  The  Medical  College  of  Pennsylvania  will  offer  the  program  “PRECEPTORSHIPS 
Practicing  Physicians  FOR  PRACTICING  PHYSICIANS”  during  the  1977-78  academic  year.  The  precep- 
torship  is  an  effort  to  meet  individual  continuing  medical  education  needs  of  practicing 
physicians.  The  course  will  be  arranged  on  an  individual  basis  for  interested  physicians 
with  programs  available  in  Anesthesiology,  Medicine,  Neurology,  Ob-Gyn,  Pathology, 
Pediatrics,  Psychiatry,  Radiology,  and  Surgery,  and  will  fulfill  continuing  education 
credits  for  the  AMA,  AAFP,  and  ACGP.  For  further  information  contact:  Sylvia  S. 
Yedinsky  M.D.,  Assistant  Dean  for  Continuing  Education,  The  Medical  College  of 
Pennsylvania,  3300  Henry  Avenue,  Philadelphia,  PA  19129.  Telephone:  (215)  842- 
7118. 


Pedi0tric  Learning  The  Department  of  Pediatrics  and  Office  of  Medical  Education  of  the  Medical  College 

Disorders  of  Pennsylvania  will  present  CHILDREN  WITH  LEARNING  DISORDERS:  AL- 

TERNATIVE PATHWAYS,  October  29.  For  information  contact:  Marilyn  H.  Appel, 
Ed.D.,  Office  of  Medical  Education,  The  Medical  College  of  Pennsylvania,  3300  Henry 
Avenue,  Philadelphia,  PA  19129.  Telephone:  (215)  842-7118. 


AAF  Annua! 
Meeting 


Postponement 


The  American  Academy  of  Pediatrics  will  hold  its  ANNUAL  MEETING,  November 
5-10  in  New  York  City.  The  program  will  fulfill  a maximum  of  33  credit  hours  in 
Category  I of  the  Physician’s  Recognition  Award.  Advance  registration  deadline  is 
October  17.  For  information  contact:  AAP,  PO  Box  1034,  Div  M,  Evanston,  Illinois 
60204. 

The  16th  AMA  NATIONAL  CONFERENCE  ON  PHYSICIANS  AND  SCHOOLS 
scheduled  for  November  10-11  has  been  postponed.  Announcement  of  a new  date  will 
be  made  later  this  year. 


American  Medics!  The  62nd  Annual  Meeting  of  the  American  Medical  Women’s  Association,  EMER- 
Women’s  Association  GENCY  CARE— CRISIS  OR  CONTROL?  will  be  held  November  30-December  4,  at  the 
62nd  Annua!  Meeting  Marriott  Hotel,  Denver,  Colorado.  The  program  is  approved  for  10  credit  hours  in 
Category  I of  the  Physician’s  Recognition  Award  and  Category  I of  the  AAFP.  For 
information  contact:  American  Medical  Women’s  Association,  1740  Broadway,  New 
York,  NY  10019. 


STJNW ANTED  HAIR  PERMANENTLY  REMOVED” 

Frances  B.  Aerenson, 

1M 

EIECTRQIOGIST 

PROFESSIONAL  BUILDING,  SUITE  26 
AUGUSTINE  CUTOFF  654-0670 

WILMINGTON,  DELAWARE 
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LOOKING  FOR  A NEW  CAR? 

Tired  of  Sales  Pitches  and  Confusing  Specials? 

WHOLESALE  NEW  KAR,  automotive  buying  service,  can  save  you  time  and  money 
on  the  purchase  of  any  new  American-made  car  or  light  truck.  GENERAL  MOTORS, 
FORD  MOTOR  COMPANY,  AMERICAN  MOTORS,  CHRYSLER  CORPORATION:  pur- 
chase the  exact  car  you  want,  equipped  as  you  wish,  delivered  through  a factory 
franchised  dealer  with  full  warranty  protection,  in  the  comfort  of  your  home  or 
office  and  save  money!  Know  you  are  getting  a FAIR  DEAL  without  the  headaches 
normally  associated  with  new  car  buying.  Complete  leasing  services  available 
soon.  Ask  about  other  money-saving  delivery  methods  including  bonded  driver 
delivery  direct  to  your  front  door! 

WHOLESALE  NEW  KAR 

1605  PENNSYLVANIA  AVENUE 

(Realtors  Building — Downstairs) 

WILMINGTON,  DELAWARE  19806 

(302)-656-3618 


Network  for  The  following  films  from  the  Network  for  Continuing  Medical  Education  are  available 

Continuing  Medical  for  viewing  at  the  VA  Center  Library,  Kirkwood  Highway,  Wilmington.  The  date 
Education  after  each  title  is  the  date  the  library  receives  the  film.  Each  course  qualifies  for  one 

hour  of  Category  I credit  for  the  Physician’s  Recognition  Award  of  the  AMA  and  one 
hour  of  prescribed  credit  by  the  American  Academy  of  Family  Physicians.  AOA 
members  may  earn  credit  in  Category  2. 

THE  NEPHROTOXICITY  OF  ANTIBIOTICS,  September  19. 

ANTIBIOTICS  AND  RENAL  FAILURE,  September  19. 

THE  INSULIN-DEPENDENT  DIABETIC  PATIENT:  TWO  UNSTABLE  EPI- 
SODES, September  19. 

DERMATOLOGY  CLINIC,  October  3. 

SIX  PROBLEMS  IN  SEXUALLY  TRANSMITTED  DISEASES,  October  17. 
DEFINING  THE  STANDARD  OF  CARE,  October  17. 

PREGNANCY  AND  DIABETES:  A TEAM  APPROACH  FOR  A VIABLE  NEO- 
NATE, October  17. 

A CLINICAL  APPROACH  TO  THE  MAJOR  MOTOR  DISORDER  OF  THE  ESOPH- 
AGUS, October  31. 

INFORMED  CONSENT:  MALIGNANT  OR  BENIGN?,  October  31. 

ELECTROMYOGRAPHIC  TESTING  FOR  NEUROMUSCULAR  AND  OTHER  DIS- 
EASES, November  14. 

CRITERIA  FOR  ELECTIVE  PLASTIC  SURGERY,  November  14. 

ARTHRITIS  IN  CHILDHOOD,  November  14. 
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In  Brief 


Practice 

Productivity 

Workshop 


t 


The  American  College  of  Obstetricians  and  Gynecologists  will  present  a WORKSHOP 
ON  PRACTICE  PRODUCTIVITY,  November  10-11  at  the  Marriott  Motor  Hotel,  \ 
Philadelphia.  The  workshop  is  designed  to  help  physicians  better  manage  their  prac-  f 
tices.  Enrollment  is  limited  to  22  physicians;  the  tuition  is  $345  per  physician  and  [ 
includes  enrollments  for  up  to  three  medical  assistants  per  physician  at  no  extra  charge. 
The  program  is  acceptable  for  15  cognates  and  14  credit  Category  I hours  for  the 
AM  A Physician’s  Recognition  Award.  For  information  contact:  Conomikes’  Associ- 
ates toll  free  at  (800)  421-6512  or  the  American  College  of  Obstetricians  and  Gyne- 
cologists, 1 East  Wacker  Drive,  Chicago,  Illinois  60601.-  Telephone:  (312)  222-1600. 


4th  Annual  The  medical  community  is  invited  to  attend  the  FOURTH  ANNUAL  RESEARCH 

Research  Review  REVIEW  SEMINAR  to  be  held  on  November  22,  9:30  a.m.  to  12:00  noon,  in  the 
Research  Building,  Room  208,  Veterans  Administration  Center,  1601  Kirkwood  High- 
way, Wilmington,  Delaware  19805.  Please  contact  Henry  R.  Cowell,  M.D.,  Associate 
Chief  of  Staff  for  Research,  VA  Center,  for  further  information.  Telephone:  994- 
2511,  Ext.  266. 


CLASSIFIED  AD  SECTION 

Advertisements  under  the  Classified  Ad  Section  are  charged  at  the  rate  of  30  words  or  less,  set 
solid.  One  insertion  $4.00.  Call  the  Journal  office,  658-7596  for  further  information  or  placement. 
All  advertisements  are  payable  in  advance.  The  Editorial  Board  reserves  the  right  to  edit  copy. 
Closing  date  for  new  copy  is  the  first  of  the  month  for  inclusion  in  the  current  issue. 

Classified  advertisements  of  a professional  nature  are  free  to  members. 


CARDIOLOGIST:  Currently  2nd  year  Fellow  at  Up- 
state Medical  Center  in  Syracuse,  New  York.  Seeking 
group  practice  or  hospital  position  beginning  July 
1978.  Extensive  training  in  Sones  and  Judkins  car- 
diac catheterization  techniques  and  coronary  care 
units. 

INTERNIST:  Currently  a Clinical  and  Research  Fel- 
low at  Peter  Bent  Brigham  Hospital  and  Joslin  Dia- 
betes Foundation,  Boston.  Seeking  general  internal 


medicine  and  endocrinology  position  with  emphasis , 
on  diabetes.  Available  July  1978. 

PROFESSIONAL  OFFICE  AVAILABLE:  To  lease  at 
2401  Pennsylvania  Avenue,  The  Devon  Apartment 
Building,  Suite  114,  Wilmington,  at  $538.00  per  month, 
all  inclusive — two-year  lease.  Available  October  1,  j 
1977.  For  information  contact:  Tina  Riddle  at  652- 
3252. 
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FROM  THE  DELAWARE  CANCER  NETWORK* 


CONSENSUS  DEVELOPMENTAL  MEETING  ON  BREAST  CANCER  SCREENING 

I 


Leslie  W.  Whitney,  M.D. 


i New  Technique  for  Resolving  Current  Issues 

On  September  14-16,  the  National  Institutes 
f Health  attempted,  for  the  first  time,  to  solve 

problem  of  pressing  national  interest  by  the 
lse  of  a Consensus  Development  Meeting.  The 
pecific  issue  was  the  Breast  Cancer  Demonstra- 
ion  Projects  and  a review  of  the  risk  factors  in- 
folved  balanced  with  the  anticipated  benefits 
or  the  270,000  women  involved  in  the  present 
creening  projects  sponsored  by  the  National 
lancer  Institute  and  the  American  Cancer  So- 
■iety.  The  panel  was  chaired  by  Dr.  Samuel  O. 
Thier,  Professor  and  Chairman  of  the  Depart- 
nent  of  Internal  Medicine  at  Yale  University, 
md  included  epidemiologists,  diagnostic  radi- 
ilogists,  radiation  biologists,  medical  oncologists, 
i surgeon,  a pathologist,  a family  practitioner, 
md  two  women  representing  the  lay  community, 
n addition  there  were  representatives  from  the 
ields  of  theology  and  law. 

In  a completely  open  meeting,  the  panel  met 
md  heard  testimony  over  a two  and  one-half  day 
leriod  and  then  again  in  clear  view  of  all  spec- 

Dr.  Whitney  is  Director  of  the  Delaware  Cancer  Network. 


tators  reached  a consensus  which  summarized 
the  present  position,  forwarding  their  findings  to 
the  National  Cancer  Institute  for  implementa- 
tion. Although  those  who  wished  to  speak  had 
to  apply  in  advance,  none  was  denied  the  floor 
during  the  discussion. 

The  panel  was  sub-divided  into  three  subcom- 
mittees: one  to  deal  with  a consensus  on  the 
risks  involved,  one  to  determine  the  nature  and 
extent  of  the  benefit  to  be  derived,  and  one  to 
make  statements  about  the  ethical  consideration 
involved  in  the  breast  screening  of  normal  peo- 
ple. When  these  panels  retired  to  participate  in 
their  discussions,  interested  professional  and  lay 
people  followed  them  into  their  small  rooms  to 
observe  and  comment  when  appropriate.  The 
material  presented  was  comprehensive,  and  au- 
thoritative, and  represented  the  more  recent  and 
accurate  information  available  with  regard  to 
risk  and  benefit  from  mass  screening  techniques. 

Of  special  interest  was  the  report  of  the  work- 
ing group  to  review  the  National  Cancer  Insti- 
tute/American Cancer  Society  Breast  Cancer 
Demonstration  Detection  Project.  This  special 
group  headed  by  Oliver  H.  Beahr,  M.D.,  aided 


'An  NCI-supported  agency  located  at  1200  Jefferson  Street,  Wilmington,  Delaware  19801.  Tel.  (302)  428-2113. 


Cancer  Communique 


We  Are  Pleased  to  Announce 
the  October  10  Opening  of 

rinAwood. 

W .AT  LEESBURG 

...  a 30-bed  private  psychiatric  hospital 
in  Loudoun  County,  Virginia, 

35  miles  west  of  Washington,  D.C. 

Springwood  at  Leesburg  provides  short-  to 
intermediate-term  inpatient  treatment  for  adults 
and  a limited  number  of  adolescents.  Hospital 
treatment  programs  have  been  designed  to  offer  each 
patient  highly  individualized  care  in  a comfortable 
and  attractive  therapeutic  setting. 


The  facilities  of  Springwood  at  Leesburg  are  suitable 
for  the  most  demanding  patients,  including 
physicians,  corporate  executives,  government  officials, 
and  their  respective  family  members. 


Chairman  of  the  Board 
of  Directors 
Leon  Yochelson,  M.D. 

Medical  Director 
Jack  Durell,  M.D. 

Clinical  Director 
Robert  E.  Strange,  M.D. 

Associate  Clinical  Director 
C.  Gibson  Dunn,  M.D. 

Administrator 
LeRoy  K . Norem 


An  affiliate  of 

The  Psychiatric  Institute 

of  Washington,  D.C. 

For  further  information, 
please  contact: 

Robert  E.  Strange,  M.D. 
Clinical  Director 
Springwood  at  Leesburg 
Route  2,  Box  44 
Leesburg,  Virginia  22075 
17031777-0800 


by  Dr.  Sam  Shapiro,  conducted  a careful  review 
of  the  project.  This  included  a review  of  risk  * 
factor  project  predictors  and  methods  of  physi- 
cal examination,  thermography,  and  a review  of 
radiation  dosage. 

A careful  analysis  of  the  detection  rate,  stage  , 
of  disease,  and  type  of  surgery  was  made,  and  an 
evaluation  of  stage  of  disease,  age  of  screening, 
and  an  analysis  of  minimal  cancer.  A careful 
pathology  review  was  conducted  of  all  cancers 
which  measured  less  than  1 cm  in  diameter,  and 
the  results  analyzed.  After  this  careful  analysis, 
specific  recommendations  were  made  to  the  Con- 
sensus Meeting  for  decision. 

This  free  and  open  approach  to  the  problem, 
focusing  the  attention  of  all  interested  parties  on 
the  subject  for  a definite  period  of  time,  and 
bringing  together  all  of  the  available  informa- 
tion in  our  country  and  in  Europe  to  focus  on  a 
current  problem,  represents  a new  and  useful 
method  of  problem  solving. 

The  recommendation  of  the  panel  will  be  re- 
ported in  a subsequent  Communique. 


THE  DOCTOR’S  BAG 

Surgical  and  Orthopedic  Supply  Company,  incorporated 
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Information  for  Contributors 


The  Delaware  Medical  Journal  is  owned  and 
published  by  the  Medical  Society  of  Delaware,  a 
scientific,  non-profit  corporation.  The  material  ap- 
l[  pearing  in  the  Journal  is  covered  by  copyright  and 
may  not  be  reproduced  without  written  permission 
of  both  the  author  and  the  Journal.  The  Journal 
is  not  responsible  for  views  expressed  in  any  article. 

Manuscripts 

All  manuscripts  submitted  shall  be  original,  never 
before  published  and  contributed  solely  to  the  Dela- 
ware Medical  Journal.  They  should  be  addressed 
to  the  Editor,  1925  Lovering  Avenue,  Wilmington, 
Delaware  19806,  who  reserves  the  right  to  reduce, 
revise,  or  reject  any  material  submitted  for  publi- 
cation. 

Copy  should  be  typewritten,  double-spaced  on 
8 W x 11"  white  bond  paper.  In  addition  to  the 
original,  two  copies  are  desirable. 

The  professional  affiliations  of  each  author  should 
be  supplied.  Uncommon  abbreviations  should  be 
written  out  in  parentheses  the  first  time  they  are 
used.  Names,  initials,  or  other  information  that 
could  identify  a patient  should  be  eliminated  from 
the  copy.  If  photographs  of  patients  are  used,  either 
the  subjects  should  not  be  identifiable,  or  their  pic- 
tures must  be  accompanied  by  written  permission 
to  use  the  figure. 

Review  and  Action 

Manuscripts  are  customarily  examined  by  the 
editorial  staff  and  sent  out  to  two  reviewers.  Au- 
thors are  usually  notified  within  two  to  six  weeks 
as  to  the  acceptability  of  a manuscript,  but  some 
times  longer  delays  are  unavoidable. 

Contributors  will  be  notified  as  soon  as  a manu- 
script is  received.  Unaccepted  manuscripts  will  be 
returned. 


References 

References  should  be  limited  to  a reasonable  num- 
ber. References  must  be  numbered  in  the  copy. 
Bibliographies  will  not  be  accepted. 

References  should  conform  to  the  Index  Medicus, 
including,  in  order:  Author,  title,  journal,  volume 

number,  page,  and  year.  Book  references  should  in- 
clude editors,  edition,  publisher  and  place  of  pub- 
lication, as  well. 

Example  of  a journal  article: 

1.  Fine  RN,  Brennan  LP,  Edelbrock  HH,  et  al: 
Use  of  pediatric  cadaver  kidneys  for  homotransplan- 
tation in  children.  JAMA  210:477-484,  1969. 

Example  of  a book: 

(2)  Morgan  WL,  Engel  GL:  The  Clinical  Ap- 

proach to  the  Patient,  p 85.  Philadelphia,  WB 
Saunders  Co,  1969. 

Illustrations 

Drawings  and  charts  should  be  made  in  black 
ink  on  white  paper.  Photographs  must  be  black  and 
white  glossy  and  should  be  identified  on  the  back 
and  their  positions  indicated  in  the  text.  The  cost 
of  reproduction  of  illustrated  material  for  publica- 
tion in  excess  of  an  average  of  one  illustration  per 
page  will  be  charged  to  the  author.  Photographs, 
drawings,  and  cuts  will  be  returned  after  publica- 
tion only  if  requested. 

Drug  Names 

Generic  names  should  be  used,  but  if  an  author 
uses  a brand  name  drug  in  the  the  course  of  a study, 
or  wishes  to  use  a brand  name  for  other  reasons,  he 
may  do  so,  but  should  insert  it  (in  parentheses) 
after  the  generic  name. 
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LIKE  CAESAR’S  WIFE 


Looking  at  the  Medical  Society  of  Delaware 
from  the  perspective  of  one  who  has  moved  up 
the  organization  ladder  through  the  various  com- 
mittee functions  to  the  presidency,  I am  most 
impressed  with  its  pattern  of  dynamism  and 
change  as  it  moves  to  deal  with  the  changing 
concepts  and  goals  of  our  profession.  We  made 
an  important  step  in  that  direction  by  our  adop- 
tion of  continuing  education  standards  in  1976 
and  again  this  year. 

Most  Delaware  physicians  devote  many,  many 
hours  to  self-improvement  and  in  dedication  to 
keeping  pace  with  what  transpires  in  their  areas 
of  medical  proficiency.  The  demand  for  proving 
that  such  is  indeed  the  case  grows  ever  more 
strident. 

I think  it  is  imperative  that  each  of  us  not  only 
determine  to  demonstrate  our  commitment  to 
high  standards,  but  that  we  also  document  our 
efforts  in  this  regard  to  show  our  patients  and  the 
public  at  large  that  we  not  only  have  recognized 
their  concerns,  but  have  also  moved  in  advance 
of  their  demanding  it  to  prove  that  we  are  thor- 
oughly and  expeditiously  doing  over  and  above 
what  could  reasonably  be  required  of  us  as  in- 
dividuals and  as  a Society. 

In  1976  we  implemented  the  Continuing  Edu- 


cation Program  by  awarding  certificates  to  those 
physicians  who  demonstrated  that  they  had  com- 
pleted 150  hours  of  continuing  education.  We 
have  moved  ahead  in  our  efforts  to  have  physi- 
cians keep  current  in  medical  knowledge  by  in- 
stituting a By-Laws  change  which  requires  man- 
datory continuing  education  for  membership  in 
good  standing  or  possible  suspension  of  a mem- 
ber for  failure  to  comply  with  the  continuation 
study  requirements  as  prescribed  by  the  Continu- 
ing Education  Committee  of  the  Society. 

While  nearly  every  individual  in  the  country 
personally  trusts  his  physician,  many  are  skep- 
tical about  the  medical  profession  as  a whole. 
We  can  counteract  that  point  of  view  most  ef- 
fectively by  continuing  to  maintain  a high  de- 
gree of  excellence  in  providing  health  care  and 
preventing  disease.  But  we  can  also  combat  it 
collectively  by  vowing  to  be  like  Casesar’s  wife, 
“above  suspicion,”  and  to  that  end  we  should 
strive  to  keep  our  contemporary  community  in- 
formed of  our  constant  effort  to  be  better  and 
more  responsive  doctors. 
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CYSTIC  LYMPHANGIOMA  OF  THE 
MEDIASTINUM  AND  THE  SMALL  BOWEL: 

A Case  Report  and  A Review  of  Literature 

Sho  Fukuda,  M.D. 
Zakir  Hossain,  M.D. 


Cystic  lymphangiomas  of  internal  body  struc- 
tures are  rare  entities.  Most  remain  asympto- 
matic and  are  found  unexpectedly  during  surgery 
or  at  autopsy,  although  some  of  them  are  pro- 
gressive in  nature.1  Lymphangiomas  of  the  gas- 
trointestinal tract  and  the  mediastinum  occurring 
together  are  extremely  rare.2’3  The  patient  pre- 
sented in  this  article  had  cystic  lymphangiomas 
involving  both  small  bowel  and  the  mediastinum. 

Case  Report 

A 36-year-old  negro  housewife,  gravida  10, 
para  4,  was  admitted  to  the  Wilmington  Medical 
Center  with  the  chief  complaints  of  progressive 
shortness  of  breath  and  generalized  weakness. 

She  had  had  seven  previous  admissions  to  this 
hospital.  Eleven  years  previously  at  the  time  of 

Dr.  Fukuda  was  Chief  Resident  in  Surgery,  Wilmington  Medical 
Center,  Wilmington,  Delaware,  at  the  time  this  paper  was  written. 
He  is  now  in  Japan  on  fellowship. 

Dr.  Hossain  is  an  attending  in  Thoracic  and  Cardiovascular  Sur- 
gery, Wilmington  Medical  Center,  Wilmington,  Delaware. 
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surgery  to  remove  a right  ovarian  cyst,  she  had 
been  found  to  have  multiple  cystic  lesions  involv- 
ing the  small  bowel  and  the  mesentery.  At  that 
time  biopsy  of  one  lesion  was  reported  as  cystic 
lymphangioma.  Her  chest  x-ray  film  at  that  time 
revealed  no  abnormalities.  Upper  G.I.  series 
and  small  bowel  series  showed  displacement  and 
extrinsic  filling  defect  of  the  small  bowel  com- 
patible with  cystic  lymphangiomas  of  the  small 
bowel.  (Figure  1)  She  was  again  admitted  five 
years  later  because  of  crampy  lower  abdominal 
pain.  At  that  time,  chest  x-ray  showed  an  ir- 
regular, nodular,  cystic  lesion  of  the  upper  medi- 
astinum. (Figure  2)  She  denied  any  respiratory 
or  chest  symptoms,  and  there  were  no  significant 
findings  on  physical  examination  or  in  her  labora- 
tory data. 

Three  years  later  she  was  re-admitted  because 
of  occasional  rectal  bleeding  and  mild  dyspnea. 
Abnormalities  on  physical  examination  were 
limited  to  tarry  stool.  Laboratory  data  were 
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FIGURE  1 

Small  bowel  study  showing  multiple  sharply  de- 
marcated intraluminal  and  intramural  filling  de- 
fects. 


within  normal  limits  except  for  a hemoglobin  of 
9.7  gm%  with  hematocrit  of  30 %.  An  upper 
G.I.  series  and  small  bowel  series  showed  filling 
defects  and  displacement  of  the  small  bowel 
similar  to  the  last  previous  film.  Barium  enema 
and  sigmoidoscopy  were  normal.  Her  chest 
x-ray  showed  a slight  increase  in  the  size  of  the 
mediastinal  mass  noted  previously.  Bronchoscopy 
showed  no  extrinsic  compression  of  the  traoheo- 
bronchial  tree. 

Mediastinotomy  was  performed,  and  a large 
cystic  mass  of  the  anterior  mediastinum  was 
found.  Biopsy  was  reported  as  vascularized  fibro- 
adipose  tissue.  The  patient  then  was  followed 
as  an  outpatient,  until  her  most  recent  admission 
for  increased  shortness  of  breath. 

Examination  of  the  neck,  chest,  and  abdomen 
was  still  within  normal  limits.  Laboratory  data 
were  within  normal  limits.  Follow-up  x-ray  of 
the  chest  revealed  a marked  increase  in  the  size 


FIGURE  2 

Chest  x-ray  showing  right  nodular  enlargement  of 
mediastinum. 


of  the  mediastinal  tumor.  ( Figure  3 ) A pulmon- 
ary arteriogram  showed  normal  vasculature  with- 
out any  displacement.  (Figure  4) 

Surgical  Procedure  and  Post-operative  Course 

Bronchoscopy  showed  no  extrinsic  compression 
of  the  major  tracheobronchial  tree.  Total  ex- 
cision of  the  mediastinal  mass  was  successfully 
performed  through  an  upper  median  sternotomy. 
A multiloculated  cystic  mass  was  found  which 
extended  into  both  thoracic  cavities  and  was  ad- 
herent to  the  parietal  pleura  on  the  right  side. 
The  cyst  contained  at  least  one  liter  of  brownish 
milky  fluid.  It  had  a shaggy,  pink  membranous 
appearance  externally. 

Microscopic  examination  revealed  the  lesion 
to  be  composed  of  interlacing  vascular-appearing 
channels,  supported  by  a thin  fibrous  wall  with 
a collection  of  lymphoid  aggregates.  These  find- 
ings were  interpreted  as  cystic  lymphangioma. 
(Figure  5)  Post-operatively  the  patient  devel- 
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FIGURE  3 

Repeat  x-ray  three  years  later  showing  enlarge 
ment  of  mediastinal  mass. 


oped  recurrent  small  pleural  effusions,  whioh 
were  controlled  by  thoracentesis.  At  the  time  of 
discharge,  she  was  markedly  improved. 

Discussion 

Koestner  first  postulated  the  development  of 
cystic  lymphangioma  from  lymph  channels  ex- 
panded by  accumulated  fluid.4  Dowd  advocated 
the  theory  that  lymphatic  channels  had  neoplastic 
potential  and  took  origin  from  primitive  jugular 
sacs.5  Goetsch  stated  that  in  the  normal  sequence 
of  events,  endothelial  sprouts  and  the  lymphatic 
primordium  coalesce  to  form  lymphatic  sacs. 
These  eventually  reunite  with  the  venous  system 
to  form  normal  lymphatic  channels.  Cystic 
lymphangiomas  occur  when  lymphatic  sacs  fail 
to  establish  venous  communication.0  Subse- 
quently, the  undrained  lymphatics  form  cystic 
structures  which  produce  pressure  and  ultimately 
necrosis  of  the  surrounding  tissue.  Willis  stated 
that  the  development  process  of  cystic  hygroma 
was  not  a neoplastic  one.7 

Pathologically,  the  lesion  presents  as  a unilocu- 
lar or  multilocular  tumor  with  thin  transparent 
walls,  which  may  be  thickened  if  there  has  been 
previous  infection  or  hemorrhage.  The  fluid 
content  is  clear  to  straw-colored,  but  may  be 
brown  or  bloody.  Goetsch  believes  that  the 


FIGURE  4 


Pulmonary  arteriogram  show- 
ing normal  pulmonary  vascu- 
lature. 
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FIGURE  5 


Microscopic  findings  of  mediastinal  lymphangioma. 


formation  of  large  cavities  occurs  by  the  pres- 
sure atrophy  of  the  walls  between  adjoining 
cysts  because  of  continued  secretion  within  the 
cysts.6 

Microscopically,  the  wall  is  lined  by  flattened 
endothelial  cells.  The  wall  usually  contains  ag- 
gregations of  lymphocytes  with  varying  amounts 
of  fibrous  stroma  and  often  areas  of  thrombus. 
The  most  commonly  used  classification  is  that  of 
Wegener,  who  divides  the  lesions  into  three  cate- 
gories: (1)  simple  (composed  of  capillary-sized, 
thin-walled  lymphatic  channels);  (2)  cavernous 
( made  up  of  dilated  lymphatic  channels,  often 
with  fibrous  adventitial  coats);  and  (3)  cystic.8 
Watson  and  McCarthy  added  two  other  cate- 
gories: cellular  or  hypertrophic  and  diffuse  sys- 
temic to  classify  other  clinical  conditions  en- 
countered with  lymphangioma.9 


About  50%  of  all  lymphangiomas  are  present 
at  birth,  and  up  to  90%  are  evident  by  two  years 
of  age.10  Lymphangioma  constitutes  5.6%  of  all 
benign  tumors  of  infancy  and  childhood.  The 
most  common  sites  are  the  neck  and  the  axilla,  in 
which  about  95%  of  the  lesions  occur.11  Others 
include  the  mesentery,  mediastinum,  chest  wall, 
retroperitoneal  space,  arm,  back,  parotid,  scro- 
tum, inguinal  region,  intra-abdominal  viscera, 
bones,12  lungs,13  penis,14  colon,15  and  kidney.16 

The  diagnosis  of  cystic  lymphangioma  on  the 
basis  of  history  and  physical  examination  is  easy 
if  the  lesions  are  external  as  in  the  neck  and 
axillae,  chest,  or  abdominal  walls.  It  is  difficult, 
however,  to  make  a pre-operative  diagnosis  if 
there  is  internal  involvement.  Most  cystic  lymph- 
angiomas are  asymptomatic  and  become  sympto- 
matic only  if  they  become  large  in  size  and  press 
on  surounding  organs  or  tissue  or  if  there  is 
hemorrhage  or  infection  in  the  cyst.  Differential 
diagnosis  includes  hemangioma  and  lipoma,  as 
well  as  solid  tumors.  Laboratory  values  are  al- 
most always  normal.  Pre-operative  x-ray  exami- 
nations, such  as  scout  films  of  the  involved  areas, 
IVP,  G.I.  series,  skeletal  x-rays,  and  arteriogram 
may  be  of  value  in  determining  the  extent  of  the 
involvement.  The  usefulness  of  lymphangio- 
graphy has  been  debated  but  recent  reports  sug- 
gest the  significance  of  lymphangiography  for 
confirming  a diagnosis,  determining  the  extent  of 
a lesion,  and  helping  to  define  surgical  treat- 
ment.17 

The  principal  treatment  is  complete  excision 
of  the  cyst.  The  operation  should  be  essentially 
conservative;  there  is  no  justification  for  sacrific- 
ing any  vital  organs.  Irradiation  is  of  little  value 
because  it  rarely  produces  regression.  Sclerosing 
agents  injected  into  the  cyst  have  not  been  found 
to  be  effective.18,19 

Many  authors  agree  that  lymphangioma  of 
the  mediastinum  is  extremely  rare.20'24  In  1934, 
Skinner  and  Hobbs  first  reported  surgical  resec- 
tion of  mediastinal  lymphangioma  by  a two-stage 
procedure.  Many  mediastinal  lymphangiomas 
remain  asymptomatic  for  years,  but  others  may 
increase  in  size  and  cause  pressure  manifesta- 
tions in  the  surrounding  organs  or  tissues,  such 
as  the  tracheobronchial  tree,  esophagus,  or  large 
vessels  or  nerves.  According  to  Ringertz,  medi- 


578 


Del  Med  Jrl,  Oct  1977 — Vol  49,  No  10 


Cystic  Lymphangioma  of  the  Mediastinum  and  the  Small  Bowel — Fukuda 


astinal  lymphangiomas  are  always  difficult  to 
differentiate  from  thymic  cysts  and  pericardial 
cysts.25  Confirmative  diagnosis  cannot  be  made 
without  excision  biopsy;  many  surgeons  advocate 
early  total  excision  regardless  of  the  location  or 
type  of  lymphangiomas.26'28 

Although  lymphangiomas  are  said  to  be  the 
most  common  benign  tumors  of  the  mesentery, 
lymphangioma  in  the  gastrointestinal  tract  is 
rare.  In  a study  of  1,056  cases  of  blood  and 
lymphatic  tumors  reported  by  Watson  and  Mc- 
Carthy there  were  no  lymphangiomas  involving 
the  gastrointestinal  tract.0  Linden  found  none 
involving  the  gastrointestinal  tract  in  52  cases  of 
benign  lymphangiomas  occurring  in  various  age 
groups.20  Fleming  and  Carlson  could  find  only 
nine  instances  in  1,437,767  patients  in  whom 
453,708  roentgenographic  examinations  of  the 
gastrointestinal  tracts  were  performed.30  One  of 
the  nine  was  located  in  the  jejunum  and  two  in 
in  the  mesentery  of  the  small  intestine.30  Raiford 
found  one  lymphangioma  in  a total  of  88  benign 
tumors  of  the  small  intestine.31  Dediclc  and  Col- 
lins found  only  one  case  of  lymphangioma  in  a 
study  of  bleeding  lesions  of  the  small  intestine.32 

Most  cystic  lymphangiomas  in  the  gastroin- 
testinal tract  are  asymptomatic  and  found  during 
other  surgery  or  autopsy.  Clinical  manifestations 
depend  on  the  location  and  size  of  the  tumor, 
including  abdominal  mass,33  intestinal  obstruc- 
tion,34 intestinal  bleeding,32  rupture  and  peri- 
tonitis, and  excessive  protein  loss.35'36  Treatment 
of  choice  is  surgical  excision,  unless  diffuse  in- 
volvement precludes  resection.  Postsurgical  re- 
currence may  occur,  and  it  is  presumably  a result 
of  incomplete  exicision. 

Our  patient  presented  with  recurrent  abdomi- 
nal pain,  and  gastrointestinal  bleeding  with 
secondary  anemia.  She  has  been  treated  con- 
servatively and  with  repeated  blood  transfusions 
because  of  diffuse  involvement  of  the  small  bowel 
and  its  mesentery,  as  noted  at  the  time  of  first 
exploration  37 

Summary 

Cystic  lymphangioma  is  an  unusual  benign 
tumor.  The  appearance  in  an  adult  is  a rarity. 
No  report  of  cystic  lymphangioma  of  the  medi- 
astinum and  small  bowel  occurring  together  in 


an  adult  has  previously  been  reported  in  the 
English  literature.  We  have  followed  our  patient 
a 36-year-old  negro  female  for  11  years.  Her 
mediastinal  tumor  was  successfully  removed  one 
year  after  first  detection.  She  is  now  being  treated 
conservatively  for  the  lymphangiomas  of  her 
small  bowel  and  its  mesentery. 
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At  Professional  Clinical  Laboratories, 
we  are  constantly  aware  of  our  continuing 
responsibility  to  the  Delaware  Medical 
Community.  We  know  we  must  provide  fast, 
accurate,  economical  testing  day  after  day. 
We  also  realize  we  must  take  advantage 
of  the  latest  technical  developments  to 
improve  our  service  whenever  possible. 

In  1968  PCL  had  one  laboratory  and  nine 
technicians.  Today,  we  have  seven  locations 
for  greater  patient  convenience,  a 
computerized  central  testing  laboratory 


for  greater  efficiency,  radio  dispatche< 
pick-up  cars  for  greater  speed, 
and  “Mediscreen”  (complete  medical 
screening  service  on  wheels)  to 
meet  industrial  and  municipal  needs. 


At  PCL,  yve  accept  responsibility  as 
something  to  live — and  grow — with. 
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CLINICAL  EXPERIENCE  WITH 
LONG-TERM  MINOXIDIL  THERAPY 


I 


Introduction 

Minoxidil,  a piperidino-pyrimidine  derivative, 
is  a new  oral  antihypertensive  agent,  which  has 
been  shown  by  several  investigators  to  be  well 
tolerated  and  remarkably  effective  in  patients 
refractory  to  more  conventional  antihyperten- 
isive  drugs.1'4  When  used  in  combination  with  a 
beta-blocking  agent  such  as  propranolol  and  an 
I effective  diuretic,  Minoxidil  has  also  been  pro- 
posed as  an  alternate  therapy  to  bilateral  neph- 
rectomy in  patients  with  uncontrollable  malig- 
nant phase  hypertension.3 

Minoxidil  is  a potent,  rapidly  effective  vaso- 
dilator that  acts  directly  on  vascular  smooth 
muscle.  It  has  been  shown  to  be  rapidly  ab- 
sorbed when  administered  orally;  maximal 
plasma  levels  occur  one  hour  after  ingestion. 
The  serum  half-life  is  approximately  four  and 
one  half  hours  with  detectable  effects  on  blood 
pressure  persisting  for  up  to  twenty-four  hours 
after  a single  oral  dose.5  The  kidney  is  the  prin- 
cipal route  of  excretion;  ninety  per  cent  or  more 
of  a radio-labeled  dose  is  recoverable  from  the 
urine.6 

We  describe  here  our  successful  use  of  Min- 
oxidil ^ over  a relatively  long  period  of  time  in 

Supplied  by  the  Upjohn  Company  according  to  Protocol  No.  2703. 
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three  patients.  All  three  were  either  refractory 
to  large  doses  of  multiple  conventional  antihy- 
pertensive agents,  or  unable  to  tolerate  their 
several  side  effects,  or  both.  This  experience  does 
not  establish  the  superiority  of  Minoxidil  over 
other  agents  but  does  demonstrate  the  well  toler- 
ated effectiveness  of  the  drug  over  extended 
period  of  therapy. 

Description  of  Patients 

After  obtaining  informed  consent,  three  pa- 
tients were  selected  for  inclusion  in  the  protocol. 
All  three  had  inadequate  control  of  diastolic 
blood  pressure  as  evidenced  by  an  average  dias- 
tolic value  in  excess  of  115  mm  Hg  in  the  supine 
and  standing  positions  while  receiving  high  doses 
of  several  antihypertensive  drugs. 

Patient  No.  1 is  a twenty-two-year-old  white 
woman  with  multiple  stenoses  from  fibromuscu- 
lar  dysplasia  involving  both  renal  arteries,  the 
abdominal  aorta  above  the  renal  arteries,  and 
the  superior  mesenteric  artery.  (Table  1)  After 
an  unsuccessful  surgical  attempt  to  correct  the 
renal  artery  stenosis,  her  blood  pressure  proved 
controllable  only  with  intravenous  sodium  nitro- 
prusside.  Moderate  renal  insufficiency  with  crea- 
tinine clearance  of  30  cc  per  minute  was  present 
before  Minoxidil  therapy  was  started.  Radiologic 
and  electrocardiographic  criteria  for  left  ven- 
tricular hypertrophy  were  present. 

The  second  patient  is  a thirty-nine-year-old 
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TABLE  1 

PATIENT  PROFILE  PRIOR  TO  MINOXIDIL 


PATIENT  NO.  1 

PATIENT 

NO.  2 

PATIENT  NO.  3 

Age 

22  years 

38  years 

53  years 

Race/Sex 

W/F 

B/M 

W/F 

Severity 

! 

Fundi  (KW  l-IV) 

1 

II 

III 

Cardiac 

Angina 

— 

— 

— 

CHF 

— 

— 

— 

1 

ECC 

+ 

+ 

— 

| 

LVH 

\ 

v X-ray 

+4 

+3 

+ 1 

Renal 

BUN 

24.0  mg/dl 

48.0  mg/dl 

25.0  mg/dl 

Creatinine 

3.0  mg/dl 

3.4  mg/dl 

2.2  mg/dl 

Prior  Rx 

Propranolol 

1,000  mg 

Propranolol 

480 

mg 

Guanethidine  25 

mg  ^ 

( mg/d) 

Methyldopa 

3,000  mg 

Guanethidine 

37.5 

mg 

Propranolol  640 

mg 

Hydralazine 

200  mg 

Hydralazine 

200 

mg 

Hydralazine  200 

mg 

Spironolactone 

200  mg 

Furosemide 

40 

mg 

Furosemide  160 

mg 

Furosemide 

80  mg 

Methyldopa 

2,000 

mg 

Hydrochlorothiazide  50 

mg 

Guanethidine 

25  mg 

Spironolactone 

200 

mg 

Hydrochlorothiazide 

1 00  mg 

BP  Prior  to 

Minoxidil 

240/160 

220/124 

190/118 

( 1 20/70  Prior  to 

Nitreprusside) 

black  man  with  a three-year  history  of  hyper- 
tension. Two  years  prior  to  the  initiation  of 
Minoxidil,  he  had  been  hospitalized  for  acceler- 
ated phase  hypertension.  In  spite  of  aggressive 
management,  blood  pressure  control  following 
this  episode  was  unsatisfactory.  Cardiomegaly 
suggesting  left  ventricular  hypertrophy  was 
demonstrated  on  chest  x-ray  and  confirmed  by 
electrocardiography.  Renal  insufficiency  had 
been  present  but  stable  during  the  two  years  fol- 
lowing the  diagnosis  of  accelerated  phase  hyper- 
tension. 

Patient  No.  3 is  a fifty-year-old  white  woman 
with  a long  history  of  recurrent  urinary  tract  in- 
fections, a remote  history  (ten  years  previously) 
of  malignant  phase  hypertension,  and  severe  gen- 
eralized arteriosclerosis.  The  latter  has  resulted 
in  stenosis  of  both  renal  arteries  greater  than 
ninety  per  cent.  The  left  kidney  was  essentially 


non- functional.  Surgery  on  the  right  renal  artery 
has  been  considered  but  is  felt  to  be  not  tech- 
nically feasible.  Renal  insufficiency,  documented 
for  four  years,  was  stable  at  the  initiation  of 
Minoxidil  therapy.  Although  the  electrocardio- 
gram was  felt  to  be  within  normal  limits,  the 
chest  x-ray  demonstrated  cardiomegaly  consistent 
with  left  ventricular  enlargement. 

Results 

All  three  patients  were  started  on  low  doses 
of  Minoxidil  ( 1.0  mg  every  six  hours,  p.o. ).  Other 
antihypertensive  agents  were  then  tapered  and, 
when  possible,  discontinued.  Eventually  all 
other  drugs  except  propranolol  and  furosemide 
were  discontinued. 

Patients  Nos.  1 and  3 demonstrated  a rapid 
response  to  Minoxidil.  (Table  2)  In  Patient  No. 
1 it  was  possible  to  discontinue  the  sodium  nitro- 
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TABLE  2 


RESULTS  OF  THERAPY:  BLOOD  PRESSURE  AFTER  MINOXIDIL 


DOSE 

PATIENT  NO.  1 

PATIENT  NO.  2 

PATIENT  NO. 

MINOXIDIL 

5.0  mg/d 

7.5  mg/d 

7.5  mg/d 

OTHER  AGENTS 

Propranolol 

Propranolol 

Hydralazine 

120  mg/d 

360  mg/d 

100  mg/d 

Furosemide 

Furosemide 

Furosemide 

120  mg/d 

480  mg/d 

320  mg/d 

DURATION  OF  TREATMENT 

30  months 

15  months 

25  months 

BP 

SUPINE 

118/90 

150/90 

140/80 

STANDING 

138/84 

148/100 

118/80 

PULSE,  STANDING  1 MIN 

86/min 

86/min 

89/min 

I 


prusside  infusion  within  three  hours  of  initiating 
Minoxidil  therapy.  Diastolic  blood  pressures 
consistently  fell  to  values  below  105  mm  Hg 
within  thirty-six  hours  of  initiating  therapy  in 
Patient  No.  3.  Patient  No.  2 was  at  first  more 

I resistant  to  Minoxidil,  requiring  six  weeks  of 
treatment  and  somewhat  larger  doses  of  pro- 
pranolol and  furosemide  to  effect  control. 

Since  initiation  of  Minoxidil  therapy,  blood 
pressure  control  in  all  three  patients  has  gen- 
erally been  good.  Patients  Nos.  2 and  3 have 
shown  periods  of  worsening  of  diastolic  pressures, 
usually  associated  with  the  accumulation  of  de- 
pendent edema.  At  those  times  an  increase  in 
furosemide  dosage  and  a reduction  of  dietary 
sodium  intake  have  always  resulted  in  improved 
control.  In  none  of  the  three  patients  has  it  been 
necessary  to  increase  the  dose  of  Minoxidil  be- 
yond 7.5  mg  per  day.  Patient  No.  3 discontinued 
the  use  of  propranolol  at  twelve  months  because 
of  intolerable  lethargy  and  depression.  These 
symptoms  persist  to  this  time  but  with  less  in- 
tensity. During  the  course  of  therapy  cardiac 
and  renal  status  remained  stable  in  all  three  pa- 
tients. In  Patient  No.  1 the  marked  cardio- 
megaly  evident  at  the  onset  of  therapy  has  com- 
pletely resolved,  probably  as  a consequence  of 


reducing  the  massive  dose  of  propranolol  ( 1,000 
mg  daily). 

All  three  patients  experienced  hair  growth 
most  evident  over  the  extremities  and  fronto- 
temporal areas  of  the  face  within  a few  weeks  of 
initiating  Minoxidil  therapy.  (Table  3)  After 
about  six  months  of  therapy,  this  has  stabilized, 
and  no  additional  hypertrichosis  has  been  ob- 
served. 

Other  side  effects  including  tachycardia,  head- 
ache, dyspnea,  loss  of  appetite,  and  nausea  were 
noted  at  the  initiation  of  therapy  and  have  been 
present  intermittently  since.  None  has  proven 
severe  or  incapacitating,  and  at  no  time  were 
any  of  these  side  effects  severe  enough  to  war- 
rant discontinuation  of  Minoxidil  therapy. 

Discussion 

Blood  pressure  resistant  to  antihypertensive 
medication  in  patients  with  significant  renal  in- 
sufficiency has  presented  a difficult  therapeutic 
dilemma  for  years.  Often,  acceptable  blood  pres- 
sure control  in  such  patients  has  been  achieved 
only  with  intolerable  doses  of  multiple  antihy- 
pertensive agents.  In  patients  with  less  severe 
but  still  markedly  elevated  blood  pressure,  con- 
trol may  be  achieved  at  lower  doses  of  conven- 
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TABLE  3 


RESULTS  OF  THERAPY  WITH  MINOXIDIL:  PHYSICAL  FINDINGS,  LABORATORY,  AND  SIDE  EFFECTS 


PATIENT  NO.  1 

PATIENT  NO.  2 

PATIENT  NO.  3 

FUNDI  (KW  l-IV) 

1 

II 

II 

ECG 

N 

LVH 

N 

CARDIAC^ 

X-ray 

N 

+ 1 

N 

RENAL 

BUN 

18.0  mg/dl 

40.0  mg/dl 

23.0  mg/dl 

CREATININE 

1.3  mg/dl 

2.8  mg/dl 

2.8  mg/dl 

UNDESIRABLE 
SIDE  EFFECTS 

Initial 

Hair  growth 

Hair  growth 

Hair  growth 

Headache 

SOB 

Headache 

SOB 

Tachycardia 

Tachycardia 

Fatigue 

Nausea 
Weight  loss 
Fatigue 

Edema 

Late 

Hair  growth 

Hair  growth 

Hair  growth 

Fatigue 

Headache 

Edema 

tional  agents,  but  persistent  drug  side  effects 
often  make  patient  compliance  short-lived  and 
ineffective. 

These  oircumstances  have  prompted  some  in- 
vestigators to  advocate  bilateral  nephrectomy 
as  a solution  to  refractory  hypertension  occurring 
in  association  with  renal  failure.7  Mroczek  has 
contested  the  validity  of  this  approach,  pointing 
out  the  obvious  long-term  difficulties  following 
bilateral  nephrectomy  and  stressing  the  potential 
for  improvement  in  excretory  function  with  good 
blood  pressure  control  over  an  extended  period 
of  time.8 

Minoxidil  offers  the  patient  with  resistent  hy- 
pertension an  effective  alternative  therapy.  When 
combined  with  propranolol  and  a diuretic,  ex- 
cellent blood  pressure  control  is  frequently 
achievable.2  This  was  the  case  in  our  three  pa- 
tients who  achieved  good  blood  pressure  control 
with  modest  doses  of  Minoxidil  over  a prolonged 
period  of  time  without  evidence  of  tachyphylaxis. 


Hypertrichosis,  our  most  frequent  side  effect, 
was  never  a serious  enough  problem  for  any  of 
our  patients  to  request  consideration  of  cessation 
of  therapy. 

In  previous  clinical  trials  Minoxidil  has  been 
shown  to  promote  the  retention  of  sodium  and 
water.1-2  Although  the  exact  mechanism  of  this 
volume  expansion  is  not  yet  defined,  there  is  sug- 
gestive evidence  that  it  is  the  result  of  enhanced 
isosmotic  fluid  resorption  in  the  proximal  tubule 
of  the  kidney.8  This  fluid  retention  is  usually 
readily  controlled,  as  in  our  patient,  with  either 
thiazide  or  loop  diuretics.1-3 

Wilburn  et  al  reported  their  experience  with 
continued  Minoxidil  therapy  in  thirteen  patients.1 
They  also  achieved  good  blood  pressure  control 
in  most  patients,  albeit  requiring  considerably 
higher  doses  of  Minoxidil  (20-40  mg  daily),  pro- 
pranolol (200-500  mg  daily),  and  furosemide 
( 160-1200  mg  daily)  to  reach  desired  blood  pres- 
sure levels.  Their  patients,  followed  from  nine 


586 


Del  Med  Jrl,  Oct  1977 — Vol  49,  No  10 


Clinical  Experience  with  Long-Term  Minoxidil  Therapy — Miller 


to  twenty-five  months,  had  significant  problems 
with  hyperdynamic  circulation,  fluid  accumula- 
tion, pulmonary  hypertension,  and  hirsutism. 
This  suggests  that  at  the  higher  doses  that  may 
be  required  in  patients  with  more  severe  hyper- 
tension Minoxidil  side  effects  may  present  a 
limiting  factor  not  encountered  in  our  patients. 

None  of  our  patients  had  angina  pectoris  prior 
to  beginning  Minoxidil  therapy  nor  did  they  de- 
velop angina  during  the  study.  The  successful 
concomitant  use  of  arteriolar  dilators  and  beta- 
blocking agents  with  Minoxidil  in  patients  with 
angina  pectoris  and  severe  hypertension  has  been 
reported.  Therefore,  the  presence  of  angina  pec- 
toris would  not  seem  to  be  a contraindication  to 
Minoxidil  therapy.1 

Summary 

We  have  reported  our  experience  using  Min- 


oxidil in  the  management  of  three  severely  hy- 
pertensive patients  with  renal  insufficiency.  Blood 
pressure  control  without  significant  side  effects 
was  achieved  with  a modest  dose  program.  Min- 
oxidil seems  to  hold  promise  as  an  effective  and 
well  tolerated  antihypertensive  agent. 
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-'URTHER  CONSIDERATIONS  IN 
ESTABLISHING  A GROUP  PRACTICE 


I 


Leif  C.  Beck,  LL.B. 
Vasilios  J.  Kalogredis,  J.D. 


In  our  most  recent  article,  we  set  forth  some 
the  primary  considerations  for  physicians  con- 
sidering the  establishment  of  an  effective  group 
practice.  We  dealt  with  philosophies  of  practice, 
corporate  versus  partnership  form,  and  practice 
income  and  expenses  definitions. 

Other  matters  of  equal  importance  to  be  con- 

isidered  by  doctors  contemplating  practicing  to- 
gether will  be  described  in  detail  in  this  article. 
After  all  involved  have  agreed  to  the  items 
covered  in  these  articles,  they  should  be  reduced 
to  a formal  written  agreement  ( partnership 
agreement  if  unincorporated  or  employment  and 
buy-sell  agreements  if  incorporated). 

Advisors  with  experience  in  dealing  with  pro- 
fessionals will  be  helpful  in  guiding  physicians 
through  the  various  questions  raised  in  these 
articles;  however,  we  must  stress  that  the  phy- 
sicians involved  are  the  only  ones  that  can  make 
the  final  decision  as  to  what  is  best  for  them, 

; for  only  they  understand  their  own  individual 
and  joint  purposes,  philosophies,  practices,  and 
personalities. 

Initial  Capital  Contributions 

If  a group  practice  is  to  be  established  through 
the  merger  of  existing  practices,  each  physician 
will  have  certain  equipment,  furniture,  and  other 
assets  to  contribute  to  the  new  practice.  The 
dollar  values  of  each  doctor’s  asset  contributions 
undoubtedly  will  be  unequal.  This  will  raise  a 
question  of  fairness  among  the  parties.  In  ad- 
dition, the  new  venture  will  probably  require 
an  influx  of  cash,  both  to  purchase  newly  re- 
quired assets  and  quite  often  to  meet  the  first 
couple  of  months’  expenses. 

If  one  is  dealing  with  a partnership  situation, 

Messrs.  Beck  and  Kalogredis  are  the  principal  consultants  of 
Management  Consulting  for  Professionals,  Inc.,  Bala  Cynwyd,  Pa. 


the  generally  desirable  method  of  treating  the 
contributions  of  furniture  and  equipment  is  to 
credit  each  partner’s  “capital  account”  with  the 
value  of  the  assets  he  is  contributing.  Gener- 
ally, it  is  sufficient  to  value  them  at  their  “book 
values” — their  original  cost  minus  depreciation. 
Where  one  physician  might  have  accelerated  his 
depreciation  for  tax  advantage  far  ahead  of  the 
other  doctor  or  doctors,  we  have  often  recom- 
mended that  the  capital  accounts  be  based  on 
what  would  have  been  the  book  values  if  each 
partner  had  previously  depreciated  his  assets  on 
a “straight  line”  method.  Sometimes  this  entails 
a depreciation  over  a longer  than  normal  tax 
term  (for  example,  say  ten  years  of  straight  line 
depreciation ) . 

In  a partnership,  these  capital  accounts  gen- 
erally would  be  treated  as  permanent  reflections 
of  each  partner’s  initial  contributions  to  the 
practice.  They  are  not  likely  to  be  paid  over 
to  a partner  either  in  cash  or  in  other  assets 
unless  and  until  he  leaves  the  group  practice.  At 
that  time,  he  would  be  entitled  to  a payment 
equal  to  his  capital  account  balance  as  of  the 
date  of  leaving. 

Such  a treatment  is  generally  fair  so  long  as 
each  partner  has  reasonably  contributed  about 
the  same  dollar  amount.  In  situations  where  one 
or  more  of  the  physicians  may  have  contributed 
substantially  larger  values  of  assets,  it  is  not  fair 
that  he  not  be  reimbursed  for  his  contribution. 
Several  approaches  can  be  taken  in  order  to  see 
that  he  is  made  whole.  His  share  of  income 
might  be  increased  to  reoognize  that  some  in- 
come comes  from  the  use  of  these  assets  and 
particularly  from  the  freedom  from  having  other- 
wise to  lease  these  assets.  Another  approach  is 
to  have  the  physician  lease  these  assets  to  the 
group  practioe.  If  that  is  done,  they  are  really 
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not  contributions  at  all.  The  doctor  retains 
ownership  and  the  group  pays  rent  for  the  as- 
sets. 

In  other  situations,  it  is  best  for  there  to  be 
an  equalization  among  the  partners,  even  if  it 
entails  a cash  payment  from  one  partner  to  an- 
other so  that  the  capital  accounts  begin  on  an 
equal  plane.  This  is  often  the  case  where  a 
senior  doctor  is  taking  on  a young  physician  who 
does  not  have  any  assets  to  contribute  to  the 
practice.  This  is  also  the  fairest  approach  in 
most  corporate  situations  where  it  is  often  pre- 
ferable for  each  physician  to  have  an  equal 
percentage  of  the  corporate  stock.  In  those  situ- 
ations, a cash  payments  making  up  the  disparity 
is  the  best  approach. 

Cash  flow  is  often  tight  during  the  first  few 
months  of  a new  practice.  Much  depends  upon 
the  treatment  of  accounts  receivable  from  prior 
practices  (to  be  described  more  fully  below); 
however,  as  cash  is  required,  it  is  best  that  it  be 
contributed  by  the  partners  in  the  same  ratio  as 
they  plan  to  divide  their  income.  We  generally 


believe  that  physicians  should  seek  to  keep  the 
cash  contributions  to  a minimum.  If  any  have 
to  be  made,  it  is  best  that  they  be  repaid  as  soon 
as  the  practice  is  beginning  to  produce  cash. 
It  is  often  better  to  borrow  some  of  this  cash  and 
pay  it  back  quickly  rather  than  have  the  phy- 
sicians take  the  money  out  of  their  own  pocket 
and  put  it  into  the  practice.  We  feel  this  way 
in  recognition  of  the  fact  that  physicians  should 
practice  medicine  with  minimum  out-of-pocket 
investments  (except  for  extreme  situations,  such 
as  radiology  where  large  asset  purchases  may 
be  required).  Physicians’  incomes  are  due  to 
their  services  and  not  to  their  capital  investments. 
In  light  of  that,  we  do  not  want  them  to  have 
too  much  money  tied  up  in  the  practice. 

Accounts  Receivable 

The  handling  of  patient  accounts  receivable 
often  causes  difficulty  in  a group  practice  situa- 
tion. Two  questions  constantly  arise.  First, 
how  should  the  receivables  generated  by  a phy- 
sician’s work  before  he  joined  the  venture  be 
handled?  Second,  how  should  he  share  in  the 
group’s  receivables  if  he  leaves  the  group  prac- 
tice? 

If  the  doctors  are  merging  several  existing 
practices,  it  may  be  decided  to  hold  back  the 
receivables  and  collect  them  independently  of 
the  new  venture.  The  philosophy  behind  this 
approach  is  that  these  items  represent  potential 
payments  for  services  previously  provided,  and 
since  the  services  do  not  flow  from  the  group 
practice  then  neither  should  the  income  inure 
to  it.  In  such  situations,  the  new  venture  might 
continue  to  bill  the  old  patients  as  a convenience 
to  each  physician,  separately  crediting  the  re- 
ceipts to  the  doctors’  personal  accounts. 

If  one  or  more  physicians  are  joining  a single 
continuing  practice,  it  is  more  common  for  the 
practice  to  continue  receiving  the  payments  as 
if  there  had  been  no  interruption  (for  example, 
where  a young  physician  is  joining  an  existing 
practice).  It  also  often  applies  to  a situation 
involving  a corporate  practice  being  merged  into 
by  an  unincorporated  practice,  with  the  corpor- 
ation to  survive.  In  such  situations,  it  is  often 
advisable  for  the  physician  who  was  incorpor- 
ated prior  to  the  merger  to  receive  additional 
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10NCEPT  WHOSE  TIME  HAS  COME? 


The  consumer’s  right  to  know  is  an  ir- 
reversible and  desirable  trend  of  the 
Seventies.  It  extends,  and  properly,  to  a 
patient's  right  to  know  more  about  his 
or  her  prescription  medications.  One 
way,  gaining  favor,  is  through  patient 
package  inserts.  Wisely-prepared  and 
properly  distributed  when  medically  in- 
dicated, they  could  markedly  improve 
patient  knowledge  and  drug  therapy— 
laudable  goals  by  anyone's  standards. 

The  PMA  endorses  these  goals  and 
will  work  with  government,  the  health 
professions  and  consumers  to  achieve 
them. 

The  Advantages 

The  concept  holds  promise  of  benefits: 
better  patient  understanding  of  the 
product  prescribed,  better  adherence 
to  the  treatment  plan,  and  more  aware- 
ness of  possible  side  reactions. 


is  enough?  How  can  it  be  kept  current? 
Should  all  patients  receive  the  same 
information?  Should  inserts  be  in- 
cluded with  all  drugs?  Should  only 
potential  problems  be  listed  or  are 
patients  better  off  with  a “fair  balance” 
presentation  that  describes  usefulness 
as  well  as  drawbacks? 

These  and  similar  questions 
require  answers,  since  model  inserts 
have  yet  to  be  properly  developed  and 
tested.  Despite  the  need  for  these 
studies,  the  FDA  is  proceeding  pre- 
maturely with  inserts  on  selected 
products.  We  think  the  Congress  is  the 
only  place  where  the  matter  can  be 
given  the  proper  legal  status  and 
direction,  particularly  since  it  repre- 
sents a conceptual  change  in  the  legal, 
medical  and  social  framework  of  the 
nation’s  prescription  drug  information 
system. 


Every  doctor  has  had  patients 
who  fail  to  finish  antibiotic  regimens 
because  they  feel  better.  Some  patients 
assume  that  if  one  tranquilizer  or 
analgesic  is  good,  two  may  be  twice  as 
good.  Still  others  fail  to  report  dizzi- 
ness while  on  antihypertensive  therapy 
—and  so  on. 

Problems  like  these  might  arise 
less  often  if  the  patient  received  writ- 
ten information  in  addition  to  verbal 
instructions.  Some  studies  suggest 
that  patients  are  more  receptive  to 
such  materials,  and  they  more  often 
understand  the  verbal  instructions  and 
follow  them,  when  inserts  are  used. 

The  Disadvantages 

There  are  also  some  potential  prob- 
lems. Obviously,  the  inserts  must  be 
clearly  phrased,  without  extraneous  or 
complex  detail.  How  much  information 


The  Solution 

The  PMA  believes  that  carefully- 
devised  pilot  studies  of  various  kinds 
of  inserts  are  needed.  They  should  be 
developed  and  implemented  with  full 
participation  by  doctors,  pharmacists, 
consumers,  communications  experts 
and  the  drug  industry.  Such  studies 
will  provide  reliable  pathways  to 
follow,  so  that  inserts  will  be  useful 
aids  to  medical  practice. 

And  particularly  we  think  that 
you  should  be  closely  involved  in  this 
debate  and  in  these  studies  and  deci- 
sions. Otherwise,  people  with  less 
experience  and  qualifications  may 
control  the  purposes,  content  and  use 
of  a tool  with  considerable  promise  for 
improved  patient  care.  It  could  make  a 
difference  in  your  practice  tomorrow, 
and  more  importantly,  in  the  health 
of  your  patients. 
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salaries  to  reflect  the  receivables  owned  to  the 
corporation  for  pre-merger  work.  The  unin- 
corporated physician  would  be  allowed  to  col- 
lect his  pre-merger  receivables  outside  of  the 
corporation. 

There  are  advantages  to  having  receivables 
flow  into  the  joint  practice.  It  does  serve  to 
meet  the  initial  cash  flow  needs  of  the  practice. 
In  such  a case,  the  partners  who  performed  the 
work  that  generated  the  receivables  deserve  an 
income  advantage.  The  “new  partners”  will 
often  buy  into  the  receivables  by  accepting  a 
lower  share  of  income  for  some  period  of  time. 

The  other  major  concern  with  receivables 
arises  when  a partner  leaves  the  group  practice, 
on  account  of  death,  permanent  disability,  retire- 
ment, or  other  withdrawal. 

Generally,  a partner  should  be  entitled  to  his 
proportionate  share  of  the  group’s  receivables 
when  he  leaves  the  group.  This  share  should, 
of  course,  be  reduced  for  the  uncertainties  and 
costs  of  collection.  A departing  partner’s  share 
is  often  reduced  by  ten  to  fifteen  percent  to  re- 


flect these  factors.  Quite  often,  a partner’s  “sep- 
aration entitlement”  will  be  stated  in  terms  of  a 
certain  number  of  months’  continued  income 
(much  of  it  being  primarily  tied  to  accounts  re- 
ceivable). In  such  a case,  a specific  percentage 
share  of  the  group’s  accounts  receivable  would 
not  be  taken  into  account,  although  the  amount 
of  continued  income  from  the  practice  would 
include  this  as  a factor. 

One  should  exercise  care  to  assure  that  the 
partner  leaving  not  be  paid  out  for  receivables 
long  before  the  continuing  partners  have  actually 
collected  the  income.  This  requires  a close 
analysis  of  the  practice’s  collection  experience. 
If  much  of  the  potential  income  is  in  litigation 
(as  may  be  the  case  for  orthopedic  surgeons  or 
radiologists),  then  the  period  for  paying  a de- 
parting partner  might  best  be  set  at  a longer 
period  than  it  might  for  a family  practitioner. 

These  normal  arrangements  for  a partnership 
require  a certain  degree  of  accurate  bookeeping. 
We  are  amazed  at  the  number  of  group  practices 
with  no  idea  of  their  collection  ratios,  their  ac- 
counts receivable  outstanding,  and  other  basic 
management  information.  This  is  data  all  prac- 
tices should  have.  This  particularly  includes  a 
definition  of  what  is  accounts  receivable.  A 
practice  should  maintain  a steady  program  and 
set  policy  of  writing  off  “dead  accounts”  so  that 
the  remaining  partners  in  a group  will  not  be 
stuck  paying  an  unfairly  large  amount  of  money 
for  uncollectible  accounts. 

In  a situation  where  a practice  might  be  dis- 
solved, with  no  doctor  or  doctors  maintaining  the 
practice,  it  is  normal  for  the  physicians  to  merely 
split  the  receivables  as  they  come  in  with  no  one 
partner  “buying”  the  receivables  from  the  other. 

Vacations  and  Illnesses 

Any  agreement  among  physicians  should  state 
how  much  vacation  and  meeting  time  absence 
each  of  them  is  entitled  to  in  a given  year.  This 
would  normally  be  in  a partnership  agreement 
or  working  rules  in  a partnership  setup  or  in  a 
physician’s  employment  contract  in  a corpora- 
tion. 

The  amount  of  vacation  time  the  physicians 
of  a group  may  take  obviously  depends  on  how 
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well  the  remaining  doctors  can  handle  the  bur- 
den during  any  such  absences.  One  of  the  main 
reasons  for  joint  practice  is  the  opportunity  to 
stagger  working  schedules  and  allow  such  ab- 
sences. We  believe  that  most  group  practices 
can  easily  accommodate  as  little  as  four  and  as 
much  as  eight  weeks’  vacation  per  year  per 
member. 

Another  real  advantage  of  group  practice  is  to 
provide  security  in  case  of  absence  due  to  illness 
or  disability.  We  encourage  practices  to  pro- 
vide as  much  absence  as  possible  without  dis- 
rupting the  remaining  partners’  ability  to  handle 
the  practice. 

The  amount  of  time  that  one  might  be  able 
to  receive  such  continued  income  would  be  tied 
to  the  normal  accounts  receivable  experience  as 
well  as  a reasonable  amount  of  time  for  the  re- 
maining physicians  to  be  able  to  continue  the 
burden  without  having  to  seek  additional  help. 
To  cut  off  a disabled  partner  from  his  income 
share  earlier  than  that,  would  deprive  him  of  a 


strong  advantage  of  group  practice.  However, 
if  the  income  share  continues  for  too  long  a 
period  of  time,  you  begin  to  penalize  the  “healthy 
partners.” 

This  might  call  for  a couple  of  months  of 
normal  income  share,  to  be  followed  by  a smaller 
share  of  income  as  his  absence  continues.  For 
example,  a practice  might  provide  two  months  of 
full  income  and  then  four  months  of  half  income 
if  the  illness  continues.  This  recognizes  that 
the  effect  on  the  remaining  partners  is  gradual 
(on  account  of  accounts  receivable,  ability  to 
work  a little  harder  for  a short  period  of  time, 
and  the  like ) . It  also  recognizes  that  the  cost  of 
hiring  a replacement  (if  one  is  available)  would 
be  less  than  the  sick  man’s  full  income  share. 

In  other  cases,  after  providing  for  perhaps 
two  or  three  months  of  full  income,  an  agreement 
might  call  for  additional  income  to  the  disabled 
partner  if  it  is  available  after  paying  practice 
expenses  and  the  normal  income  shares  for  the 
healthy  partners.  This  can  work  well.  It  pro- 
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tects  the  healthy  partners  from  taking  a cut  in 
income  while  providing  the  disabled  partner 
some  income  from  the  practice  if  it  is  available 
for  a definite  period  of  time. 

If  a partner’s  absence  continues  beyond  the 
allowable  period  (often  six  to  twelve  months),  , 
his  sharing  of  income  would  cease,  and  he  would 
become  an  inactive  partner.  We  generally  recom- 
mend that  he  be  allowed  the  opportunity  to  re- 
turn to  the  partnership  if  he  recovers  during 
some  extended  period  (perhaps  one  or  two 
years).  If  he  cannot  return  to  active  practice 
during  that  period,  then  his  relationship  with 
the  partnership  should  be  terminated.  The  group 
cannot,  in  all  fairness,  keep  a place  open  for 
him  indefinitely.  It  must  recognize  the  uncer- 
tainty of  his  becoming  a productive  partner  if 
and  when  he  returns  thereafter  and  also  be  pro- 
vided the  opportunity  to  seek  a replacement 
within  a reasonable  amount  of  time. 

It  is  much  better  to  provide  for  these  contin- 
gencies prior  to  the  event.  To  wait  until  some- 
thing like  this  happens  can  only  result  in  hard 
feelings  and  embarrassment. 

Retirement,  Death,  and  Withdrawal 

A group’s  formal  agreement  should  specifically 
set  forth  what  a person  is  entitled  to  if  he  leaves 
the  practice  for  any  reason.  This  entitlement 
would  usually  be:  (1)  a return  of  his  capital  (in 
a corporation  the  stock  price);  (2)  his  share  of 
income  until  the  date  of  termination;  and  (3) 
his  share  of  accounts  receivable  (which  might 
be  tied  to  some  sort  of  salary  continuation). 

Very  few  medical  practices  have  any  greater 
value.  Goodwill  is  a factor  in  very  few  medical 
practice  situations.  Proof  of  this  has  been  evi- 
denced in  various  legal  and  tax  decisions  as  well 
as  in  the  practical  inability  to  sell  medical  prac- 
tices. Most  medical  practices  have  value  only 
to  the  extent  the  physician  actually  and  per- 
sonally provides  the  services.  There  is  little  or 
no  income  continuation  value  in  the  patient 
charts,  the  medical  practice’s  name,  and  the  like 
in  the  majority  of  situations. 

In  light  of  that,  we  strongly  disagree  with  the 
insurance  salesmen’s  efforts  to  suggest  a higher 
price  value  in  order  to  get  professionals  to  buy 
life  insurance  for  a larger  payout.  This  addi- 
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tional  value,  funded  by  life  insurance,  is  often 
little  more  than  a bootstrap  argument  having 
no  relation  to  reality.  We  feel  strongly  that 
each  patient  should  buy  whatever  life  insurance 
he  needs  or  wants  personally,  without  being  tied 
to  the  partnership  or  to  his  associates. 

Rights  of  the  Senior  Doctor 
Particularly  in  those  situations  where  a senior 
physician  is  taking  on  a younger  doctor  (often 
with  no  private  practice  experience),  it  is  neces- 
sary to  set  forth  some  protection  for  the  senior 
physician.  For  example,  it  is  not  unusual  for 
the  senior  physician  to  have  the  right  to  treat 
the  junior  physician  as  the  one  that  terminated 
the  relationship  if  there  is  a separation  at  any 
time  within  the  first  five  years  of  the  association. 
This  allows  the  senior  doctor  to  retain  the  office, 
have  first  pick  of  employees,  keep  the  practice 
name,  keep  the  telephone  number,  and  the  like. 
This  recognizes  that  the  senior  man  has  devel- 
oped the  practice.  It  is  generally  agreeable  and 
fair  to  both  parties.  After  that  initial  five-year 
period,  it  is  recognized  that  both  physicians 


have  now  contributed  to  the  growth  of  the  prac- 
tice and  the  senior  physician  is  no  longer  en- 
titled to  this  benefit. 

We  generally  do  not  recommend  that  non- 
competition clauses  be  inserted  in  employment 
or  partnership  agreements.  They  are  generally 
of  questionable  legal  validity  and  also  do  not 
seem  most  appropriate  in  the  great  majority  of 
medical  practice  situations.  There  are  circum- 
stances, however,  where  it  is  reasonable  to  pro- 
vide some  protection  for  a senior  physician.  For 
example,  in  proper  situations,  a senior  physi- 
cian’s agreement  with  a new  doctor  might  include 
a provision  whereby  the  young  doctor  agrees  to 
resign  from  the  staffs  of  the  hospitals  presently 
being  served  by  the  practice  upon  termination  of 
the  agreement.  If  such  resignation  is  not  forth- 
coming, the  younger  physician  would  have  to 
pay  a substantial  dollar  penalty  to  the  senior 
doctor.  This  does  not  preclude  the  young  phy- 
sician from  practicing  where  he  desires  but  does 
provide  that  he  should  pay  the  senior  physician 
for  this  right.  Even  this  provision  is  not  com- 
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mon.  However,  it  is  used  and  relevant  in  unique 
situations  where  there  may  be  a limited  need  for 
that  type  of  specialist  in  the  area. 

Conclusion 

We  hope  these  thoughts  prove  helpful  to  all 
considering  establishing  a group  practice  as  well ; 
as  to  othose  already  practicing  in  that  form.  It 
must  be  remembered  that  any  physician  entering 
into  a joint  practice  must  take  the  time  to  explore 
and  agree  upon  the  details  that  will  govern  their 
relationship.  Many  physicians  presently  prac- 
ticing in  groups  should  take  the  time  to  do  this, 
particularly  if  it  was  not  done  at  the  beginning 
of  the  relationship.  Even  though  these  consider- 
ations begin  on  a friendly  and  often  casual  basis, 
it  is  most  important  that  written  documents  be 
prepared  to  reflect  the  understandings  of  the 
partners.  It  must  be  remembered  that  the  time 
the  written  document  is  needed  is  when  the  par-  j 
ties  involved  might  not  be  on  such  a friendly 
standing.  It  is  in  this  area  that  the  use  of  com-  j 1 
petent  and  expert  legal  assistance  can  be  most 
helpful. 
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BASIC  PRINCIPLES  IN  THE  CLINICAL 

e l SELECTION  OF  ANTIMICROBIALS 

E Gerald  L.  Mandell,  M.D.,  Professor  of  Medi- 
E cine,  University  of  Virginia  School  of  Medicine, 
' gave  the  Armine  T.  Wilson  Memorial  Oration 
1 at  the  Infectious  Disease  Symposium  May  5, 
' 1977  and  also  addressed  the  Delaware  Academy 
* of  Family  Physicians  on  Basic  Principles  in  Selec- 
tion of  Antimicrobials  May  2,  1977 . This  paper 
was  adapted  from  this  address. 

An  accurate  presumptive  bacteriological  diag- 
i nosis  in  patients  with  infection  can  usually  be 
i made  by  history,  physical  examination,  and  cer- 
tain simple  diagnostic  techniques.  These  simple 
diagnostic  techniques,  including  the  gram  stain, 
are  very  important,  because  the  cultures  are  not 
then  available  to  help  in  the  initial  therapeutic 
decision. 

Because  there  is  only  one  time  when  they  can 
be  effectively  collected,  it  is  important  to  collect 
I appropriate  cultures  prior  to  the  start  of  therapy. 

By  knowing  the  sensitivity  pattern  of  common 
bacterial  pathogens  the  appropriate  agents  for 
initial  therapy  can  be  selected  by  the  clinician 
on  the  basis  of  the  presumptive  bacteriologic 
diagnosis.  For  example,  it’s  known  that  pneu- 
mococci are  always  sensitive  to  penicillin.  Thus, 
when  we  see  a patient  with  pneumococcal  pneu- 
monia, we  know  that  penicillin  is  the  drug  of 
choice. 

The  information  obtained  from  in  vitro  sensi- 
tivity tests  of  the  patient’s  organisms  should  be 
utilized  as  required.  For  example,  if  a patient 
with  the  gram-negative  sepsis  syndrome  is  started 


on  an  aminoglycoside  such  as  gentamicin  (Gara- 
mycin-Schering ) and  on  day  three,  the  laboratory 
reports  that  the  causative  organism  is  an  E.  coli 
sensitive  to  ampicillin,  therapy  should  be  modi- 
fied in  order  to  treat  with  the  safer  drug;  that  is, 
gentamicin  should  be  discontinued  and  a switch 
made  to  ampioillin. 

One  must  be  aware  of  certain  confusions  in 
interpreting  clinical  diagnostic  laboratory  reports. 
For  example,  the  laboratory  will  sometimes  re- 
port an  E.  coli  isolated  from  the  urine  as  resistent 
to  ampicillin.  However,  the  patient  may  have 
been  treated  with  ampicillin  for  his  urinary  tract 
infection,  and  gotten  better.  The  laboratory  re- 
ported the  organism  as  “resistant”  since  their 
testing  of  antibiotic  sensitivities  is  based  on  usual 
achievable  serum  levels.  Urine  levels  may  be 
many  times  serum  levels,  however,  and  thus  ef- 
fective levels  are  achieved  in  the  urine. 

The  possible  influence  of  antibiotic  antagonism 
and  synergism  should  be  recognized.  Antagon- 
ism has  been  shown  to  be  clinically  important 
only  in  pneumococcal  meningitis,  where  penicil- 
lin plus  tetracycline  is  less  effective  than  peni- 
cillin alone.  Synergism  is  clinically  significant 
in  the  treatment  of  enterococcal  endocarditis 
where  the  combination  of  penicillin  and  strepto- 
mycin is  clearly  better  than  penicillin  alone.  In 
the  treatment  of  certain  gram-negative  pneu- 
monias we  also  make  use  of  synergistic  combina- 
tions. 

Another  consideration  in  choosing  antibiotic 
therapy  is  the  relative  merits  of  bactericidal 
versus  bacteriostatic  drugs.  Bactericidal  drugs 
are  essential  for  the  treatment  of  endocarditis. 
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In  impaired  hosts  with  serious  illness  we  also 
prefer  to  use  bactericidal  drugs  because  the 
patient’s  own  host  defense  mechanisms  may  not 
be  adequate  to  eradicate  the  microbes. 

An  attempt  should  be  made  to  select  the  anti- 
biotic with  the  most  specific  activity;  superinfec- 
tion  is  less  common  when  the  spectrum  of  activity 
is  narrow.  There  are  data  which  show  that 
therapy  of  pneumococcal  pneumonia  by  low 
dose  penicillin  results  in  fewer  superinfections 
than  therapy  by  high  dose  penicillin,  combina- 
tions of  antibiotics,  or  broad  spectrum  antibiotics. 

There  must  be  an  awareness  of  the  toxicity  of 
antibiotics  or  of  combinations  of  antibiotics,  and 
interactions  of  antibiotics  with  other  drugs.  For 
example,  severe  ototoxicity  and  nephrotoxicity 
may  result  from  the  combination  of  an  aminogly- 
coside antibiotic  such  as  gentamicin  or  tobra- 
mycin with  a potent  diuretic  such  as  ethycrynic 
acid  or  furosemide.  The  two  together  may  be 
synergistically  toxic. 

The  role  of  surgery  in  the  cure  of  certain  in- 
fections should  be  obvious;  antibiotics  alone  can 
not  cure  an  abscess  that  should  be  drained. 


FREQUENTLY  USED  ANTIMICROBIAL  AGENTS 
BY  GROUP 

STANDARD  PENICILLINS 

Brand 

( proprietary) 


Generic 

Name 

Penicillin  V 

Pen  Vee  K 

( Phenoxymethyl  Penicillin  G) 

Penicillin  G 

Pentids 

(Benzyl  Penicillin) 

Aqueous 

Procaine 

Wycillin 

Benzathine 

Bicillin 

Phenethicillin 

Maxipen 

ANTI-STAPHYLOCOCCAL  PENICILLINS 


Methicillin 

Nafcillin 

Oxacillin 

Cloxacillin 

Dicloxacillin 


Staphcillin 

Unipen 

Prostaphlin 

Tegopen 

Dynapen 


THE  ANTI-GRAM-NEGATIVE  PENICILLINS 


Ampicillin 

Hetacillin 

Amoxicillin 

Carbenicillin 
Carbenicillin 
Indanyl  Sodium 
Ticarcillin 


Omnipen,  Polyci Hi 

Principen 

Versapen 

Amoxil 

Larotid 

Geopen,  Pyopen 
Geocillin 

Ticar 


CEPHALOSPORINS 


Cephalothin 

Keflin 

Cephaloridine 

Loridine 

Cephaloglycin 

Kafocin 

Cefazolin 

Ancef 

Kefzol 

Cephapirin 

Cefadyl 

Cephradine 

Velosef 

Anspor 

Cephalexin 

Keflex 

AMINOGLYCOSIDES, 

SPECTINOMYCIN 

AND  VANCOMYCIN 

Kanamycin 

Kantrex 

Gentamicin 

Garamycin 

Neomycin 

Mycifradin 

Spectinomycin 

Trobicin 

Vancomycin 

Vancocin 

Streptomycin 

Tobramycin 

Nebcin 

Amikacin 

Amikin 

TETRACYCLINES 

Oxytetracycline 

Terramycin 

Chlortefracycline 

Aureomycin 

Tetracycline 

Achromycin 

Methacycline 

Rhondamycin 

Minocycline 

Minocin 

Demeclocycline 

Declomycin 

Doxycycline 

Vibramycin 
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URINARY  TRACT  AGENTS 


Sulfamethoxazole 

Sulfisoxazole 

Sulfacytine 

Methenamine  Mandelate 
Nalidixic  Acid 
Oxolinic  Acid 
Nitrofurantoin 

Trimethoprim-Sulfamethoxazole 


Gantanol 

GanTrisin 

Renoquid 

Mandelamine 

Negram 

Utibid 

Furadantin 

Bactrim,  Septra 


MISCELLANEOUS  ANTIMICROBIALS 


Erythromycin 

base 

estolate 

stearate 

Clindamycin 

Lincomycin 

Chloramphenicol 

Polymyxin 

Colistin 

Amphotericin 

Rifampin 

Flucytosine 


E-mycin,  lloticin 

llosone 

Erythrocin 

Cleocin 

Lincocin 

Chloromycetin 

Aerosporin 

Coly-Mycin 

Fungizone 

Rimactane,  Rifadin 

Ancobon 


For  Sals  or  Lease 

MOBILE  RADIOGRAPHIC  X-RAY 
FACILITY 

IN  EXCELLENT  CONDITION 

Completely  self-contained  x-ray  laboratory, 
consisting  of  a 22  foot  air  conditioned  and 
vandal-protected  Winnebago  van,  condenser 
discharge  x-ray  system  with  tubestand  and 
table,  DuPont  daylight  film  loading  system, 
Kodak  automatic  cold  water  film  processor 
and  all  accessories.  Very  useful  for  care  of 
nursing  home  patients,  industrial  screening 
examinations,  athletic  events,  or  disaster 
work. 

Contact 

DRS.  PERILLA,  SINDLER 
and  ASSOCIATES,  P.A. 

3350  Walkens  Avenue 
Baltimore,  Maryland  21229 


LOOKING  FOR  A NEW  CAR? 

Tired  of  Sales  Pitches  and  Confusing  Specials? 

WHOLESALE  NEW  KAR,  automotive  buying  service,  can  save  you  time  and  money 
on  the  purchase  of  any  new  American-made  car  or  light  truck.  GENERAL  MOTORS, 
FORD  MOTOR  COMPANY,  AMERICAN  MOTORS,  CHRYSLER  CORPORATION:  pur- 
chase the  exact  car  you  want,  equipped  as  you  wish,  delivered  through  a factory 
franchised  dealer  with  full  warranty  protection,  in  the  comfort  of  your  home  or 
office  and  save  money!  Know  you  are  getting  a FAIR  DEAL  without  the  headaches 
normally  associated  with  new  car  buying.  Complete  leasing  services  available 
soon.  Ask  about  other  money-saving  delivery  methods  including  bonded  driver 
delivery  direct  to  your  front  door! 

WHOLESALE  NEW  KAR 

1605  PENNSYLVANIA  AVENUE 

(Realtors  Building— -Downstairs) 

WILMINGTON,  DELAWARE  19806 

(302)^56-3618 
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FREEDOM  OF  CHOICE 

Every  just  plan  for  provision  of  medical  care 
must  guarantee  free  choice  by  both  patient  and 
physician. 

Blue  Cross  and  Blue  Shield  of  Delaware  has 
presented  to  the  Medical  Society  of  Delaware  a 
new  “Vision  and  Hearing  Program”  for  its 
twenty  thousand  local  Chrysler  Corporation  em- 
ployees. This  plan  was  devised  on  the  national 
level  for  all  Chrysler  employees,  and  Blue  Cross- 
Blue  Shield  says  it  has  no  control  over  the  pro- 
visions. 

Individual  employees  are  given  no  choice.  If 
they  go  to  a physician  who  does  not  participate, 
they  will  be  penalized  financially.  For  services 
in  the  Vision  Program,  payment  will  be  25% 
less;  for  services  in  the  Hearing  Program,  pay- 
ment will  be  zero.  This  is  a direct  violation  of 
the  physician-patient  relationship.  Previous  pro- 
grams gave  the  patient  the  choice  of  going  to  a 
non-participating  physician  and  having  payment 
made  directly  to  the  patient,  who  would  then  be 
responsible  for  paying  his  personal  physician. 

This  principle  of  freedom  of  choice  is  a basic 
one.  New  programs  for  changes  in  method  of 
delivery  of  medical  care  locally  are  in  the  plan- 
ning stage.  Their  aim  is  to  experiment  in  the 
possibility  of  containment  of  cost  with  preserva- 
tion of  quality  of  care.  If  one  of  our  Delaware 
industrial  corporations  cooperates  with  Blue 
Cross-Blue  Shield  of  Delaware  to  offer  a new 
program,  that  program  must  allow  the  physician 
to  elect  initially  and  annually  whether  or  not 
he  chooses  to  participate;  and  it  must  give  each 
employee,  for  self  and  family,  the  choice  initially 
and  annually  whether  he  chooses  to  have  his 
medical  services  under  this  plan  or  under  an 
alternate  conventional  Blue  Cross-Blue  Shield 
program. 


If  such  safeguards  for  freedom  of  choice  and 
preservation  of  physician-patient  relationship  are 
preserved,  as  they  must  be,  then,  in  my  opinion, 
the  physicians  of  the  Medical  Society  of  Dela- 
ware will  give  their  approval  and  support. 

David  Platt  M.D. 

WHERE  HAVE  ALL  THE  INTERNISTS  GONE— 
AND  WHY? 

Twenty-two  years  ago  I started  the  private 
practice  of  internal  medicine  in  Delaware.  In- 
ternists seemed  relatively  set  in  their  practice 
habits.  The  goal  was  to  develop  a large,  suc- 
cessful private  practice  and  remain  in  the  same 
pattern  until  retirement  at  an  elderly  age  or 
fate  intervened.  There  was  a stable  group  of 
internists  who  set  this  pattern  for  the  younger 
men  to  follow:  L.  B.  Flinn,  Ward  Briggs,  Jerry 
Beatty,  Fred  Bowdle,  and  others. 

Over  the  last  ten  years  the  pattern  seems  to 
be  changing  and  indeed  accelerating.  Internists 
are  leaving  practioe  for  academic,  industrial,  and 
government  medicine. 

Herb  Baganz  left  a prominent  position  in  in- 
ternal medicine  and  cardiology  for  a position  in 
State  and  later  Federal  medicine.  Tom  Hall  has 
recently  accepted  a position  at  the  VA.  My  own 
situation  is  familiar  to  you.  Len  Lang  took  a 
logical  full-time  position  in  academic  medicine. 
Former  chief  of  Medicine  Barrett  Heckler  went 
into  industrial  medicine  full  time,  following  Jim 
Flanders.  Bernadine  Paulshock  left  her  private 
practice  to  become  full  time  at  the  Wilmington 
Medical  Center.  Carl  Mulveny  left  the  practice 
of  gastroenterology  to  work  in  the  emergency 
room  at  the  Wilmington  Medical  Center. 
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This  migration  has  been  noted  among  our  very 
best  primary  physicians:  Dene  Walters,  Bill  Shel- 
lenberger,  Bill  Duncan,  Joe  Glick,  and  others 
known  to  you. 

Several  young  physicians  and  medical  resi- 
dents have  asked  me  to  explain  this  trend.  Is 
it  the  malpractice  problem?  The  threat  of  NHI? 
The  stress  and  strain  of  the  telephone,  night  calls, 
etc?  Are  the  hours  too  long  and  the  reward  dis- 
proportionate? (Surgeons  do  not  seem  to  be 
following  this  pattern.)  Is  it  purely  financial? 
(To  my  knowledge  the  above  physicians  make 
less  in  their  new  position,  not  more.) 

With  the  need  for  primary  physicians  in  Dela- 
ware, it  seems  to  me  that  the  medical  leaders  of 
the  State  should  address  this  problem.  Perhaps 
the  Delaware  Medical  Journal  might  even  spon- 
sor a series  of  editorials  in  reply  to  the  question  I 
have  attempted  to  raise  in  this  editorial.  The 
thoughts  of  our  physicians  might  assist  our  medi- 
cal planners  to  respond  to  an  important  problem. 

W.J.V. 


CHILD  ABUSE,  MURDER,  GUNS, 

AND  ABORTION 

One  the  most  disturbing  points  in  Dr.  Vin- 
cent Fontana’s  paper  on  child  abuse  ( DMJ,  Sep- 
tember 1977 ) was  his  reminder  that  children  who 
do  not  succumb  to  their  abuse,  are  quite  likely 
to  grow  up  to  be  child  abusers  themselves  as  well 
as  otherwise  demonstrating  anti-social  behavior. 

There  are  already  200,000  cases  of  child  abuse 
reported  to  US  authorities  every  year;  surveys 
suggest  the  total  frequency  is  ten  times  greater.1 
Are  abused  children  also  more  apt  to  become 
contributors  as  adults  to  the  startling  statistics 
about  murder  recently  presented  in  the  Metro- 
politan Life  Statistical  Bulletin?  In  1975,  21,300 
murders  occurred  in  the  United  States.  Murder 
has  become  the  12th  leading  cause  of  death  in 
the  nation,  its  incidence  now  nearly  double  that 
recorded  only  ten  years  ago.2 

A detailed  study  of  murder  in  Cleveland  re- 
ports a 200%  increase  in  murder  in  the  suburbs 
and  a 300%  increase  in  the  city  in  less  than 


Telephone  798-2520 
If  No  Answer, 
Call  738-9180 

E.  H.  Eaton,  Director 

CLAYMONT  MEDICAL  LABORATORY 

Office  Hours 
Daily  9 A.M.  to  3 P.M. 
Eves.  Tues.,  Wed.,  Thurs. 
6 to  9 P.M. 

Sat.  8 A.M.  to  12  Noon 

1320  PHILADELPHIA  PIKE 
WILMINGTON,  DEL  19809 
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Health  Insurance  for 
Your 
Plant? 

Our  policies  for  plant 
nurturing  are  rooted 
in  the  best  possible 
care  for  whole  life 
protection. 

Along  with  your 
premium  interest, 
time  will  reward  you 
with  the  full  and  healthy 
maturity  of  your  plant. 

We  also  advise  in 
estate  planting 


matters  for  indoor 
and  outdoor  cover- 

zsszz.  wmt  Craf 

on  outdoor  greenery.  5001  Old  Capitol  Trail  • Wilmington,  DE  • 994-8409 


twenty  years.  Guns  accounted  for  eight  out  of 
every  ten  murders.  Most  murder  victims  were 
killed  not  by  unknown  thugs  but  by  relatives, 
friends,  or  acquaintances.3 

Is  it  likely  that  boys  and  girls  who  are  phy- 
sically abused  as  children  are  more  apt  to  be- 
come murderers  or  victims  later  on?  While  the 
statistics  about  murder  and  murderers  are  subject 
to  inspection  and  analysis,  I want  to  suggest  an- 
other proposition,  not  verifiable  but  to  me  very 
likely. 

Unwanted  children  are  more  apt  to  be  phy- 
sically abused  than  wanted  children.  While 
child  abuse  occurs  at  every  level  of  society,  it  is 
already  more  frequent  among  the  economically 
underprivileged,  the  group  which  also  includes 
the  greatest  percentage  of  families  with  numer- 
ous children. 

Since  that  is  true,  the  recent  decision  to  delete 
abortion  from  the  list  of  medical  procedures  com- 
pensable by  Medicaid  is  a terrible  mistake.  If 
medical  payment  for  abortion  is  discontinued,  the 
poor  are  not  apt  to  get  abortions.  To  be  poor  is  to 
have  limited  options  and  few  resources.  On  the 
other  hand,  women  protected  by  private  medical 
insurance  such  as  Blue  Cross/  Blue  Shield  can 
still  have  abortions  covered  by  their  insurance 


policies.  Yet  the  very  fact  that  this  group  o 
women  has  medical  coverage  indicates  a degrei 
of  economic  stability  which  would  allow  them  ti 
afford  abortion  for  an  unwanted  pregnancy  i 
that  is  their  preference  even  if  the  insurance 
coverage  for  it  were  to  be  discontinued.  An  abor 
tion  often  does  not  cost  more  than  a good  winte 
coat;  an  unwanted  child  is  a fierce  and  ongoin; 
emotional  as  well  as  fiscal  expense. 

If  child  abuse  is  to  be  stopped,  if  the  enormou; 
burden  of  child  support  to  indigent  and  hus 
bandless  mothers  is  to  be  decreased,  Medicaic 
payment  for  abortion  should  by  all  means  be  con 
tinued,  and  even  encouraged.  The  same  pot  o 
government  money  which  current  decisions  sa) 
will  not  pay  for  abortion  will  pay  for  an  un 
wanted  child’s  delivery,  its  medical  care  and  sup 
port  to  age  18,  and  also  its  hospitalizations  shoulc 
it  be  beaten  by  a resentful  parent. 

Children  should  be  wanted.  An  unwantec 
child  is  often  an  unloved  child.  Love  is  the  besl 
protection  against  child  abuse,  and  probably  alsc 
against  involvement  in  murder  as  victim  or  per- 
petrator. 

B.Z.P 
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DR.  EGDELL  WINS  PRIZE 

William  J.  Holloway,  M.D.,  Chairman  of  the 
Research  and  Publications  Committee  of  the 
Wilmington  Medical  Center  and  Associate  Edi- 
tor of  the  Delaware  Medical  Journal , has  an- 
nounced that  Dr.  Robert  Egdell  is  the  winner  of 
the  prize  awarded  by  his  committee  annually 
for  the  best  paper  accepted  for  publication  oi 
published  by  a resident  or  medical  student  dur- 
ing the  preceding  year. 

Dr.  Egdell  is  now  practicing  with  Portage  Ob- 
stetric/Gynecological Associates  in  Kent,  Ohio. 

His  paper,  Sterilization  of  Women:  An  Ex- 
amination of  Late  Complications,  written  in  asso- 
ciation with  Dr.  William  Slate,  was  published  ir 
the  October  1976  issue  of  the  Delaware  Medicai 
Journal. 
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Rs  a professional 
you  need  carefully  planned 
insurance  protection  for 

□ yourself 

□ your  business 

□ your  employees 

□ your  property 

□ your  future! 

If  you'd  like  to  know  exactly  how  much  protection  you  need, 
call  today.  Your  Montgomery  Man  will  arrange  for  your  business 
to  have  a complete  insurance  survey. 

Dependable  Service  Since  1865 


In  Wilmington 

PERSONAL  INSURANCE DUPONT  BUILDING 

BUSINESS  INSURANCE DELAWARE  TRUST  PLAZA 

CONTRACTORS  INSURANCE DELAWARE  TRUST  PLAZA 


.571-5600 

.571-5625 

.571-5706 


J.  A.  MONTGOMERY  J.  A.  MONTGOMERY 

FINANCIAL  SERVICES,  INC.  SECURITIES  CORPORATION 

571-5639  571-5631 

In  Middletown 

COMMERCIAL  INSURANCE  AGENCY 13  West  Main  Street 834-8900 

In  Seaford 

VAN  LEER  STEPHANY  ASSOCIATES 201  Pine  Street 


629-5585 


<JB>ook  h&viewd 

WHAT  TO  DO  ABOUT  THE  FLU  by  Pascal  James 

Imperato,  M.D.,  E.  P.  Dutton  & Company,  New 
York,  1976.  126  pp.  Price  $7.95. 

Patients  will  love  this  book;  physicians  could 
gain  a lot  of  PPP  (patient-pleasing  points)  by 
recommending  it.  The  book  is  subtitled:  how  to 
avoid  it  (the  flu),  how  to  survive  it,  and  danger- 
ous complications  (how  to  head  them  off). 

Imperato  writes  about  flu  with  the  positive  at- 
titude and  emphatic  terms  that  patients  like: 
Don’t  kiss  flu  victims;  don’t  drink  from  their 
glasses;  don’t  take  your  healthy  children  to  visit 
them.  In  addition  to  embellishing  the  fundamen- 
tal preachment  of  rest,  aspirin,  and  fluids  he  re- 
views the  worldwide  history  of  flu  sinoe  the 
eleventh  century. 

Of  most  interest  to  me  was  the  paragraph  be- 
low from  the  chapter  entitled  “A  Quick  History 
of  the  Flu.”  In  1562  Queen  Mary  Stuart  became 


a 


J 


a victim  of  the  Scottish  flu  epidemic  while  visit- 
ing Edinburgh. 


i 

ill 

i. 


“Immediately  upon  the  Queene’s  arrival  here  she 
fell  acquainted  with  a new  disease  that  is  com-  fl 
mon  in  this  towne,  called  here  the  newe  ac- 
quayntance,  which  passed  through  her  whole 
courte,  neither  spareing  lordes,  ladyes  nor  damay- 
sells,  nor  so  much  as  either  French  or  English. 

It  is  a plague  in  their  heades  that  have  yt  with 
a great  cough  that  remayneth  with  some  longer, 
with  others  shorter  tyme  as  yt  findeth  apte  bodies 
for  the  nature  of  the  disease.  The  queene  kept 
her  bed  six  days.  There  was  no  appearance  of 
danger,  nor  manie  that  die  of  the  disease  except 
some  olde  folks.” 


As  Imperato  says,  “This  description,  written  | ; 
by  a lay  observer  over  four  hundred  years  ago,  , 
is  a fairly  good  account  of  the  flu  as  we  know  it 
today.” 

One  of  the  most  far-fetched  chapters  is  called 
“The  Anti-Flu  Diet.”  It  details  The  American 
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Heart  Association’s  prudent  diet  — avoid  duck 
md  goose;  fish  is  better.  Actually,  it  is  a good 
liet  for  everyone,  and  “A  well-balanced  diet 
:quips  the  body  to  deal  as  effectively  as  it  can 
vith  the  flu.” 

This  book  seems  a bit  overpriced  but  is  still 
cheaper  than  an  unnecessary  office  call,  and  pa- 
rents will  love  it. 

; 

Bernadine  Z.  Paulshock,  M.D. 

vs  % ta 


CLINICAL  RHEUMATOLOGY:  A PROBLEM-ORI- 
ENTED APPROACH  by  Roland  W.  Moskowitz,  M.D., 
Lea  & Febiger,  Philadelphia,  1975.  331  pp.  Price 
$14.00. 

This  is  a short  but  comprehensive  text  which 
presents  clinical  discussions  of  rheumatoid  dis- 
eases. The  book  offers  a practical  approach, 
starting  with  the  presentation  of  the  physical 
.manifestations  of  the  various  diseases  and  pro- 
gressing through  differential  diagnosis,  diagnos- 
tic method,  and  therapy. 

The  introductory  chapters  on  clinical  examina- 
tion, laboratory  studies  and  diagnostic  tech- 
niques, and  synovial  fluid  analysis  provide  the 
requisite  background  for  the  section  on  clinical 
presentations  which  follows.  The  individual 
chapters  are  titled  according  to  the  major  clinical 
manifestation  presenting,  eg,  monoarthritis,  poly- 
arthritis, skin  rash,  gastrointestinal  symptoms, 
pulmonary  symptoms.  Each  chapter  is  organized 
pin  such  a manner  as  to  permit  discussion  of  the 
major  disease  entity  and  the  diseases  included  in 
the  differential  diagnosis.  It  also  suggests  diag- 
nostic studies  that  will  better  enable  the  clinician 
to  distinguish  between  the  different  disease  en- 
tities. Each  of  the  clinical  chapters  terminates 
with  a brief  discussion  of  therapeutic  manage- 
ment and  several  case  presentations  pertinent  to 
the  diseases  mentioned  in  the  chapter. 

The  final  section  of  the  book  deals  with  specific 
treatment  of  the  common  rheumatologic  dis- 
orders, physical  and  occupational  therapy,  local 
injection  therapy  (including  photographs  of  in- 
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jection  techniques),  and  steroid  management. 
The  chapters  are  individually  referenced,  and  an 
appendix  provides  textbook  sources.  Multiple 
photographs  accompany  the  text,  which  is  well 
written  and  concise  in  its  presentation.  It  will 
prove  a useful  guide  and  ready  reference  for 
review  of  the  rheumatic  problems  encountered 
so  frequently  in  practice. 

Ethan  G.  Flaks,  M.D. 

«s*  it'  it 

QUICK-REFERENCE  LABORATORY  MANUAL  FOR 
THE  PHYSICIAN  by  Medical  Services  Company  of 
America,  1973.  73  pp.  Price  $12.95. 

This  odd-sized  (8  x 11  inches)  paperback  is 
printed  on  only  one  side  of  each  page,  allowing 
ample  space  for  a reader’s  additional  notes,  but 
its  contents  seem  too  brief  to  me  to  serve  as  a 
reliable  physician’s  reference.  Furthermore,  the 
editors/authors  have  not  been  consistent  with 
their  test  units  which,  for  example,  have  been 


written  variously  as  mg/ 100  ml,  mg  per  100  ml, 
and  mg%. 

Such  inconsistencies  suggest  a lack  of  precision 
and  make  me  worry  about  other  carelessnesses 
I might  not  be  aware  of  if  using  the  book  as  a 
reference. 

Bernadine  Z.  Paulshock,  M.D. 

ADVANCES  IN  SURGERY  edited  by  William  P. 
Longmire,  Jr.,  Vol.  9,  Year  Book  Medical  Publishers, 
Chicago,  1975.  393  pp.  Price  $26.95. 

This  book  is  the  current  issue  in  a series  in- 
tended to  present  surgical  topics  of  broad  interest 
in  which  the  editors  feel  significant  progress  has 
been  made.  The  articles,  written  by  well-recog- 
nized authorities  in  their  respective  fields,  vary' 
somewhat  in  style  and  approach.  The  chapters 
on  the  treatment  of  shock  and  on  antibiotics  are 
well  handled  in  a very  readable  and  practical 
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fashion.  The  review  of  neurovascular  compres- 
sion syndromes  contains  an  interesting  discussion 
of  several  highly  controversial  entities,  the  very 
existence  of  which  might  be  questioned.  The 
section  on  cancer  of  the  colon  is  distressingly 
brief  and  covered  in  less  depth  than  the  accom- 
panying topics.  The  subjects  of  pancreatitis, 
parathyroid  disease,  upper  gastrointestinal  endos- 
copy, high-output  fistulas,  and  abdominal  em- 
ergencies in  infants  are  all  well  reviewed  and 
updated. 

In  all,  this  volume  accomplishes  the  aims  of 
the  editors  and  is  worth  reading  for  the  surgeon 
intent  on  keeping  up  with  surgical  progress  or 
desiring  a review  of  the  particular  topics  covered 
in  this  volume. 

Bruce  L.  Bolasny,  M.D. 


£ ttf 


NUTRITION  IN  THE  COMMUNITY— A TEXT  FOR 
PUBLIC  HEALTH  WORKERS  edited  by  Donald  S.  Mc- 
Laren, John  Wiley  & Sons,  Inc,  New  York,  1973. 
393  pp.  Price  $28.50. 

This  book  is  exactly  what  it  says — a text  for 
public  health  workers — not  for  the  expert  nutri- 
tionists or  public  health  professionals.  It  is  fac- 
tual and  well  documented  with  excellent  bibli- 
ographies, but  it  is  very  difficult  reading  as  a 
book.  The  various  contributors  very  often  repeat 
much  of  what  had  been  written  in  previous  chap- 
ters— there  is  a great  amount  of  redundancy  and 
many  statements  seem  very  trite.  The  historical 
review  is  excellent,  and  the  description  of  public 
health  nutritional  problems  in  various  commun- 
ities throughout  the  world  is  interesting  and 
valuable.  The  chapter  on  dietary  toxins  is  very 
brief.  Perhaps  some  mention  should  have  been 
made  of  possible  harm  from  the  many  flavorings 
and  coloring  substances  in  commercial  foods. 
There  is  very  little  that  is  new  regarding  cardio- 
vascular disease  or  obesity.  The  dangers  inherent 
in  over-nutrition  are  well  emphasized. 

It  is  an  authoritative  book  for  ready  reference 
for  the  public  health  worker. 

Lewis  B.  Flinn,  M.D. 
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Speakers  on  Speakers  for  November,  1977  on  the  Tuesday  radio  program  (11:05  a.m.,  WDEL) 

“Ask  the  Doctor”  produced  by  the  Medical  Society  of  Delaware  are:  November  1,  Ted  E.  Chronis- 
ter,  M.D.,  Sleep  Disorders  in  Children;  November  8,  Arlo  J.  Courier,  M.D .,] 
Hives;  November  15,  Thomas  R.  Brooks,  M.D.,  Sex  Education  for  Human  Growth 
and  Development;  November  22,  Jack  D.  Sallee,  M.D.,  The  Environment  andj 
Allergy;  November  29,  Robert  N.  Dumin,  M.D.,  Depression. 


Available  from 
the  ACS 


The  American  Cancer  Society,  Delaware  Division,  Inc.  has  available  a new  edi- 
tion of  “Cancer  Chemotherapeutic  Agents,”  by  Dr.  Irwin  H.  Krakoff.  The  pub- 
lication gives  up-to-date  information  on  the  use  of  anti-cancer  drugs  and  de- 
scribes the  new  agents.  Also  included  are  a revised  list  of  neoplastic  diseases 
that  respond  to  chemotherapy,  results  of  treatment,  response  rates,  and  survival 
times,  and  a compilation  of  specific  drugs  available  for  the  treatment  of  cancer, 
Contact  the  ACS  for  free  copies:  Wilmington,  654-6267;  Dover,  734-7431;  George- 
town, 856-2855. 
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CLINICAL  NOTICES  AND  MEETINGS 

Mardi  Horowitz,  M.D.,  Professor  of  Psychiatry,  University  of  California  will  discuss 
THE  TREATMENT  OF  STRESS  RESPONSE  SYNDROMES  and  receive  the  14th 
Annual  Institute  of  Pennsylvania  Hospital  Award  in  memory  of  Edward  Strecker, 
M.D.,  on  Monday,  November  7,  at  8:15  p.m.,  in  the  auditorium  of  The  Institute,  111 
North  Forty-ninth  Street,  Philadelphia,  PA.  For  information  contact  The  Institute, 
at  the  above  address. 

Howard  University  College  of  Medicine,  along  with  various  co-sponsors  will  present 
the  following  courses : 

November  9,  CURRENT  MANAGEMENT  OF  SOLID  TUMORS,  9 a.m.  to  4 p.m.,  at 
Howard  University  Hospital,  2041  Georgia  Avenue,  N.W.,  Washington,  D.C.  Co-spon- 
sored  by  the  Howard  University  Cancer  Research  Center.  For  information  contact: 
Linda  Green,  M.D.,  (202)  745-1406. 

November  19,  CARDIOVASCULAR  DISEASE:  DIAGNOSIS  AND  MANAGEMENT 
OF  ACUTE  PATIENT,  9 a.m.  to  4 p.m.,  at  the  Hershey  Motor  Lodge  Convention 
Center,  Hershey,  PA.  Co-sponsored  by  the  American  Medical  Association  and  Howard 
University  College  of  Medicine,  Division  of  Cardiovascular  Diseases  and  Office  of  Con- 
tinuing Medical  Education.  For  information  contact:  Charles  Curry,  M.D.,  (202) 
745-6791. 

November  28-29,  PATHOGENESIS  AND  MANAGEMENT  OF  CRISES  IN  PA- 
TIENTS WITH  SICKLE  CELL  DISEASE,  8:30  a.m.  to  4:30  p.m.,  at  the  Hyatt  Re- 
gency Hotel,  Washington,  D.C.  Co-sponsored  by  Howard  University  Center  for  Sickle 
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Cell  Disease  and  Office  of  Continuing  Medical  Education.  For  information  contact: 
Roland  B.  Scott,  M.D.,  (202)  636-7930. 

December  5-9,  JOURNAL  OF  PEDIATRICS  VISITING  PROFESSORSHIP,  at 
Howard  University  Hospital,  2041  Georgia  Avenue,  N.W.,  Washington,  D.C.  Co-spon- 
sored by  Howard  University  College  of  Medicine  Department  of  Pediatrics.  For  in- 
formation contact:  Melvin  Jenkins,  M.D.,  (202)  745-1592. 

December  7,  SEX  IN  THE  LIFE  CYCLES,  8:30  a.m.  to  5:30  p.m.  at  Howard  Univer- 
sity Hospital,  2041  Georgia  Avenue,  N.W.,  Washington  D.C.  Co-sponsored  by  Howard 
University  College  of  Medicine  Department  of  Obstetrics  and  Gynecology  and  Office  of 
Continuing  Medical  Education.  For  information  contact:  Patricia  Schiller,  M.A.,  J.D., 
(202)  745-1161  or  Ms.  Thelma  B.  Chapman,  745-1133. 


Infectious  Disease 
Seminar  and 
Cardiology  and 
Hematology  Course 


The  Children’s  Hospital  of  Philadelphia  will  present  INFECTIOUS  DISEASE  AND 
IMMUNOLOGY,  November  18-19,  and  on  January  13-14,  1978,  CARDIOLOGY  AND 
HEMATOLOGY.  The  seminars  are  designed  to  familiarize  the  practicing  pediatrician 
and  family  practitioner  with  recent  advances  in  infectious  diseases  and  immunology. 
Category  I credit  has  been  applied  for.  For  information  contact:  Patrick  S.  Pasquari- 
ello,  Jr.,  M.D.,  c/o  The  Children’s  Hospital  of  Philadelphia. 


R.  O.  Y.  Warren  The  Delaware  Academy  of  Medicine  will  present  the  DR.  ROBERT  O.  Y.  WARREN 

Memorial  Seminar  MEMORIAL  SEMINAR,  Friday,  November  11,  at  the  Delaware  Academy  of  Medicine, 
1925  Lovering  Avenue,  Wilmington.  The  seminar  will  cover  Neonatal  Disease,  The 
Critically  111  Child,  and  Adolescent  Medicine.  The  guest  faculty  will  come  from  The 
Children’s  Hospital  of  Philadelphia.  David  A.  Levitsky,  M.D.,  John  W.  Maroney,  M.D., 
and  Herman  Rosenblum,  M.D.,  will  serve  as  moderators.  Credit  from  the  AMA  and 
the  AAFP  has  been  applied  for.  Registration  is  limited  to  the  first  150  applicants. 
For  information  contact:  The  Delaware  Academy  of  Medicine,  656-1629. 


Violence  in  the  The  Mental  Health,  Alcoholism,  and  Drug  Abuse  Committee  of  the  Medical  Society 

Fomily  of  Delaware  will  present  VIOLENCE  IN  THE  FAMILY  on  November  12  at  the  Dela- 

ware Academy  of  Medicine,  from  9 a.m.  to  12:30  p.m.  Perry  Ottenberg,  M.D.,  Profes- 
sor of  Clinical  Psychiatry,  Department  of  Psychiatry,  University  of  Pennsylvania,  is 
the  main  speaker.  The  program  will  feature  a panel  on  Child  Abuse  and  a panel  on 
Women  in  the  Home  and  Spouse  Abuse.  For  information  contact  the  Medical  Society 
office,  658-7596. 


1977  Fall  Symposium 
on  Medico-Legal 
Aspects  of  Office  and 
Hospital  Practice 


The  Medical  Society  of  Delaware  in  cooperation  with  the  American  Academy  of  Psy- 
chiatry and  the  Law,  the  American  College  of  Legal  Medicine,  the  Delaware  Academy 
of  Family  Physicians,  and  Jefferson  Medical  College  of  Thomas  Jefferson  University 
will  present  the  1977  FALL  SYMPOSIUM  ON  MEDICO-LEGAL  ASPECTS  OF  OF- 
FICE AND  HOSPITAL  PRACTICE,  on  Sunday,  November  13  from  10:00  a.m.  to  4:30 
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p.m.  at  the  Hotel  duPont,  Wilmington.  The  program  meets  the  criteria  for  5Vz  elective 
hours  in  Category  I for  the  Physician’s  Recognition  Award  of  the  AM  A and  hVz  elective 
hours  for  the  AAFP.  There  are  no  fees  for  the  Symposium;  however,  there  is  a $5.00 
luncheon  fee.  Simultaneous  sessions  will  be  held  for  physicians’  spouses  in  the  Chris- 
tina Room  on  FINANCIAL  AND  ESTATE-PLANNING  SUBJECTS.  For  informa- 
tion contact:  Medical  Society  of  Delaware,  658-7596. 

Volff  Lecture 
Ward 


:amily  Therapy 
framing 

TECHNIQUES  FOR  RESTRUCTURING  THE  FAMILY,  January  11-13. 
STRATEGIES  AND  TASKS,  February  15-17. 


The  Thirteenth  Annual  Harold  G.  Wolff,  M.D.  Lecture  Award  will  be  presented  for 
the  best  original  paper  on  headache,  head  pain,  or  the  nature  of  pain  itself.  The  paper 
may  be  concerned  with  basic  research,  clinical  studies,  or  both.  A prize  of  $1000  will 
be  awarded;  the  recipient  will  be  invited  to  present  the  paper  at  the  next  Annual  Meet- 
ing of  the  American  Association  for  the  Study  of  Headache,  which  will  be  held  on  June 
17-18,  1978  in  St.  Louis,  Missouri.  Papers  (original  and  12  copies)  must  be  submitted  in 
accordance  with  the  editorial  instruction  of  the  Journal  on  HEADACHE.  Paper  should 
be  submitted  to  Otto  Appenzeller,  M.D.,  Ph.D.,  Department  of  Neurology,  University 
of  New  Mexico,  School  of  Medicine,  Albuquerque,  New  Mexico  by  February  1,  1978. 

The  Family  Therapy  Training  Center  of  Philadelphia  Child  Guidance  Clinic  will 
present  workshops  in  family  therapy  during  1977-78.  The  workshops  will  be  held  at 
the  Philadelphia  Child  Guidance  Clinic,  Two  Children’s  Center,  34th  and  Civic  Center 
Boulevard,  Philadelphia,  PA.  19104.  For  information  contact:  Marcia  Vitiello,  Co- 
ordinator for  Continuing  Education,  (215)  243-2774. 
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The  following  postgraduate  courses  and  regional  meetings,  which  fulfill  Category 
requirements  for  the  AMA’s  Physician’s  Recognition  Award,  will  be  presented  by  tl 
American  College  of  Physicians. 

CONTROVERSIES  IN  GASTROENTEROLOGY,  December  5-8,  Philadelphia,  P. 
The  course  has  been  approved  by  the  AMA  for  34  hours  of  Category  I requiremen , 
for  the  AMA’s  Physician’s  Recognition  Award.  For  information  contact:  Jaan  Kang 
laski,  ACP,  4200  Pine  Street,  Philadelphia,  PA.  19104.  Telephone:  (215)  243-1200. 

NORTH  CAROLINA  REGIONAL  MEETING,  Chapel  Hill,  North  Carolina,  Decemb 
3.  For  information  contact;  John  T.  Sessions,  M.D., . F.A.C.P.,  University  of  Nor 
Carolina  School  of  Medicine,  Clinical  Science  Building,  Room  323,  Chapel  Hill,  N." 
27514. 

COLORADO  REGIONAL  MEETING,  Colorado  Springs,  Colorado,  January  12-14.  F< 
information  contact:  Edward  S.  Miller,  M.D.,  1050  Clermont  Street,  Denver,  Colorai 
80220. 
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University  Hospital.  Seeking  practice  with  associal 
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PEDIATRICIAN/ADOLESCENT  MEDICINE:  Pres- 
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at  Mt.  Sinai  School  of  Medicine.  Degrees  in  Medicine 
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FROM  THE  DELAWARE  CANCER  NETWORK* 


OR 


COORDINATED  SUPPORTIVE  SERVICES 


npl 

iat 

With  increased  acknowledgement  of  the  inti- 
mate relationship  between  emotional  and  physi- 
cal health,  the  Delaware  Cancer  Network  is  tak- 
ing steps  to  assure  that  the  health  care  system 
reflects  and  provides  coordinated  continuous  care 
of  the  whole  person.  “Supportive”  services  gen- 
erally mean  those  services  which  have  a primary 
focus  of  caring  for  the  psychological  and  social 
needs  of  the  patient  as  compared  to  those  “medi- 
cal” services  where  the  primary  focus  is  on  the 
physical  threat  to  the  body.  The  medical  inter- 
ventions focused  at  the  body — surgical  interven- 
tion, radiation  therapy,  chemotherapy,  and  im- 
munotherapy— are  vital  tools  against  a disease  as 
deadly  as  breast  oancer,  but  they  do  not  consti- 
tute total  care.  Total  care  always  includes  an 
understanding  of  the  emotional  and  social  factors 

Ms.  Letang  is  Supportive  Services  Coordinator  for  the  Delaware 
Cancer  Network. 


BENEFIT  THE  BREAST  CANCER  PATIENT 


Barbara  W.  Letang,  MSW 


in  the  planning  for  recovery  and  maintenance  of 
the  patient’s  health.  All  too  often  medical  care 
does  not  include  supportive  services. 

Today,  in  Delaware,  there  are  specialized  sup- 
portive services  which  have  the  main  purpose  of 
meeting  the  psychological  and  social  needs  of 
breast  cancer  patients.  These  services  are  a 
response  to  the  awareness  of  how  these  unmet 
needs  continue  to  affect  the  course  of  the  disease 
and  the  patient’s  recovery.  The  following  is 
offered  as  a brief  review  of  the  basic  services 
now  available  in  Delaware. 

The  American  Cancer  Society’s  Reach  to  Re- 
covery Program  started  about  ten  years  ago  in 
Delaware  and  is  the  oldest  statewide  supportive 
service  available  to  breast  cancer  patients.  This 
program  evolved  from  a very  basic  need  of  peo- 


*An  NCI-supported  agency  located  at  1200  Jefferson  Street,  Wilmington,  Delaware  19801.  Tel.  (302)  428-2113. 


Cancer  Communique 


pie  to  share  similar  experiences.  The  program 
recognized  the  normal  incidence  of  physical  and 
emotional  sensations  which,  when  considered  by 
patients  and/or  their  families  in  isolation,  could 
become  quite  frightening  and  impede  or  even 
retard  total  recovery.  From  a grass-roots  pro- 
gram of  one  woman  caring  enough  for  another 
to  share  both  time  and  feelings,  a nationally- 
accepted  program  of  well-trained  home  and  hos- 
pital visitors  has  evolved. 

With  the  continued  developments  in  the  treat- 
ment of  breast  cancer,  there  has  been  an  increas- 
ing need  to  assure  that  all  patients  are  provided 
with  continuous  coordinated  multidisciplinary 
care.  Reach  to  Recovery  never  claimed  to  meet 
this  specific  requirement.  Under  the  National 
Cancer  Institute  funded  Prototype  Breast  Cancer 
Management  Program,  the  Delaware  Cancer 
Network  initially  piloted  the  Breast  Cancer  Re- 
habilitation Team  as  a new  service  at  the  Wil- 
mington Medical  Center’s  Delaware  Division  in 
1975-76.  This  service  has  now  been  operating 
on  its  own  as  an  independent  service  of  the 
Delaware  Division. 

The  team  now  meets  weekly  and  is  composed 
of  a nurse  clinician,  hospital  chaplain,  registered 
occupational  therapist,  medical  social  worker, 
and  a Reach  to  Recovery  volunteer.  The  goals 
of  the  team  are: 

1.  To  provide  emotional  and  spiritual  support 
to  the  patient  and  his/her  family. 

2.  To  provide  the  patient  with  factual  informa- 
tion to  help  him/her  return  to  a normal  pat- 
tern of  living. 

3.  To  provide  appropriate  physical  and  occu- 
pational therapy. 

4.  To  help  the  patient  learn  how  to  restore 
normal  physical  appearance  (prostheses,  re- 
construction ) . 

5.  To  help  the  patient  learn  about  the  avail- 
ability of  a variety  of  community  services 
which  may  be  helpful. 

The  response  to  the  service  has  been  enthusi- 
astic from  both  the  parsons  served  and  the  refer- 
ring physicians.  Approximately  70%  of  all  mas- 
tectomies performed  at  the  Delaware  Division 


are  referred  to  the  team,  and  the  percentage  con- 
tinues to  increase.  Similar  services  will  soon  be 
available  at  the  Center’s  Memorial  Division,  and 
it  is  anticipated  that  the  same  service  will  be 
implemented  in  at  least  one  lower  Delaware 
hospital  within  the  next  year. 

Research  indicates  that  a significant  percentage 
of  the  women  who  are  ready  to  leave  an  acute- 
care  hospital  are  not  ready  to  cope  with  the 
complexities  of  breast  cancer  without  continuing 
coordinated  support.  The  National  YWCA  has 
shown  its  commitment  to  women’s  health-care 
needs  by  the  development  of  a special  program 
called  ENCORE.  Gentle  exercise  (dancing  and 
swimming)  as  well  as  discussion  are  the  main 
parts  of  this  program  developed  by  a recovered 
mastectomy  patient.  Delaware’s  YWCA  was 
fortunate  enough  to  be  invited  to  participate  in 
the  National  Pilot  Study  in  the  Spring  of  1975. 
In  1976  a nationally  ^recognized  review  committee 
from  the  fields  of  physical  and  mental  health 
unanimously  endorsed  the  ENCORE  Program. 
Locally,  ENCORE  has  an  Advisory  Committee 
which  includes  personnel  from  Carpenter  Clinic, 
the  Delaware  Division  Rreast  Cancer  Rehabili- 
tation Team,  the  Division  of  Public  Health, 
Reach  to  Recovery,  YWCA  Roard  members,  Del- 
aware Cancer  Network,  and  ENCORE  partici- 
pants. These  resource  people  help  to  assure  the 
high  quality  and  relevance  of  the  program.  This 
program  continues  to  provide  the  breast  cancer 
patient  with  supportive  services  for  as  long  as 
there  is  a need. 

The  sharing  and  cooperation  among  these 
various  supportive  services  have  been  unique  as 
they  have  worked  together  in  providing  comple- 
mentary coordinated  services.  Operating  coop- 
eratively as  a part  of  a supportive-care  system 
involves  a good  deal  of  effort,  but  the  most  im- 
portant result  is  improved  care  for  the  breast 
cancer  patient.  Ask  the  patients  who  have  had 
these  services.  I invite  those  of  you  whose  focus 
is  weighted  heavily  towards  treatment  of  the 
physical  aspects  of  breast  cancer  to  become  more 
aware  of  your  patient  as  a person — to  become 
aware  of  all  the  influences  at  the  onset  and  course 
of  their  disease  and  to  use  the  supportive  services 
already  available  today  in  Delaware  to  you  and 
your  patient. 
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^^Pre^ident* <d  <*pacje 


DOUBLING  OUR  STRENGTH 


In  the  Medical  Society  of  Delaware  Auxiliary 
we  have  a splendid,  supportive  organization. 
The  only  trouble  is  we’re  not  making  sufficient 
use  of  it. 


The  Auxiliary  has  notified  me  that  they  are 
ready  to  undertake  any  assignment  that  might 
be  asked  of  them,  realistic  with  their  capacity  to 
carry  it  out. 


A majority  of  us  know,  just  from  our  personal 
experience,  that  our  spouses  are  able,  talented, 
and  dedicated.  The  problem  is  that  what  we 
1 1 have  learned  individually,  we  have  been  unable 
I to  mobilize  in  a collective  way. 

The  fault  is  not  with  the  Auxiliary,  but  with  us. 

Last  April  the  Auxiliary  marshaled  its  forces 
1 1 to  co-sponsor  a Legislative  Day  in  Dover  which 
turned  out  to  be  one  of  the  most  successful  oc- 
casions of  its  kind  that  the  Medical  Society  has 
ever  held.  We  need  to  do  more  of  that. 

There  are  any  number  of  worthwhile  projects 
which  deserve  our  attention  and  support.  The 
Massachusetts  Medical  Sooiety  has  sponsored  an 
entire  program  designed  to  get  people  to  “fight 
self-pollution”  through  the  practice  of  preventive 
medicine.  Naturally  it  focuses  attention  upon 
those  terrible  problem  areas — smoking,  alcohol, 
drugs — which  can  be  avoided.  It  has  been 
promoted  constantly  by  the  Auxiliary  in  conjunc- 
tion with  the  Medical  Society,  and  it  has  worked 
well.  That  is  just  one  illustration  of  an  area 
where  the  Auxiliary  is  available  to  help  in  the 
achievement  of  better  health  and  longer  life 
which  are  the  constant,  twin  goals  of  all  medical 
I practitioners. 


All  of  us  should  bear  that  generous  offer  in 
mind  and  resolve  to  take  advantage  of  it.  With 
encouragement  and  recognition  from  us  they  can 
recruit  a formidable  group  of  people  to  augment 
and  stimulate  our  own  work  and  to  carry  out 
programs,  research,  and  personal  contact  that  in 
our  busy  lives  we  often  cannot  do. 

Since  our  inception,  the  Medical  Society  has 
striven  to  develop  educational  and  informational 
programs  to  help  the  general  public  better 
understand  our  work  so  that  our  profession  may 
be  of  ever  greater  service. 

Suoh  programs  are  in  continuing  need  of  be- 
ing re-evaluated  and  updated  and  then  of  being 
implemented.  There  is  little  more  useless  than 
a good  idea  which  is  never  put  into  effect. 

So  if  you  have  suggestions  in  this  area,  pass 
them  along.  And  then  let’s  all  of  us  work  with 
that  great  resource — the  Medical  Society  of  Del- 
aware Auxiliary — to  see  them  through. 
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COMMITTEES  of  the  MEDICAL  SOCIETY  of  DELAWARE  1977-1978 


STANDING  COMMITTEES 

BUDGET  COMMITTEE 

P.  R.  Coggins,  M.D.,  Chairman 

T.  R.  Brooks,  M.D.  R.  B.  Glidden,  M.D. 

T.  E.  Dyer,  M.D.  G.  R.  Hilty,  III,  M.D. 

H.  Wilk,  M.D. 


BY-LAWS  COMMITTEE 

C.  E.  Graybeal,  M.D.,  Chairman 

D.  A.  Alvarez,  M.D.  A.  Cucuzzella,  M.D. 

R.  J.  Bishoff,  M.D.  R.  B.  Flinn,  M.D. 

N.  Cannon,  M.D.  C.  B.  Hearne,  M.D. 

C.  Papastavros,  M.D. 


MEDICAL  ECONOMICS  COMMITTEE 
O.  S.  Allen,  II,  M.D.,  Chairman 


R.  T.  Beattie,  M.D. 

B.  C.  Corballis,  M.D. 

C.  L.  Edwards,  M.D. 
J.  A.  Elliott,  M.D. 

W.  R.  Johnson,  M.D. 
W.  D.  Johnson,  M.D. 

S.  R.  Kaplan,  M.D. 

E.  M.  Larmore,  M.D. 


D.  W.  MacKelcan,  M.D. 
R.  L.  Meckelnburg,  M.D. 

C.  P.  Mulveny,  M.D. 

J.  K.  Park,  M.D. 

E.  M.  Renzi,  M.D. 

R.  J.  Scacheri,  M.D. 

D.  Schetman,  M.D. 

H.  Wilk,  M.D. 


MEDICAL  REVIEW  COMMITTEE 


J.  E.  Belgrade,  M.D.,  Chairman 
T.  S.  Vates,  Jr.,  M.D.,  Vice  Chairman 


J.  M.  Barsky,  Jr.,  M.D. 
J.  H.  Benge,  M.D. 

R.  J.  Bishoff,  M.D. 

J.  L.  Campbell,  M.D. 

I.  F.  Chavin,  M.D. 

C.  A.  Depfer,  D.O. 

T.  E.  Dyer,  M.D. 

R.  B.  Flinn,  M.D. 


R.  W.  Frelick,  M.D. 

C.  E.  Graybeal,  M.D. 

O.  K.  Hamilton,  M.D. 
C.  B.  Hearne,  M.D. 

P.  J.  Mette,  M.D. 

E.  R.  Miller,  Jr.,  M.D. 
J.  J.  Palacio,  M.D. 

E.  S.  Scott,  D.O. 


I.  J.  Tikellis,  M.D. 


MEDICAL  SERVICES  INSURANCE  COMMITTEE 


A.  J.  Fink,  M.D. 

R.  B.  Flinn,  M.D. 

R.  W.  Frelick,  M.D. 

C.  E.  Graybeal,  M.D. 

O.  K.  Hamilton,  M.D. 

C.  B.  Hearne,  M.D. 

R.  E.  Heckman,  M.D. 

J.  T.  Hogan,  M.D. 

T.  N.  Jarrell,  III,  M.D. 
A.  Lazarus,  M.D. 

J.  M.  Levinson,  M.D. 

A.  C.  Lombardi,  M.D. 

P.  Mack-Toner,  M.D. 

A.  Mansoory,  M.D. 

W.  R.  Mast.  M.D. 

E.  W.  McReynolds,  M.D. 
P.  J.  Mette,  M.D. 

E.  R.  Miller,  Jr.,  M.D. 

P.  L.  Mitchell,  M.D. 


R.  R.  Noble,  M.D. 

J.  J.  Palacio,  M.D. 

J.  C.  Pamintuan,  M.D. 

P.  J.  Pegg,  M.D. 

E.  F.  Quinn,  III,  M.D. 

S.  S.  Rao,  M.D. 

M.  Saberi,  M.D. 

F.  R.  Santiago,  M.D. 

E.  S.  Schubert,  M.D. 

E.  S.  Scott,  D.O. 

C.  M.  Smith,  M.D. 

I.  J.  Tikellis,  M.D. 

G.  Vakili,  M.D. 

J.  A.  Vitale,  D.O. 

J.  J.  Wasniewski,  Jr.,  D.O. 

S.  F.  Wetherill,  M.D. 

J.  S.  Wills,  M.D. 

T.  F.  Wozniak,  M.D. 

J.  R.  Yanez,  M.D. 


PEER  REVIEW  AND  PROFESSIONAL 
EVALUATION  COMMITTEE 


J.  C.  Straughn,  M.D.,  Chairman 


S.  W.  Bartoshesky,  M.D. 
J.  H.  Benge,  M.D. 

R.  T.  D’Alonzo,  M.D. 

S.  F.  Delgado,  M.D. 

R.  DiGioacchino,  M.D. 
F.  G.  Hawkins,  M.D. 


N.  P.  Jones,  M.D. 

A.  Mansoory,  M.D. 

E.  R.  Miller,  Jr.,  M.D. 
J.  J.  Palacio,  M.D. 

R.  J.  Scacheri,  M.D. 
D.  T.  Walters,  M.D. 


PROGRAM  COMMITTEE 

L.  Edelsohn,  M.D.,  Chairman 

C.  I.  Glassman,  M.D.  B.  Z.  Paulshock,  M.D. 

E.  R.  Miller,  Jr.,  M.D.  E.  F.  Schneider,  M.D. 


PUBLIC  LAWS  COMMITTEE 

A.  J.  Morris,  M.D.,  Chairman 
R.  B.  Thomas,  Jr.,  M.D.,  Vice  Chairman 


J.  E.  Belgrac 
T.  S.  Vates,  Jr., 

D.  A.  Alvarez,  M.D. 

J.  R.  Anticaglia,  M.D. 

A.  Q.  Awayes,  M.D. 

S.  Azarbal,  M.D. 

A.  D.  Balan,  M.D. 

J.  M.  Barsky,  M.D. 

J.  H.  Benge,  M.D. 

R.  J.  Bishoff,  M.D. 

B.  L.  Bolasny,  M.D. 

J.  L.  Campbell,  M.D. 


■,  M.D.,  Chairman 
J.D.,  Vice  Chairman 

I.  F.  Chavin,  M.D. 

B.  C.  Corballis,  M.D. 

M.  J.  Cosgrove,  M.D. 
R.  T.  D’Alonzo,  M.D 

F.  M.  Davis,  D.O. 

J.  R.  Dearworth,  M.D, 

N.  A.  deLeeuw,  M.D. 

C.  A.  Depfer,  D.O. 

T.  E.  Dyer,  M.D. 

R.  E.  Erb,  M.D. 


R.  Abel,  Jr.,  M.D. 

R.  J.  Bishoff,  M.D. 

C.  Blackshear,  M.D. 

R.  H.  Bonder,  M.D. 

H.  Z.  Borin,  M.D. 

N.  Cannon,  M.D. 

V.  T.  Davis,  M.D. 

E.  S.  Dennis,  M.D. 

C.  R.  Donoho,  Jr.,  M.D. 
C.  R.  Donoho,  Sr.,  M.D. 

B.  Elliott,  M.D. 

E.  F.  Gliwa,  M.D. 


L.  E.  Gromadzki,  M.D. 

A.  Z.  Hameli,  M.D. 

S.  M.  Hanson,  M.D. 

C.  B.  Hearne,  M.D. 

J.  E.  Hocutt,  Jr.,  M.D. 
J.  I.  Komins,  M.D. 

V.  G.  J.  Lobo,  D.O. 

H.  Lovett,  M.D. 

J.  C.  Pamintuan,  M.D. 
E.  M.  Renzi,  M.D. 

B.  B.  Rose,  M.D. 

G.  J.  Savage,  M.D. 
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low  about  an  extra  $13,000 every  year? 


We  offer 
IThe  $13,000  bonus  you  can  get 
mediately. 

IThe  high  degree  of  professionalism 
Ill’ll  find  throughout  your  career  in  Air 
[ rce  medicine. 

In  the  Air  Force  you’ll  have  the  oppor- 
lity  to  practice  health  care  at  its  inno- 
; five  best.  You  won’t  have  to  consider  the 
: fient’s  ability  to  pay  for  treatment.  At 
j same  time,  you  won’t  have  to  worry 
out  supplies,  equipment,  insurance,  and 
ler  details  that  take  your  mind  and  time 
ij  ay  from  medicine. 

In  the  Air  Force  you’ll  earn  excellent 
/(both  officer’s  and  professional  pay). 

□’ll  also  get  30  days  of  paid  vacation 
:h  year  with  the  opportunity  to  travel  to 
rope,  the  F ar  East  and  other  parts  of 
“world. 

In  the  Air  Force  you  can  practice 
i i most  sophisticated  health  care, 
d now  you  can  get  a healthy  $13,000 
ius  every  year  to  do  it. 

Get  the  details  about  opportunities  open 


to  doctors  in  Air  Force  medicine. 

Just  fill  out  the  coupon. 

USAF  MEDICAL  RECRUITING  TEAM 
| DETACHMENT  105,  BLDG.  29-05 

| McGuire  A FB,  N.J.  08641 

PH.  (609)724-3070 

Please  send  me  more  information  about 
becoming  an  Air  Force  physician. 

I Name 

I 

| Address 

] City 

I State Zip 

I 

| Telephone 

Age Specialty 

J A Healthy  Bonus* 
i Professionalism. 

Air  Force  Medicine. 
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Committees  of  the  Medical  Society  of  Delaware  1977-1978 


PUBLICATIONS  COMMITTEE 


LIABILITY  INSURANCE  COMMITTEE 


R.  B.  Flinn,  M.D.,  Chairman 


J.  B.  McClements,  M.D.,  Chairman 


W.  J.  Holloway,  M.D. 
R.  C.  Knowles,  M.D. 

E.  W.  Martz,  M.D. 

R.  H.  Morgan,  M.D. 


F.  P.  Parker,  M.D. 

B.  Z.  Paulshock,  M.D. 
P.  J.  Pegg,  M.D. 

W.  A.  Taylor,  M.D. 


SPECIAL  COMMITTEES 


0.  S.  Allen,  II,  M.D. 
R.  F.  Altschuler,  M.D. 

D.  A.  Alvarez,  M.D. 

J.  Beebe,  Jr.,  M.D. 

1.  F.  Chavin,  M.D. 

B.  C.  Corballis,  M.D. 
M.  Gibbs,  M.D. 


O.  K.  Hamilton,  M.D. 

F.  G.  Hawkins,  M.D. 

D.  A.  Nelson,  M.D. 

W.  P.  Portz,  M.D. 

H.  J.  Stein,  M.D. 

P.  R.  Walker,  M.D. 

A.  F.  Zimmerman,  M.D. 


COMMITTEE  ON  PUBLIC  AND  EDUCATION  SUBCOMMITTEE 

PROFESSIONAL  EDUCATION 

I.  F.  Chavin,  M.D.,  Chairman 

E.  W.  Martz,  M.D.,  Chairman 


C.  Allen,  M.D. 

D.  A.  Alvarez,  M.D. 

W.  H.  Duncan,  M.D. 

J.  Gelb,  M.D. 

C.  I.  Glassman,  M.D. 

O.  K.  Hamilton,  M.D. 

G.  Henderson,  M.D. 

J.  F.  Kestner,  Jr.,  M.D. 
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THE  ADOLESCENT  WITH  MYELODYSPLASIA 
DEVELOPMENT,  ACHIEVEMENT, 

SEX  AND  DETERIORATION 

David  B.  Shurtleff,  M.D. 
Jan  C.  Sousa,  M.D. 


•Introduction 

This  paper  synthesizes  two  large  groups  of 

I data.  The  first  describes  how  children  bom 
with  congenital  paralysis  from  myelodysplasia 
{ spina  bifida  aperta,  myelomeningocele,  menin- 
gomyelocele, etc)  leam  to  become  independent 
adults.1  We  have  described  our  patient  popula- 
j don  in  terms  of  functional  motor  levels  according 
:o  the  classification  of  Sharrard.2 

I 

The  second  group  of  data  describes  how 

! adolescent  and  adult  patients  are  currently  func- 
:ioning  sexually  and  socially,  at  work  and  at 
'school.3  We  have  grouped  all  of  the  high  level 
esion  patients  in  the  first  study  as  L3  or  above 
evels  of  lesion.  Such  patients  have  a maximum 
if  hip  flexion,  adduction,  and  knee  extension. 
Patients  with  muscle  function  at  the  L3  level  are 
hose  who  have  some  knee  extension  with  partial 
ir  full  quadricept  function.  Some  patients  have 
veak  extension  of  the  knee,  and  others  would 
ippear  to  have  perfectly  normal  extension. 

Dr.  Shurtleff  is  Professor,  and  Head,  Division  of  Congenital 
[ )efects,  Department  of  Pediatrics  and  the  Children’s  Orthopedic 
iospital  and  Medical  Center,  University  of  Washington,  RD-20, 

| Seattle,  Washington. 

Mrs.  Sousa  is  Research  Associate,  Department  of  Pediatrics, 
Jniversity  of  Washington,  RD-20,  Seattle,  Washington. 


In  the  second  study,  the  one  involving  ado- 
lescents and  adults,  we  have  included  the  L3 
patients  with  those  who  have  intermediate  pa- 
ralysis, ie,  those  with  L5  and  5 neural  muscular 
levels.  Persons  with  L4-5  levels  of  function  all 
have  strong  quadricepts,  knee  flexon  with  ham- 
string muscles,  and  anterior  tibialis  muscle  func- 
tions. Some  have  weak  glutei  function  in  addi- 
tion. It  is  apparent  that  the  L3  neural  motor 
level  is  both  critical  for  prognosis  for  ultimate 
wheelchair  or  brace  and  crutch  ambulation,  and 
difficult  to  determine.  At  this  time  we  are  un- 
sure whether  to  olassify  L3  level  patients  as  more 
severely  or  less  severely  paralyzed  or  in  a sep- 
arate category.  In  this  paper  we  are  unable  to 
statistically  analyze  the  L3  level  patient  sepa- 
rately because  of  the  small  number  in  that  group. 

The  least  paralyzed  group,  those  with  neural 
muscular  levels  at  SI  or  below,  are  not  contro- 
versial. They  comprise  the  remainder  of  the 
paralyzed  group.  Despite  the  difficulty  in  as- 
signing clear  neural  muscular  groups,  we  hope 
that  the  following  observations  will  provide  a 
basis  for  improving  the  fife  of  handicapped 
citizens  both  by  helping  to  avoid  preventable 


Del  Med  Jrl,  Nov  1977 — Vol  49,  No  11 


631 


The  Adolescent  with  Myelodysplasia — Shurtleff 

complications  by  treatments  and  by  providing 
appropriate  advice. 

Development — The  Pre-adolescent 

Four  hundred  and  fifty-one  patients  with  mye- 
lodysplasia have  been  evaluated  by  the  Univer- 
sity of  Washington  Birth  Defects  Center  staff 
over  the  past  19  years  by  an  average  of  three 
examinations  each.  Approximately  353  observa- 
tions were  recorded  for  each  patient  and  stored 
in  a Conversational  Computer  Statistical  Service 
program  for  later  analysis.4  From  each  patient’s 
yearly  examination,  a raw  score  measuring  the 
level  of  self-help  skills,  locomotion,  and  social 
integration  was  obtained  by  using  a point  system. 
The  nine  daily  living  activities  assessed  are:  1) 
method  of  locomotion,  2)  type  of  gait  or  ability 
to  perform  transfers  to  and  from  a wheelchair, 
3)  transportation  in  the  community,  4)  meal  man- 
agement including  both  eating  and  preparation, 
5)  dressing,  6)  hygiene,  7)  urinary  applicance 


care,  8 ) stool  care  or  training,  and  9 ) social  inter- 
action. Points  were  assigned  for  increasingly  diffi- 
cult steps  toward  independent  behavior  in  each  , 
category.  For  example,  a normal  fully  ambulatory 
adult  who  drives  an  automobile  gets  maximum 
points.  (Note:  hand  controls  for  gas  and/or  brake 
may  be  used.)  A wheelchair-bound  adult  who 
handles  a wheelchair,  over  rough  terrain,  accom- 
plishes all  necessary  transfers  between  vehicles, , 
and  drives  a hand-controlled  motor  vehicle  is 
given  points  at  each  step  accumulating  to  the  , 
same  total.  Individuals  with  varying  degrees  of : 
paralysis  must  use  alternate  methods  to  achieve , 
the  same  goal. 

Age  ranges  for  achievement  of  each  of  the  ! 
nine  independence  categories*  have  been 
graphed  and  compared  to  standards  for  normal 
children  as  described  by  Alpern-Boll5  and  Ge- 
sell.6  Approximately  850  evaluations  of  inde-  ( 

*They  are  available  in  publication  form  from  the  authors  of  this 
article. 


FIGURE  1 


ACQUISITION  OF  INDEPENDENCE 
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pendence  have  been  recorded  for  patients  with 
Efferent  levels  of  paralysis  and  intelligence  quo- 
tients above  80.  As  expected,  paralyzed  children 
take  longer  to  achieve  the  same  level  of  indepen- 
dence as  their  less  paralyzed  peers.  Even  mini- 
mally handicapped  children  take  longer  to  mas- 
ter more  complex  procedures  than  non-handicap- 
ped children.  Figure  1 compares  hypothetical 
norms  from  data  of  Alpern-Boll  and  Gesell  with 
children  of  our  population  who  have  minimal  or 
no  weakness  of  the  lower  extremities.  The  pri- 
mary problem  areas  appear  to  be  those  of  urine 
and  stool  hygiene  training  and  social  interaction. 
Developmental  delay  in  this  area  has  profound 
implications  whether  viewed  by  the  classic 
Freudian  or  the  more  recent  Erikson  develop- 
mentalist.7 

Figure  2 demonstrates  the  more  marked  delay 
in  development  of  independence  for  those  with 
considerable  paralysis  in  the  lower  extremities 
(at  or  above  L3),  and  an  intermediate  group 
with  good  knee  flexion  and  some  ankle  motion 


(L4-5),  and  those  with  very  little  paralysis  at 
or  below  SI.  Marked  motor  impairment  has  life- 
encompassing  implications  for  altered  develop- 
ment and  different  life  style.  Independence,  one 
of  the  most  important  aspects  of  adolescent  ma- 
turity, is  always  markedly  delayed  amongst  the 
more  severely  paralyzed  and  may  be  permanently 
beyond  the  reach  of  the  congenitally  paralyzed 
child.  We  hope  that  medical-surgical  therapy, 
special  education,  and  social  programs  can  im- 
prove the  learning  rates  and  ultimate  perform- 
ance of  such  children. 

In  our  study  we  found  wide  ranges  for  the 
earliest  age  of  performance  for  all  tasks.  These 
ranges  stress  both  the  importance  of  suitable  age- 
related  performance  criteria  and  modified  par- 
ental expectations  when  handicaps  are  present. 
Though  few  of  the  children  with  sacral  level  pa- 
ralysis accomplished  self-help  tasks  as  soon  as 
non-paralyzed  peers,  most  with  similar  paralysis 
achieved  the  tasks  later.  These  wide  ranges 
for  first  achievement  stress  the  importance  of 
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helping  the  slower  learners  achieve  appropriate 
age-related  activities  instead  of  accepting  usual 
limited  expectations  for  the  handicapped.  One 
of  the  most  important  contributions  to  such 
learning  can  be  setting  specific  expectations 
which  are  age-appropriate.  In  general,  our  so- 
ciety and  parents  have  held  expectations  for  the 
handicapped  that  are  far  too  low.  As  might  be 
expected,  their  children  rise  only  to  the  abyss 
of  underachievement. 

We  hope  to  arrive  at  the  threshold  of  adoles- 
cence for  the  myelodysplastic  child  with  a com- 
mon understanding:  that  is,  children  born  with 
myelodysplasia  mature  less  rapidly  than  normal 
peers  because  their  physical  impairment  inter- 
feres with  their  ability  to  move  about,  to  so- 
cialize, and  to  be  accepted  into  the  processes  of 
growing  up. 

Deterioration — The  Teenage  and  the  Adult 

In  order  to  understand  better  the  further  dif- 
ficulties of  passing  from  a delayed  childhood  to 
an  imperfect  adulthood,  we  would  now  like  to 
desoribe  the  current  physical  and  social  status 
of  our  adolescent  and  adult  population.  This 
population  comprises  130  individuals  ranging  in 
age  from  16  to  73.  The  minimum  age  of  16 
years  was  arbitrarily  chosen  because  it  both  fits 
our  concept  of  delayed  onset  of  adolescence  and 
provides  a more  understandable  follow-up  of 
data  published  in  1975.3  To  the  original  98 
cases  we  have  added  some  new  individuals  and 
lost  17  to  further  follow-up.  We  will  also  include 
information  about  28  persons  who  have  died. 
(Table  1)  Our  observations  will  be  restricted 
to  discussing  the  medical  and  surgical  problems 


most  pertinent  to  survival  and  to  sex  in  the 
teenage  years. 

Survival — CSF 

All  patients  born  prior  to  1960  with  myelo- 
dysplasia were  ascertained  by  health  department 
and  hospital  records.  Because  a significant  pro- 
portion of  patients  weje  either  referred  to  us  or  , 
detected  in  chronic  disease  hospitals,  the  sample 
is  biased  toward  those  with  natural  survival. 
Despite  frequent  misconceptions  a significant 
number  of  myelodysplastic  patients  born  prior 
to  the  1950’s  survived  as  attested  to  by  the  530 
patients  reported  by  Fisher  et  al  in  1952.8'10 
(Figure  3)  Cerebrospinal  fluid  shunts  have  pro- 
longed life  for  an  additional  many.  In  our  group 
of  patients  aged  16  to  23,  seven  of  the  23  shunted 
patients  died  from  shunt  obstructions.  (Table  2) 
Two  shunt-related  deaths  occurred  suddenly  dur- 
ing adolescence.  Of  the  65  non-shunted  patients, 
only  one  of  the  18  hydrocephalus-related  deaths 
occurred  during  adolescence.  Shunts  were  per- 
formed in  approximately  one-third  of  the  two 
more  severely  paralyzed  groups  ( at  or  above  L2 
and  L3-5)  but  in  only  9 per  cent  of  those  with 
sacral  level  lesions.  Approximately  one-third  of 
myelodysplasia  patients  with  cerebrospinal  fluid  1 
shunts  develop  asymptomatic  shunt  obstruction,  j 

Renal  Complications 

One  patient  died  in  the  fourth  decade  of  life, 
and  two  others  are  dying  from  renal  failure  that  ! 
became  evident  during  adolescence.  (Table  3) 
Low  grade  persistent  or  recurrent  urinary  tract 
infection,  with  or  without  ileal  diversion,  is  a 
preventable  complication.  Careful  follow-up  and 
maintenance  of  free  flow  of  urine  are  prerequi- 


TABLE  1 

TOTAL  PATIENTS 


Patients 

Patients 

Died 

Level  of 

Aged  lb- 

Aged  25 

SUB- 

in 

Died 

No  Current 

Lesion 

24  years 

years  plus 

TOTALS 

Infancy 

Later 

Information 

TOTALS 

a/a  L2 

20 

1 

21 

13 

2 

6 

42 

L3-5 

24 

14 

38 

3 

6 

5 

52 

a/b  SI 

23 

3 

26 

2 

2 

6 

36 

TOTALS 

67 

18 

85 

18 

10 

17 

130 

a/a  = at  or  above 
a/b  = at  or  below 
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FIGURE  3 


Survival 

530  Myelodysplasia  Patients 
1952 

Mayo  Clinic 


sites  for  continued  good  health  and  prevention 

tc  of  upper  urinary  tract  dilation  and  irreversible 
i ureterectasis.  Lack  of  stomal  dilation,  poor  fol- 
1 low-up  of  urine  infection,  and  diversion  after  the 
}:{r  onset  of  irreversible  ureterectasis  lead  to  insidious 

I deterioration.  Ileal  diversion  or  other  urinary 
tract  procedures  are  neither  definitive  nor  cura- 
tive. Even  without  operative  intervention,  peri- 
odic urologic  reevaluation  is  essential  to  main- 
tain health  and  prevent  silent  deterioration. 


Morbidity — Decrease  in  Functional  Ability 

CNS  and  urinary  system  failures  cause  in- 
creased morbidity  and  death.  These  two  sys- 
tem failures  impaired  the  function  of  only  two 
patients  amongst  our  older  survivors:  one  de- 
veloped quadspasticity  following  meningitis,  and 
the  other  developed  an  incapacitating  kyphosis 
that  could  not  be  corrected  because  of  renal 
hypertension  and  impending  renal  failure.  (Table 
3)  Other  patients  suffered  a complex  of  dis- 


TABLE  2 

SURVIVING  PATIENTS 


1 6-23  Years  of  Age 


Normal 

Mental 

Retardation 

Dead 

Total 

Normal 

Mental 

Retardation  Dead 

Total 

a/a  L2 

I.Q.>76  I.Q.<75 

WITHOUT  SHUNTS 
4 6 

13 

23 

I.Q.>76 

2 

I.Q.<75 

WITH  SHUNTS 
7 2 

1 1 

L3-5 

13 

6 

2 

21 

4 

1 5 

10 

a/b  SI 

16 

2 

3 

21 

1 

1 0 

2 

Totals 

33 

14 

18 

65 

7 

9 7 

23 

a/a  = at  or  above 
a/b  = at  or  below 
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SUMMARY  TABLE  3 


Level 

Total 

Number  ( % 1 

Number  ( % ) 

Number  ( % ) 

of 

Number 

With  Renal 

With  Loss 

With  Emotional 

Lesion 

Patients 

Problems 

of  Function 

Problems 

a/a  L2 

21 

7 (33%) 

1 (5%) 

5 (24%) 

L3-5 

38 

4 (10%)* 

9 (24%) 

6 (16%) 

a/b  SI 

26 

3 (12%) 

3 (11%)* 

3 (12%) 

TOTAL 

85 

14  (16%) 

13  (15%) 

14  (16%) 

a/a  = at  or  above 
a/b  = at  or  below 

*1  older  patient  with  death  due  to  this  cause  included  for  calculation  with  living. 


orders  that  could  have  been  prevented.  One 
group  could  have  been  helped  by  early  ortho- 
pedic intervention  to  correct  or  treat  contractures 
and  scoliosis.  A second  group  could  have  been 
saved  by  prevention  of  pressure  decubiti  with 
massive  tissue  destruction  and  secondary  osteo- 
myelitis. A third  group  could  have  been  aided 
by  early  neurosurgical  intervention  to  stop  pro- 
gressive nerve  damage  from  syringobulbia,  lum- 
bosacral disk  herniation,  or  overgrowth  of  tissue 
at  the  site  of  an  old  myelodysplasia  repair.  We 
have  found  massive  disk  disease  in  a septua- 
genarian patient  who  suffered  painless  loss  of 
motor  function  during  the  fifth  and  sixth  decades 
of  life.  We  have  also  encountered  a mass  of 
myelodysplastic  tissue  that  overgrew  and  caused 
painless  loss  of  nerve  function  in  a teenage  col- 
lege student. 

The  fourth  and  last  is  the  group  of  poorly 
cared  for,  poorly  motivated,  and  obese  patients 
who  developed  urinary  tract  obstructions  and 
infections.  The  degree  of  deterioration  and  the 
relative  cause  and  effect  of  each  complication 
vary. 

There  is  an  interrelationship  among  poor  care, 
poor  compliance,  and  secondary  complications. 
Emotional  disturbances  sufficient  to  interfere 
with  potential  occurred  in  14  patients  who  repre- 
sent 16  per  cent  of  those  85  patients  reviewed 
for  this  study.  (Table  3)  The  majority  demon- 
strated dependency,  low  self-image,  and  resultant 
poor  self-care.  Of  all  complications  reported, 
this  group  of  emotionally  impaired  differs  most 
markedly  from  our  last  report.8  In  the  brief 
interval,  nine  patients  have  resolved  their  various 
emotional  conflicts  and  are  doing  well  in  school, 


are  now  employed,  or  have  settled  down  to  a 
comfortable  normal  life.  They  have  been  re- 
placed by  three  other  individuals  who  have  de- 
veloped new  emotional  symptoms  and  are  no 
longer  as  functional  as  they  once  were. 

The  potential  contribution  of  behavior  dis-  ; 
orders  to  underachievement  can  be  better  ap- 
preciated when  we  account  for  two  married  per- 
sons doing  very  poorly  and  three  late  teenage 
patients  who  are  following  in  that  direction.  All 
five  are  mildly  retarded  and  have  been  raised  in 
foster  or  group  homes  or  institutions.  All  are  : 
starved  for  love  and  affection  and  have  been  or 
will  be  “graduated”  into  loosely  supervised  group 
homes.  The  three  yet  to  be  so  graduated  are  all 
just  as  ill-prepared  emotionally  to  compete  as 
were  their  two  predecessors  who  failed.  They 
all  represent  a failure  of  our  social  system. 

The  complications  noted  in  Table  3 collectively 
affect  only  half  of  the  patients.  Renal  problems 
and  emotional  problems  most  afflict  those  with 
high  level  paralysis  (at  or  above  L2),  (33  and  24 
per  cent  respectively).  Significant  loss  of  motor 
function  (24  per  cent)  and  emotional  problems  i 
( 16  per  cent ) afflict  the  intermediate  group  ( L 
3-5)  most  commonly.  The  three  groups  of  prob- 
lems afflict  approximately  one  in  eight  of  the 
sacral  level  lesion  patients.  (See  Summary  Table 
3). 

Sexual  Activity 

Because  they  have  had  abnormal  rearing  as 
children  and  are  beset  with  the  physical  and 
emotional  problems,  it  is  remarkable  that  any 
of  our  patients  have  sufficient  self-confidence  to 
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enjoy  any  relationship  with  another  human  be- 
ing. It  is  pleasantly  surprising  to  find  that  some 
of  those  patients  with  the  many  problems  fisted 
are  sexually  active  and  happily  so.  As  Dr.  Comarr 
has  pointed  out,  anesthesia  of  the  genitalia  and 
impotence  are  not  preclusive  to  satisfactory  sex 
play.11  Just  as  for  the  traumatically  injured,  the 
congenitally  paraplegic  experiences  “orgasms” 
by  whatever  description.  The  range  of  experi- 
ences related  to  us  ( male  and  female  interviewers 
with  like  sex  patients)  are  similar  to  those  re- 
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ported  by  Dr.  Comarr.  Table  4 provides  the 
data  for  those  sexually  active  in  the  16  to  24  and 
those  in  the  25  to  73-year-old  age  ranges.  The 
passive  female  partner  in  need  of  no  complex 
autonomic  nervous  system  function  partakes  far 
more  actively  (up  to  89  per  cent  of  those  over 
age  25  years)  than  the  male  (only  39  per  cent). 
Included  in  that  39  per  cent  are  males  who  have 
never  had  an  erection.  (There  was  a French 
beekeeper  from  Enumclaw  who  sired  three  chil- 
dren and  outlived  two  wives,  both  of  whom  died 


TABLE  4 


SEXUAL 

Ages  16-24 
a/a  L2 

ACTIVITY 

Years 
L3-5  a 

OF  PATIENTS 
i/b  SI 

Ages 
a/a  L2 

25-73  Years 
L3-5 

SI 

No  Sex 

Female 

9 

9 

5 

1 

0 

0 

SEXUAL  ACTIVITY 

Male 

8 

9 

9 

0 

6 

1 

Not  Married 

Female 

3 

0 

2 

0 

4 

0 

Male 

0 

1 

0 

0 

1? 

0 

Married 

Female 

0 

1 

1 

1 

2 

1 

Male 

1 

0 

2 

0 

2 

1 

S Subtotal/Total 
c of  Sexual  Activity 
a a/a  = at  or  above 
, o a/b  = at  or  below 

Female 

Male 

4 

7/30 

4/30 

2 

23% 

13% 

5 

1 

8/9 
4/1  1 

9 

89% 

39% 

2 

TABLE  5 

CURRENT  SOCIAL/ECONOMIC/EDUCATIONAL  STATUS  OF  67  PATIENTS 
WITH  MYELODYSPLASIA 


Ages  1 6-24  Years 


LEVEL  OF 

PATIENTS  WITH 

PATIENTS  WITH 

STATUS 

LESION 

I.Q. <75 

I.Q. >75 

Home  or  group  home  or  institutional  care  as 

a/a  L2 

6 

2 

maximum  potential;  limited  self-care 

L3-5 

2 

0 

1:1 

a/b  SI 

0 

0 

Home  or  group  home  with  limited  employment 

a/a  L2 

6 

1 

such  as  sheltered  workshop 

L3-5 

1 

1 

>j 

a/b  SI 

2 

6 

eli 

Special 

Education  Regular  School 

or  Job  Training  or  College 

Progressing  well,  potentially  self-sufficient 

a/a  L2 

0 

3 

1 

L3-5 

0 

5 

14 

a/b  SI 

0 

1 

10 

is  Employed  and  self-sufficient  or  spouse 

a/a  L2 

0 

1 

J 

L3-5 

1 

0 

a/b  SI 

1 

3 

' a/a  = at  or  above 

0 a/b  = at  or  below 
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apparently  quite  happy  despite  his  permanently 
flail  penis.) 

All  of  our  teenage  patients  deserve  the  same 
counseling:  their  potential  for  sexual  enjoyment, 
their  potential  methods  of  performing  the  sex 
act,  and,  finally,  their  risk  of  having  a similarly 
afflicted  child  and  the  potential  of  intrauterine 
diagnosis. 

Summary 

Myelodysplasia  patients  can  now  be  provided 
medical  and  surgical  care  that  avoids  most  of  the 
complications  outlined  in  this  paper.  Table  5 
summarizes  the  current  social,  economic,  and  ed- 
ucational status  of  our  67  patients  in  their  “de- 
layed adolescence”;  ie,  that  transition  period  be- 
tween childhood  and  the  responsibilities  of  adult- 
hood. Their  central  nervous  systems  can  be  closed 
and  cerebrospinal  fluid  drained.  Kyphotic  spines 
can  be  corrected  by  a McKay  Plate  or  scoliotic 
spines  held  by  a Dwyer  Cable.  Urinary  tract  pro- 
cedures can  maintain  free  flow  of  infection-free 
urine  with  the  possibility  in  the  near  future  of  a 
prosthetic  sphincter.12  Special  education  and 
training  can  substitute  wheelchair  locomotion 
and  hand-driven  appliances  or  automobiles  for 
normal  biped  ambulation  and  autos,  but  these 
services  are  not  sufficient. 

The  myelodysplastic  patient  needs  orientation 
toward  a practical  and  useful  life  goal  with  an 
appropriate  social  pattern.  The  attainment  of 
this  total  life  goal  should  approximate  a normal 
sequence. 

This  study  was  supported  in  part  by  the  National  Foundation- 
March  of  Dimes  Grant  C-112  and  the  Shriner’s  Hospital  Research 
Unit,  Honolulu. 
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DESCRIPTION  Each  yellow,  scored  tablet  contains 
4 50  mg.  oxycodone  HCI  (WARNING:  May  be  habit 
forming),  0.38  mg.  oxycodone  terephthalate  (WARN- 
ING: May  be  habit  forming),  224  mg.  aspirin,  160  mg. 
phenacetin.  and  32  mg.  caffeine. 

INDICATIONS  For  the  relief  of  moderate  to  moderately 
severe  pain. 

CONTRAINDICATIONS  Hypersensitivity  to  oxyco- 
done, aspirin,  phenacetin  or  caffeine. 

WARNINGS  Drug  Dependence  Oxycodone  can  pro- 
duce drug  dependence  of  the  morphine  type  and, 
therefore,  has  the  potential  for  being  abused.  Psychic 
dependence,  physical  dependence  and  tolerance  may 
develop  upon  repeated  administration  of 
PERCODAN",  and  it  should  be  prescribed  and  admin- 
istered with  the  same  degree  of  caution  appropriate  to 
the  use  of  other  oral  narcotic-containing  medications 
Like  other  narcotic-containing  medications, 
PERCODAN is  subject  to  the  Federal  Controlled  Sub- 
stances Act 

Usage  in  ambulatory  patients  Oxycodone  may 
impair  the  mental  and/or  physical  abilities  required  for 
the  performance  of  potentially  hazardous  tasks  such 
as  driving  a car  or  operating  machinery.  The  patient 
using  PERCODAN « should  be  cautioned  accordingly. 
Interaction  with  other  central  nervous  system 
depressants  Patients  receiving  other  narcotic  anal- 
gesics, general  anesthetics,  phenothiazines,  other 
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sants (including  alcohol)  concomitantly  with 
PERCODAN"  may  exhibit  an  additive  CNS  depres- 
sion. When  such  combined  therapy  is  contemplated, 
the  dose  of  one  or  both  agents  should  be  reduced. 
Usage  in  pregnancy  Safe  use  in  pregnancy  has  not 
been  established  relative  to  possible  adverse  effects 
on  fetal  development.  Therefore,  PERCODAN  * should 
not  be  used  in  pregnant  women  unless,  in  the  judg- 
ment of  the  physician,  the  potential  benefits  outweigh 
the  possible  hazards. 

Usage  in  children  PERCODAN'  should  not  be 
administered  to  children. 

Salicylates  should  be  used  with  caution  in  the  pre- 
sence of  peptic  ulcer  or  coagulation  abnormalities. 
PRECAUTIONS  Head  injury  and  increased  intra- 
cranial pressure  The  respiratory  depressant  effects  of 
narcotics  and  their  capacity  to  elevate  cerebrospinal 
fluid  pressure  may  be  markedly  exaggerated  in  the 
presence  of  head  injury,  other  intracranial  lesions  or  a 
pre-existing  increase  in  intracranial  pressure.  Further- 
more, narcotics  produce  adverse  reactions  which  may 
obscure  the  clinical  course  of  patients  with  head 
injuries. 

Acute  abdominal  conditions  The  administration  of 
PERCODAN"  or  other  narcotics  may  obscure  the 
diagnosis  or  clinical  course  in  patients  with  acute  ab- 
dominal conditions. 

Special  risk  patients  PERCODAN " should  be  given 
with  caution  to  certain  patients  such  as  the  elderly  or 
debilitated,  and  those  with  severe  impairment  of  hepat- 
ic or  renal  function,  hypothyroidism,  Addison  s disease, 
and  prostatic  hypertrophy  or  urethral  stricture. 
Phenacetin  has  been  reported  to  damage  the  kidneys 
whentaken  in  excessive  amounts  for  a long  time. 
ADVERSE  REACTIONS  The  most  frequently 
observed  adverse  reactions  include  light-headedness, 
dizziness,  sedation,  nausea  and  vomiting.  These 
effects  seem  to  be  more  prominent  in  ambulatory  than 
in  nonambulatory  patients,  and  some  of  these  adverse 
reactions  may  be  alleviated  if  the  patient  lies  down. 
Other  adverse  reactions  include  euphoria,  dysphoria, 
constipation  and  pruritus. 

DOSAGE  AND  ADMINISTRATION  Dosage  should  be 
adjusted  according  to  the  severity  of  the  pain  and  the 
response  of  Ihe  patient  The  usual  adult  dose  is  one 
lablet  every  6 hours  as  needed  for  pain. 

DRUG  INTERACTIONS  The  CNS  depressant  effects 
of  PERCODAN " may  be  additive  with  that  of  other 
CNS  depressants.  See  WARNINGS. 
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THE  UNDESCENDED  TESTIS: 
THE  CURRENT  PERSPECTIVE 
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Shivdev  Singh,  M.D. 
Charles  L.  Minor,  M.D. 


The  empty  scrotum  has  provoked  understand- 
able medical  interest  ever  since  it  was  first  de- 
scribed. In  the  continuing  debate  surrounding 
this  entity,  several  basic  problems  stand  out:  the 
ultrastructural  changes  within  the  undescended 
gonad,  its  hormonal  function,  the  optimal  timing 
for  ochiopexy,  and  the  ultimate  fertility  of  af- 
fected individuals.  In  an  attempt  to  clarify  these 
questions  and  present  concepts  of  management, 
we  have  reviewed  the  current  pertinent  litera- 
ture. 

A study  of  ultrastructural  changes  in  the  un- 
descended testicle  has  shed  light  on  the  possible 
primary  defect  involved  and  resulted  in  recom- 
mendations regarding  the  optimal  time  for  sur- 
gical correction.  In  earlier  reports,  changes  oc- 
curring after  the  age  of  two  years  were  summar- 
ized as  increased  collagen  in  peritubular  tissues 
from  year  two  onward,  and  decreased  numbers 
of  spermatogonia  from  age  three  on.1-2  In  the 
recent  report,  no  difference  was  found  between 
the  density  of  spermatogonia  per  cm3  in  normal 
and  undescended  testicles  during  the  first  year 
of  life.3  However,  after  the  first  year  the  volume 
density  of  spermatogonia  decreases  60%  (p 
0.005),  while  the  volume  density  of  degenerating 
cells  increases  50%  (P  0.1).  Ultrastructurally, 
no  significant  changes  are  noted  in  volume  den- 
sity or  in  single  cell  volume  of  Sertoli  cells.  In 
contrast,  the  Leydig  cells  show  marked  changes 
within  the  first  year;  their  appearance  suggests 
simple  atrophy. 

Patricia  Schaefer  is  a 4th  year  medical  student  at  Jefferson 
Medical  College,  Thomas  Jefferson  University. 

Dr.  Singh  is  an  Assistant  in  Surgery,  Wilmington  Medical 
Center,  Wilmington,  Delaware. 

Dr.  Minor  is  Head,  Section  of  Pediatric  Surgery,  Wilmington 
Medical  Center,  Wilmington,  Delaware., 


Another  report  examines  the  primary  cryp- 
torchism  produced  in  mice  by  the  administration 
of  estrogen  to  pregnant  females  on  the  14th  day 
of  gestation.4  Comparison  was  made  between 
the  ultrastructure  of  eryptorchid  testes  in  the  off- 
spring of  mothers  given  either  estrogen  alone  or 
estrogen  plus  human  chorionic  gonadotropin 
(HCG),  and  controls.  In  the  controls  the  Ley- 
dig cells  were  clustered  together,  with  promi- 
nent lipoid  droplets  and  round  nuclei  contain- 
ing homogenous  chromatin.  There  was  abundant 
smooth  endoplasmic  reticulum,  and  the  Golgi 
apparatus  was  well  developed,  with  mitochondria 
of  the  round  crista-type  found  in  metabolizing 
cells.  The  total  picture  was  one  of  moderate 
metabolic  activity.  In  contrast,  the  Leydig  cells 
in  the  testes  of  offspring  bom  to  mothers  given 
estrogen  alone  showed  marked  atrophic  changes, 
with  results  comparable  to  those  found  in  crypt- 
orchid  testes  of  the  earlier  report.3  HCG  given 
to  estrogen-treated  mothers  prevented  the  atro- 
phic changes  from  occurring  in  the  Leydig  cells 
of  their  offsprings’  gonads. 


These  experiments  thus  suggest  that  androgen 
produced  by  the  Leydig  cell  is  primarily  respon- 
sible for  normal  descent,  that  maldescent  is  re- 
lated to  disturbed  androgen  production  in  early 
pregnancy,  and  that  atrophy  of  the  Leydig  oell 
appears  to  be  caused  by  lack  of  gonadotropins, 
since  HCG  was  capable  of  preventing  atrophy.4 
It  is  therefore  recommended  that  no  treatment 
be  given  for  cryptorchids  in  the  first  six  months 
of  life,  since  spontaneous  descent  may  occur  with 
the  subsequent  increase  in  endogenous  androgen 
production.  After  six  months,  a trial  of  HCG 
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may  be  given  in  an  effort  to  stimulate  androgen 
production.  If  there  is  no  improvement,  surgery 
should  be  performed  before  the  end  of  the  second 
year.4 

Several  studies  have  shown  the  prognostic 
import  of  serum  gonadotropin  hormone  (GTH)  , 
levels.5-6  In  one  study,  plasma  levels  of  lutein- 
izing hormone  (LH)',  follicle  stimulating  hor- 
mone, interstitial  cell  stimulating  hormone  (here 
designated  FSH),  and  androgen  were  measured 
in  forty  adult  patients  who  had  had  uni-  or  bi- 
lateral orchiopexy  performed  between  the  ages 
of  two  and  fourteen.2  Fifty  percent  of  bilaterally 
treated  and  64%  of  unilaterally  treated  cryp- 
torchids  had  normal  androgen  and  GTH  levels. 
Of  all  patients,  22.5%  had  elevated  GTH’s  with 
normal  androgen  output,  bilateral  cases  being 
more  likely  to  have  elevated  GTH’s  than  uni- 
lateral cases.  The  condition  of  elevated  GTH 
with  normal  androgen  is  labelled  “subclinical 
hypogonadism,”  with  reduced  responsiveness  of 
the  gonad  being  compensated  for  by  elevated 
GTH’s.  The  decreased  responsiveness  of  the 
testis  might  well  be  related  to  the  failure  of  an- 
drogen production  in  early  pregnancy.  Still 
other  patients  had  low  gonadotropin  levels,  ( spe- 
cifically FSH),  leading  to  the  hypothesis  that 
both  fetal  gonadotropins  and  a normally  re- 
sponsive testis  are  necessary  for  normal  descent. 
Further,  an  increase  of  follicle  stimulating  hor- 
mone or  of  luteinizing  hormone  or  of  decreased 
androgen  level  bears  no  relation  to  fertility, 
whereas  having  both  gonadotropin  hormones 
elevated  is  associated  with  infertility. 

Refinement  of  the  last  point  is  obtained  from 
another  study  in  which  serum  GTH  levels  were 
measured  in  35  unilateral  or  bilateral  cryptor- 
chids,  and  categorized  by  the  presence  of  one, 
both,  or  no  testes  found  at  operation.6  Bilaterally 
anorchic  boys  had  both  LH  and  FSH  elevated, 
while  all  cryptochids  had  normal  LH  and  in- 
creased FSH.  Identical  results  were  obtained 
in  a somewhat  similar  study,7  and  it  was  con- 
cluded in  both  that  if  LH  levels  are  increased 
in  bilaterally  cryptorchid  individuals,  extensive 
surgical  exploration  to  find  the  testes  is  not  indi- 
cated since  none  will  be  found.  In  addition,  it 
was  noted  in  the  latter  study  that  HCG  stimu- 
lation will  differentiate  between  bilateral  crypt- 
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orchids  and  anorchic  patients,  as  it  will  induce 
an  increase  in  serum  testosterone  in  the  former 
but  not  in  the  latter.7 

A report  designed  to  assess  the  fertility  of 
surgically  treated  cryptorchid  patients  revealed 
an  overall  percent  of  paternity  (percent  of  mar- 
ried men  who  had  become  fathers)  of  67%. 8 
Only  44%  of  bilateral  cryptorchids  achieved  pa- 
ternity; it  was  76%  in  the  unilaterals.  It  is  thus 
noteworthy  that  the  decreased  incidence  of  pa- 
ternity was  entirely  in  the  bilateral  group. 

It  appears  that  in  early  pregnancy,  normal 
endogenous  levels  of  GTH  may  act  on  a normally 
responsive  testis,  stimulating  Leydig  cells  to  pro- 
duce androgens,  resulting  in  normal  descent. 

I Alternatively,  either  abnormally  low  levels  of 
GTH  or  the  improper  response  of  the  testis  may 
result  in  faulty  production  of  androgen  with 
subsequent  maldescent. 

Summary 

The  assessment  of  serum  FSH,  LH,  and  andro- 


gen levels  may  help  to  differentiate  between  bi- 
lateral cryptorchid  and  anorchic  patients.  A 
testis  brought  down  surgically  should  have  no 
further  progression  of  degenerative  changes.  At 
this  time,  the  optimum  age  for  orchiopexy  ap- 
pears to  be  about  two  years.  A properly  per- 
formed operation  should  result  in  about  75% 
fertile  marriages  in  unilateral  patients  which,  as 
judged  by  percentage  paternity,  is  similar  to  that 
of  the  general  population,  while  that  of  bilateral 
cases  is  likely  to  be  less  than  50%. 
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Charles  M.  Poser,  M.D. 


Dementia  is  progressive  diminution  and  de- 
terioration of  intellectual  functions.  Thus  its 
severity  and  the  ways  it  affects  the  individual’s 
overall  functional  ability  must  be  judged  within 
the  context  of  his  educational  background,  his 
vocational  training,  and  the  intellectual  require- 
ments of  his  daily  life.  Such  considerations  are 
particularly  important  when  dealing  with  early 
dementia,  which  may  be  quite  difficult  to  recog- 
niez  if  it  causes  no  problems  or  alterations  in  the 
individual’s  daily  life.  Its  early  manifestations 
come  to  attention  much  more  dramatically  when 
an  attorney,  a business  executive,  an  engineer,  or 
a university  professor  becomes  ill  than  a roofer, 
or  a factory  assembly  line  worker.  In  other 
words,  dementia  becomes  clinically  manifest  only 
when  the  individual  begins  to  experience  diffi- 
culties in  carrying  out  his  usual  occupation.  In- 
tellectual disintegration  is  its  end  stage. 

Loss  of  recent  memory,  minor  errors  in  judge- 
ment, increasing  difficulty  with  abstraction,  slight 
hesitation  in  speech  formulation,  inattention,  and 
irritability  may  be  the  first  subtle  signs.  Such 
symptoms  differ  little  from  those  that  occur  in 
normal  people  who  are  exhausted,  anxious,  or 
under  severe  pressure.  Alterations  of  drive,  mood, 
enthusiasm,  creativity,  or  the  capacity  to  give 
and  receive  affection  may  lead  to  a psychiatric 
diagnosis.  A lowered  threshold  for  frustration 
and  failure,  a lack  of  energy,  and  loss  of  interest 
in  work,  favorite  sports,  or  hobbies  may  add  cre- 
dence to  the  belief  in  a psychologic  disturbance. 
As  the  disease  progresses,  more  definite  evidence 
of  involvement  of  cortical  functions  becomes  ap- 
parent: understanding  of  the  spoken  and  written 
word  becomes  defective;  difficulties  with  simple 
calculation  and  errors  in  the  choioe  of  words  and 
in  grammer  and  syntax  become  noticeable.  The 
memory  defect  becomes  more  severe  leading  to 
embarassing  oversights,  frequent  errors  in  per- 
forming routine  tasks,  misinterpretation  of  direc- 
tions and  instructions.  Quite  often  there  are  in- 
creasing depression,  anxiety,  and  irritability  as- 
sociated with  the  frustration  felt  by  the  indi- 
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vidual  as  the  result  of  his  increasing  intellectual 
deficit.  Severe  confusion,  disorientation  to  time, 
place,  and  person,  generally  occuring  in  that 
order  of  progression,  increasing  limitation  of  ex- 
pressive speech,  and  gross  inability  to  care  for 
personal  appearance  and  bodily  needs,  including 
bladder  or  bowel  incontinence,  characterize  the 
advanced  stages  of  dementia. 

Neurologic  signs  such  as  visual  field  defects, 
spasticity  with  hyperreflexia  and  Babinski  signs, 
somnolence  and  lethargy,  slurred,  unintelligible 
speech,  ataxia,  and  incoordination  are  seen  quite 
late  in  the  disease. 

The  Pathology  of  Dementia 

We  are  wont  to  associate  dementia  with  atro- 
phy of  the  brain,  in  particular  the  cerebral  cor- 
tex. Our  attention  has  almost  invariably  been 
focused  upon  the  deterioration  and  loss  of  neu- 
rons as  well  as  the  associated  changes  which  take 
place  in  the  glial  supporting  elements,  in  particu- 
lar the  astrocytes.  In  addition,  presumably  as 
the  result  of  the  loss  of  neurons,  their  axons  and 
myelin  sheaths  are  also  lost  causing  a reduction 
in  cerebral  white  matter.  Ventricular  dilatation 
is  a secondary  result  from  white  matter  atrophy. 

This  emphasis  upon  a primary  or  preponderant 
neuronal  involvement  has  been  the  logical  conse- 
quence of  the  study  of  a number  of  the  classical 
dementing  illnesses  such  as  Pick’s,  Alzheimer’s, 
Creutzfeldt-Jacob’s,  and  Huntington’s  diseases. 
On  the  other  hand,  it  should  be  remembered 
that  clinical  dementia  completely  indistinguish- 
able from  that  resulting  from  such  diseases  may 
be  the  result  of  metabolic  disturbances  which, 
when  corrected,  are  completely  reversible,  the 
individual  being  restored  to  entirely  normal  in- 
tellectual function.  This  consideration  suggests 
that  neuronal  loss  may  be  the  result  of  the  de- 
menting illness  rather  than  its  cause.  Interfer- 
ence with  neuronal  function,  and  perhaps  even 
more  important,  with  interneuronal  synaptic  pro- 
cesses, may,  if  prolonged  and  severe  enough,  lead 
to  neuronal  death. 

The  presumably  characteristic  neuropathologic 
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alterations  of  the  presenile  dementias,  in  particu- 
lar Pick’s  and  Alzheimer’s  diseases,  have  been 
amply  described.  In  Huntington’s  disease,  the 
pathognomonic  atrophy  of  the  caudate  nucleus 
may  be  regarded  as  perhaps  nothing  more  than  a 
marker  of  this  disease  since  it  certainly  cannot 
explain  the  severe  dementia  which  characterizes 
this  hereditary  illness.  In  Creutzfeldt- Jacob’s 
disease — a resonable  well  established  slow  infec- 
tion of  the  nervous  system  caused  by  a virus-like 
organism — alterations  of  neuronal  protein  struc- 
tures have  been  demonstrated,  suggesting  that 
the  virus  in  some  yet  unexplained  fashion  alters 
neuronal  metabolism,  thus  interfering  with  the 
elaboration  of  nucleoproteins  and  causing  dis- 
ruption of  axoplasmic  flow,  cation  transport,  and 
release  of  transmitter  substance.  This  particular 
disease  may  serve  as  a model  for  the  chronic  de- 
menting illnesses  because  its  rapid  course  tele- 
scopes in  a matter  of  a few  months  the  signs  and 


symptoms  that  usually  occur  over  a period  of 
several  years. 

The  correlation  between  degree  of  cerebral 
arteriosclerosis  and  dementia  is  a very  poor  one. 
The  evidence  simply  does  not  support  the  gen- 
erally held  view  that  cerebral  arteriosclerosis 
per  se  should  be  considered  a cause  of  dementia. 
That  it  may  be  a contributory  factor  is,  however, 
a more  tenable  concept. 

It  is  important  to  remember  that  the  effects 
of  various  injuries  to  the  nervous  system  are 
cumulative;  once  a neuron  is  lost  it  cannot  regen- 
erate. Throughout  life,  the  brain  suffers  from 
repeated,  albeit  minor,  and  most  often  inappar- 
ent  injuries  from  clinically  inconsequential  viral 
infections,  minor  trauma,  a wide  variety  of  toxic 
substances  including  alcohol  and  carbon  monox- 
ide, as  well  as  many  commonly  used  medicinal 
drugs.  As  a result,  it  is  likely  that  there  is  a 
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steady  loss  of  neurons,  which  undoubtedly  pro- 
ceeds at  considerably  different  rates  in  various 
individuals.  As  in  all  other  organs  of  the  body, 
the  brain  has  a certain  margin  of  safety;  while  a 
certain  area  of  the  brain  may,  for  example,  need 
six  million  neurons  to  perform  a certain  function, 
it  contains  nine  million.  As  the  cumulative  de- 
terioration process  takes  place  during  life,  no 
functional  disturbance  will  occur  as  long  as  the 
critical  number  of  neurons  for  that  particular 
function  remains  available.  As  the  margin  of 
safety  decreases,  even  a minor  injury  causing  the 
loss  of  a very  small  number  of  nerve  cells,  may 
then  suddenly  produce  neurologic  dysfunction. 
This  is  known  as  the  phenomenon  of  pathoclisis. 

It  is  reasonable  to  assume  that  as  a result  of 
this  phenomenon  even  moderate  degrees  of  ar- 
teriosclerosis in  certain  individuals  may  contri- 
bute to  the  development  of  dementia,  represent- 
ing the  combination  of  a longstanding,  cumula- 
tive, non-specific  deteriorating  process.  All  cor- 
tical neurons  do  not  have  equal  value.  As  neu- 
ronal circuits  are  formed  during  the  process  of 
acquisition  and  storage  of  information,  the  basis 


for  our  intellectual  functions,  it  is  quite  probable 
that  certain  neurons  or  neuronal  groups  assume  1 
more  importance  than  others.  Some  of  these 
neuronal  circuits  are  concerned  with  speech,  cal- 
culation, reading,  and  naming  colors.  The  loss 
of  very  small  but  strategically  important  key 
constituents  of  these  special  circuits  will  have 
catastrophic  effects  upon  intellectual  functions. 
This  is  suggested  as  a pathogenetic  mechanism 
for  the  dementia  associated  with  advancing  age. 

Interruption  of,  or  interference  with  synaptic 
transmission  between  intact  neurons  will  have 
exactly  the  same  effect.  In  a condition  known 
as  dementia  with  supranuclear  palsy  ( subcortical 
dementia  of  Steele,  Richardson,  and  Olszewski) 
dementia  is  more  apparent  than  real  and  consists 
of  a marked  slowing  of  responses  rather  than 
true  impairment.  This  idea  must  also  be  kept 
in  mind  when  considering  the  dementia  that  is  so 
often  said  to  be  found  in  patients  with  Parkin- 
son’s disease,  a condition  characterized  by  gen- 
eral slowing  down  of  all  activities,  including 
intellectual  functions. 

The  importance  of  physiologic  rather  than  ana- 
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tomic  disturbances  as  background  for  dementia 
is  emphasized  by  the  fact  that  discrete  lesions 
such  as  strokes  and  tumors  of  the  non-dominant 
or  minor  temporal  and  parietal  lobes  may  pro- 
duce signs  and  symptoms  which  are  indistin- 
guishable from  those  usually  associated  with  dif- 
fuse cortical  atrophy:  inattention,  confusion, 
emotional  disturbances,  and  inability  to  perform 
daily  routine  acts  such  as  eating  or  dressing. 
These  are  integrative  functions  requiring  the  co- 
ordinated interaction  of  many  complex  circuits, 
all  of  which  cannot  be  located  in  the  small  area 
affected  by  the  lesion.  Key  elements  have  been 
affected,  resulting  in  what  have  been  aptly  called 
disconnection  syndromes. 

It  should  then  become  apparent  that  metabolic 
disturbances  leading  to  dementia  might  better 
be  understood  in  terms  of  both  neuronal  dysfunc- 
tion and  interneuronal  synaptic  disturbance; 
among  those  one  should  count  hypo-  and  hyper- 
thyroidism, vitamin  B12  deficiency  (quite  often 
seen  without  pernicious  anemia),  chronic  drug 
intoxication  including  barbiturates  and  a number 
of  tranquilizers,  repeated  seizures,  chronic  anoxia 
secondary  to  pulmonary  fibrosis,  the  intermittent 
cerebral  hypoxia  of  the  sleep-apnea  syndrome, 
intermittent  severe  hypoglycemia,  severe  chronic 
anemia,  electrolyte  disturbances  (in  particular 
hyponatremia),  portal  systemic  encephalopathy, 
and  uremic  encephalopathy.  The  dementia  of 
bilateral  subdural  hematomas  and  of  frontal  lobe 
tumors  probably  results  from  direct  compression 
and/or  interference  with  the  blood  supply  to  the 
area  and  physiologic  or  mechanical  disruption  of 
neuronal  circuits.  In  other  conditions,  for  ex- 
ample, in  Marchiafava-Bignami  disease,  in  which 
the  corpus  callosum  is  specifically  affected,  the 
interruption  of  connections  between  nerve  cells, 
rather  than  the  destruction  of  the  nerve  cells 
themselves,  is  well  demonstrated  as  a cause  for 
the  dementia. 

The  pathogenesis  of  the  dementia  associated 
with  the  normal  pressure  hydrocephalus  syn- 
drome remains  unexplained.  There  is  doubt  that 
the  syndrome  actually  represents  a single  entity. 
In  addition  to  dementia,  there  is  gait  apraxia 
and  urinary  incontinence.  The  very  large  ven- 
tricles with  normal  or  even  low  intracranial  pres- 
sure may  be  the  cause  or  the  result  of  the  disease. 
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Nevertheless,  a number  of  such  patients  have 
demonstrated  significant  improvement  following 
ventricular  shunting.  Unfortunately  none  of  the 
diagnostic  tests  and  procedures  said  to  be  char- 
acteristic of  the  normal  pressure  hydrocephalus 
syndrome  has  been  found  to  be  of  predictive 
value  regarding  the  outcome  of  shunting.  In 
general,  those  individuals  with  the  least  degree 
of  dementia  are  most  likely  to  benefit.  Once 
again,  the  scanty  data  available  would  suggest 
that  the  disturbance  leading  to  dementia  is  phy- 
siologic rather  than  anatomical. 

Clinical  Aspects 

One  of  the  most  difficult  clinical  problems  in 
the  detection  of  early  dementia  is  differentiation 
from  depression.  Patients  who  are  depressed 
not  infrequently  report  difficulty  with  recent 
memory,  they  often  neglect  their  personal  ap- 
pearance, their  work  efficiency  decreases,  they 
lose  interest  in  their  usual  activities,  they  may 
become  irritable  and  frustrated.  Only  the  careful 
search  for  elements  of  specific  intellectual  dys- 
function such  as  various  types  of  expressive  and 


receptive  aphasia,  disorientation  for  time  or 
place,  concreteness  in  thought  processes,  consis- 
tent loss  of  recent  memory  and  recall,  as  well  as 
specific  neurologic  signs  may  give  important 
clues.  At  this  stage,  it  may  be  necessary  to  ob- 
tain a careful  psychologic  evaluation,  including 
the  so-called  neuropsychologic  battery. 

Huntington’s  disease,  the  association  of  pro- 
gressive dementia  with  chorea,  is  transmitted  as 
the  result  of  a dominant  genetic  trait;  a positive 
family  history  is  often  obtainable.  Huntington’s 
disease  may,  however,  exist  without  chorea  and 
thus  be  more  difficult  to  recognize.  The  patho- 
gnomonic sign  of  atrophy  of  the  caudate  nucleus 
out  of  proportion  with  atrophy  elsewhere  in  the 
brain,  a finding  easily  demonstrated  either  by 
pneumoencephalography  or  CAT  scan,  will  help 
in  establishing  the  diagnosis. 

Particular  care  should  be  taken  not  to  confuse 
patients  with  minor  hemisphere  syndromes  who 
not  infrequently  are  confused,  disoriented  in 
plaoe,  have  difficulty  performing  common  acts 
of  daily  living,  and  may  ignore  either  the  left 
side  of  their  own  body  or  the  left  side  of  the 
environment  (in  right-handed  individuals  who 
have  a lesion  of  the  right  hemisphere).  Usually 
however,  these  individuals  also  have  a left  hemi- 
paresis  and/or  a left  homonymous  hemianopsia 
which  will  give  a clue  to  the  correct  diagnosis. 

Syphilis  of  the  central  nervous  system,  whether 
general  paresis,  taboparesis,  or  meningovascular 
lues,  still  must  be  considered  in  the  differential 
diagnosis. 

Epilepsy  must  also  be  considered  as  a cause 
for  dementia.  Electrical,  subclinical  seizures 
may  occur  with  much  greater  frequency  than 
those  which  are  clinically  apparent.  In  addition, 
the  chronic  administration  of  anticonvulsant 
medication  may  produce  intellectual  deteriora- 
tion. This  is  particularly  true  for  such  commonly 
used  drugs  as  phenobarbital  and  primidone  ( My- 
soline- Ayerst). 

Thyroid  function  tests,  serum  vitamin  B12 
levels,  liver  function  tests,  glucose  tolerance 
tests,  drug  level  determination,  serum  electro- 
lytes and  blood  urea  nitrogen,  pulmonary  func- 
tion tests  all  may  provide  important  diagnostic 
olues.  The  analysis  of  the  respiratory  pattern 
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during  sleep  may  lead  to  the  diagnosis  of  the 
sleep-apnea  syndrome. 

An  electroencephalogram  might  be  quite  use- 
ful in  demonstrating  the  presence  of  a space-oc- 
cupying lesion  ( a slow  wave  focus ) or  the  pres- 
ence of  an  epileptiform  disturbance.  The  EEG 
is  particularly  important  and  completely  diag- 
nostic in  those  rare  instances  when  the  dementia 
is  a manifestation  of  psychomotor  status  epilep- 
ticus.  A fairly  characteristic  pattern  has  been 
described  in  Creutzfeldt-Jacob’s  disease,  and  the 
effects  of  certain  drugs,  in  particular  the  barbitu- 
rates, are  easily  recognizable.  Most  often,  how- 
ever, the  EEG  in  dementia  reveals  nonspecific, 
bilateral  generalized  slowing.  The  radionuclide 
brain  scan  or  even  oerebral  angiography  may 
have  to  be  resorted  to  in  the  event  that  subdural 
hematoma  or  brain  tumor  is  suspected. 

Computer  assisted  tomography  (CAT  scan) 
has  reoently  assumed  an  important  role  in  the 
investigation  of  the  demented  patient.  Unfor- 
tunately, there  is  a very  real  danger  that  the 
routine  utilization  of  this  procedure  to  the  ex- 
clusion of  a careful  history  and  neurologic  ex- 
amination may  lead  the  physician  astray  and 
oause  him  to  overlook  a reversible  type  of  de- 
mentia. There  is  a most  unfortunate  tendency 
to  equate  cortical  atrophy  with  dementia.  While 
it  is  true  that  many  patients  with  moderate  to 
advanced  dementia  exhibit  cortical  atrophy  by 
CAT  scan,  the  reverse  is  far  from  true.  Many 
perfectly  normally  functioning  individuals,  in 
particular  in  the  older  age  groups,  will  have  a 
significant  degree  of  cortical  atrophy.  The  CAT 
scan  is  rapidly  replacing  pneumoencephalog- 
raphy and  radioactive  indium  cisternography  for 
the  diagnosis  of  the  normal  pressure  hydroceph- 
lus  syndrome.  No  laboratory  tests  exist  which 
will  assist  in  the  diagnosis  of  the  classical  Alz- 
heimer and  Pick’s  presenile  dementia,  or  of 
Creutzfeldt- Jacob’s  disease. 

Management 

With  the  exception  of  those  dementia-produc- 
ing conditions  which  are  potentially  reversible, 
the  management  of  the  demented  patient  is 
symptomatic  and  supportive.  Genetic  counsel- 
ing is  extremely  important  for  families  of  patients 
with  Huntington’s  disease.  Tricyclic  psyohotro- 


phic  drugs  may  be  found  of  some  value  in  in- 
dividuals with  early  dementia  in  whom  depres- 
sion is  a serious  problem.  This  certainly  applies 
to  those  patients  who  have  a great  deal  of  anxiety 
associated  with  depression. 

Institutionalization,  be  it  in  nursing  home  or 
a state  hospital,  may  eventually  be  necessary. 
When  the  diagnosis  of  an  irreversible  dementing 
illness  has  been  established,  institutionalization 
is  too  often  mentioned  too  late,  after  the  patient 
has  deteriorated  so  badly  that  he  has  become  a 
source  of  embarrassment  and  conflict  within  the 
family  group  and  an  unpleasant  and  disruptive 
focus  of  the  family’s  daily  activities. 

Another  important  role  for  the  physician  re- 
lates to  his  minimizing  as  much  as  possible  the 
search  for  medical  treatments  and  therapeutic 
trials  of  doubtful  or  nonexisting  rationale,  the 
recurrent  demands  for  additional  opinions,  and 
the  repetition  of  expensive  diagnostic  procedures. 
A thorough  investigation  under  the  supervision 
of  a competent  neurologist  working  in  close  co- 
operation with  both  the  primary  physician  and 
the  family  will  avoid  most  of  these  problems. 
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Piiii  j.cing  medicine  in  a professional  corpora- 
tion has  now  become  so  routine  that  many  phy- 
sicians are  ignoring  its  risks  and  demands.  We 
are  even  struck  by  the  number  of  accountants 
and  attorneys  who  are  either  unconcerned  or  un- 
aware of  the  problems.  As  a result,  various 
“horror  stories”  of  mishandled  corporations  and 
very  unhappy  physician-members  circulate. 

Our  article  is  thus  addressed  to  some  of  the 
concerns  and  opportunities  we  consider  impor- 
tant as  we  head  into  1978. 

“Reasonable  Compensation” 

The  much-discussed  issue  of  reasonableness  of 
compensation  continues  to  exist.  We  have  heard 
of  corporations  throughout  the  US  challenged  by 
IRS  agents  whether  amounts  paid  the  doctors 
are  totally  deductible — whether  they  are  “reason- 
able” as  salaries  to  the  persons  who  also  own 
their  corporation’s  stook.  In  many  of  those  cases, 
the  IRS  dropped  their  attacks  upon  the  showing 
of  some  fairly  moderate  circumstances:  this  leads 
us  to  urge  fairly  simple  protective  steps  to  reduce 
those  risks. 

The  first  step  is  to  pre-plan  the  physician- 
shareholders’  salaries  for  monthly  (or  even  bi- 
weekly or  weekly)  payments.  If  the  fiscal  plan- 
ning is  successful,  there  should  be  no  year-end 
bonuses.  A pattern  of  such  bonuses  to  share- 
holders has  led  a number  of  courts  to  decide  they 
were  non-deductible  dividends  instead  of  “rea- 
sonable compensation.”  In  addition  to  the  tax 
protection,  we  usually  find  that  receipt  of  equal 
monthly  salary  checks  is  the  best  way  for  phy- 
sicians to  handle  their  personal  budgeting. 

Some  practices’  gross  incomes  rise  faster  than 
can  be  pre-planned,  leaving  an  almost  unavoid- 
able extra  amount  for  the  doctors  towards  year- 
end.  Recognizing  this  possibility,  we  strongly  pre- 
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fer  to  install  “incentive  compensation”  clauses  in 
such  doctors’  employment  contracts.  The  clauses 
would  recognize  that  higher  gross  income  nor- 
mally arises  only  from  more  physician  services 
( although  fee  increases  could  be  another  reason), 
for  which  the  physicians  deserve  more  pay. 
While  not  guaranteed  to  avoid  IRS  attack,*  the 
incentive  compensation  arrangement  is  a good 
effort  to  show  special  compensatory  reasons  for 
paying  year-end  bonuses. 


A second  protective  step  is  to  leave  some  of  a 
corporation’s  net  income  behind  as  corporate 
“profits.”  Such  profit  is  subject  to  Federal  and 
State  taxation,  but  it  is  a small  price  to  pay  for 
good  tax  results  upon  IRS  audit.  A number  of 
courts  have  pointed  to  a corporation’s  continuing 
lack  of  any  profits  (especially  coupled  with  year- 
end  “drain-out”  bonuses  to  the  shareholders)  as 
proof  that  the  salaries  paid  to  the  owners  were 
unreasonably  high. 


The  third  step  would  be  to  establish  a record 
of  regularly  paying  cash  dividends  to  the  phy- 
sician-shareholders. Several  of  the  courts  have 
combined  the  lack  of  any  dividends  with  annual 
last-minute  bonus  payments  to  prove  that  some 
of  the  bonus  amounts  really  were  dividends — re- 
turns to  the  shareholders  as  owners  (not  em- 
ployees) of  their  practices.  We  recommend  an- 
nual dividends  ranging  from  $100  to  $1,000  ( and 
more  in  some  special  cases)  to  keep  the  reason- 
able compensation  issue  fairly  remote. 


Handling  of  Business  Expenses 

Either  directors’  resolutions  or  employment 
contracts,  or  in  some  cases  both,  will  typically 
state  what  professional  expenses  are  to  be  paid 
by  the  corporation.  These  documents  might 
also  specify  which  other  expense  items  must  be 

"Two  Tax  Court  decisions  have  considered  incentive  compensation 
payments  to  corporate  owners  to  be  “dividends,”  being  disguised 
efforts  to  pay  out  corporate  earnings,  but  we  think  those  cases’ 
facts  can  be  differentiated  from  many  medical  practice  situations. 
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paid  by  the  physicians  personally.  Having  the 
business  expense  arrangements  spelled  out  is 
particularly  important  in  group  practice,  even  if 
only  two  doctors  are  involved,  to  prevent  mis- 
understanding between  the  group  members. 

Despite  the  written  provisions,  however,  it  is 
not  unusual  for  doctors  to  unwittingly  pay  cor- 
poration expenses  out  of  their  personal  funds, 
or  vice  versa.  Tax  agents  have  then  correctly 
disallowed  the  attempted  deduction  of  those 
mistaken  payments  on  the  basis  that  they  were 
the  other  party’s  expenses.  Only  the  taxpayer 
who  actually  must  pay  a business  expense  is  en- 
titled to  deduct  it. 

This  problem  is  easy  to  avoid  if  it  is  just 
recognized.  Careful  planning  should  make  the 
doctors  aware  which  “pocket”  ( corporate  or  per- 
sonal) should  pay  which  expense  items.  And  if 
the  doctors  wish  to  change  the  payment  arrange- 
ments, perhaps  having  more  expenses  paid  by 
their  corporations,  the  underlying  contracts  or 
board  resolutions  can  easily  be  amended. 


“Preferential  Dividends" 

The  typical  approach  towards  tax  planning  has 
been  to  claim  any  arguably  business-related  ex- 
pense as  a tax  deduction  in  hopes  that  either 
the  tax  return  would  not  be  reviewed  at  all  or 
the  IRS  agent  would  accept  the  claim.  If  the 
deduction  should  be  disallowed,  nothing  would 
have  been  lost  from  a tax  standpoint — exoept  an 
acceptable  rate  of  interest  on  the  extra  tax.  This 
approach  has  become  even  more  common  with 
professional  corporations  in  hopes  that  the  mar- 
ginal business  expenses  might  be  overlooked  or 
accepted  on  the  corporate  return  while  the  doc- 
tor’s return  would  be  “clean”  of  those  items. 
Examples  include  extensive  automobile  expenses, 
payment  of  country  club  dues,  travel  to  meet- 
ings which  combine  with  personal  vacations, 
entertainment  expenditures,  and  the  like. 

The  IRS  has  recently  been  taking  positions  on 
unacceptable  business  expenses  which  make  the 
old  approach  of  simply  “running  them  through 
the  corporation”  questionable.  In  disallowing 
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the  expenses  as  deductions  on  the  corporate 
tax  returns,  the  IRS  has  correspondingly  taxed 
them  to  the  physician-shareholders  as  “preferen- 
tial dividends.” 

The  result  of  this  approaoh  is  greater  tax 
liability  than  if  the  expense  had  not  been  de- 
ducted in  the  first  place.  Assume,  for  example, 
that  a $1,000  travel  item  were  so  disallowed. 
There  would  first  be  a 20%  income  tax  (plus 
any  state  corporate  income  tax)  imposed  upon 
the  corporation,  while  the  whole  $1,000  would 
also  be  added  to  the  doctor’s  tax  return  as  a 
dividend.  And  dividends  will  in  many  high- 
income  doctors’  cases  be  taxed  at  even  more 
than  the  50%  maximum  tax  on  his  earnings  from 
practice.  The  total  tax  liability  would  thus  be 
at  least  $700. 

Had  the  physician  simply  not  claimed  the 
$1,000  expense,  the  tax  liability  would  have  been 
only  $500.  The  situation  thus  dictates  increased 
conservatism  in  claiming  expenses  as  being  busi- 
ness-related. If  the  doctor  and  his  accountant 
honestly  doubt  an  expense’s  tax  deductibility  in 
case  of  a thorough  IRS  review,  money  might  be 
saved  by  not  running  it  through  the  corporation 
at  all.* 

Use  of  “Hedge  Clauses” 

Many,  perhaps  most,  incorporated  physicians’ 
employment  agreements  or  by-laws  include  some 
form  of  “hedge  clause”  in  the  expectation  that  it 
will  offer  insulation  in  case  of  tax  audit.  Such 
a clause  essentially  provides  that  if  the  IRS 
should  determine  any  part  of  the  doctor’s  com- 
pensation, fringe  benefits,  or  expense  arrange- 
ments to  be  non-deductible  as  “unreasonable 
compensation,”  then  the  doctor  will  repay  such 
amounts  to  his  corporation.  Since  his  repayment 
would  be  deductible  on  his  personal  tax  return, 
the  clause  is  supposed  to  discourage  IRS  attack 
in  the  first  place. 

We  have  always  been  opposed  to  such  hedge 
clauses,  and  recent  Tax  Court  decisions 
strengthen  that  belief.  Our  basic  reasons  have 
been  practical,  for  the  doctor  must  first  be  will- 
ing and/or  able  to  repay  the  “unreasonable" 
amounts  out  of  available  cash  if  the  situation 

‘From  The  Management  Consultant’s  Advisory,  published  by  Leif 
C.  Beck,  issue  No.  77-1,  item  number  7. 
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should  arise.  Furthermore,  once  he  has  done  so, 
the  corporation  will  have  the  income  (subject  to 
tax)  and  the  likely  need  to  somehow  pay  it  back 
out  to  or  for  the  doctor.  The  hedge  clause,  then, 
simply  restores  the  original  tax  planning  prob- 
lem— it  does  not  solve  it. 

The  Tax  Court  recently  considered  several 
cases  in  which  “unreasonable  compensation” 
was  asserted  by  the  IRS  despite  the  existence  of 
hedge  clauses.  In  addition  to  showing  that  the 
clauses  did  not  prevent  the  attack,  the  Court’s 
language  is  particularly  damning.  It  simply 
concluded  that  the  hedge  clauses  helped  prove 
the  parties’  own  knowledge  that  some  of  their 
pay  might  be  unreasonable.  In  effect,  the  clauses 
worked  against  the  taxpayers  rather  than  for 
them. 

We  see  no  reason  for  including  such  reim- 
bursement provisions  in  well-managed  profes- 
sional corporations.  The  “unreasonable  compen- 


sation” problem  can  be  minimized  by  careful 
and  conservative  planning.  In  that  light,  a 
“hedge  clause”  may  cause  far  more  trouble  than 
it  will  prevent.® 

Conclusion 

There  are  other  problems  inherent  in  poorly 
managed  professional  corporations.  Many  of 
them  reveal  themselves  only  when  a shareholder 
dies,  retires,  or  otherwise  leaves  the  practice,  pre- 
senting the  real  test  whether  the  corporate  docu- 
ments will  truly  perform  as  desired. 

Most  of  the  items  described  in  this  article  are 
so  simple  to  handle  that  ignoring  them  should 
be  inexcusable.  Yet,  the  number  of  professional 
corporations  leaving  themselves  open  as  “sitting 
ducks”  for  IRS  audits  makes  us  hope  our  dis- 
cussion will  be  useful. 

*From  The  Management  Consultant’ s Advisory,  published  by  Leif 
C.  Beck,  issue  No.  77-5,  item  number  6. 
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THE  CHOICE  IS  OURS* 

The  report  of  the  President  of  the  Medical- 
Dental  Staff  is  expected  to  be  a report  on  staff 
activities  during  the  past  year.  As  in  previous 
years,  we  have  done  many  things  well,  and  I 
could  recite  to  you  a list  of  our  accomplishments. 
I thought  it  would  be  more  fruitful,  however,  if 
I devoted  this  address  to  the  one  area  in  which 
we  have  failed  year  after  year — an  area  in  which 
we  shall  fail  again  in  the  coming  year,  and  pre- 
sumably an  area  in  which  we  shall  fail,  year  after 
year,  until  the  system  as  we  know  it  breaks 
down.  I am  speaking  of  our  failure  to  control 
the  rapid  increase  in  the  cost  of  medical  care. 

With  the  exception  of  this  one  issue,  our 
severest  critics  have  rather  little  ammunition  to 
hurl  against  us.  Most  would  concede  that  we 
Americans  have  perhaps  the  best  medical  care 
available  anywhere  in  the  world.  On  the  other 
hand,  our  staunchest  defenders  must  concede 
our  poor  performance  in  the  area  of  oost.  Surely, 
this  problem  deserves  our  most  serious  consider- 
ation. 

For  years  we  have  been  talking  to  each  other 
about  this  problem.  We  listen  to  experts,  we  form 
committees,  we  commission  studies,  we  pass  laws, 
we  enact  regulations,  we  form  regulatory  agen- 
cies, we  experiment  with  alternative  forms  of 
health  care  delivery — all  to  no  avail. 

Actually,  we  have  not  even  set  for  ourselves  a 
goal  of  success.  The  Carter  Administration  has 
suggested  that  hospital  income  be  allowed  to 
increase  no  more  than  9.6%  over  the  level  of  the 
preceding  year.  Spokesmen  for  both  the  medi- 
cal profession  and  the  American  Hospital  Asso- 
ciation have  been  forceful  in  their  criticism  of 
this  proposal.  They  claim  that  our  current  high 

^Prepared  for  delivery  at  the  annual  meeting  of  the  Board  of 
Trustees  of  the  Wilmington  Medical  Center. 


standards  cannot  be  maintained  within  this  re- 
striction. 

Consider  for  a moment  that  the  rate  of  infla- 
tion for  all  goods  and  services  is  about  6%.  Is 
it  not  therefore  our  position  that  even  a rate  of 
increase  in  our  charges  that  exceeds  the  general 
rate  of  inflation  by  over  50%  is  inadequate  for 
our  needs?  Have  we  not  set  a goal  of  failure? 

Why  do  we  fail?  The  answer  may  be  simply 
stated.  With  90%  of  all  health  care  costs  sup- 
ported by  third  party  payments,  there  is  no  in- 
centive for  either  the  provider  or  the  oonsumer 
of  health  care  to  contain  costs.  Since  this  one 
sentence  is  a complete  description  and  an  ac- 
curate analysis  of  the  entire  problem,  it  is  worth 
repeating.  With  90%  of  all  health  care  costs  sup- 
ported by  third  party  payments,  there  is  no  in- 
centive for  either  the  provider  or  the  consumer 
of  health  care  to  contain  costs.  If  you  think  this 
statement  too  brash  or  too  simplistic,  let  me  tell 
you  that  these  are  not  my  words  but  the  words 
of  Mr.  Joseph  Califano,  Secretary  of  Health,  Edu- 
cation and  Welfare. 

Actually,  this  statement  is  not  controversial;  it 
is  generally  accepted.  The  controversy  arises 
when  we  attempt  to  take  action;  we  find  that 
third  party  payments  are  a sacred  cow.  It  is  one 
thing  to  recognize  that  the  current  system  has  a 
built-in  bias  towards  rapid  price  escalation;  it 
is  another  thing  entirely  to  forsake  the  short-term 
benefits  that  this  system  offers  to  everyone  in- 
volved. 

Today  we  physicians  can  order  virtually  any 
test  or  perform  virtually  any  treatment  or  opera- 
tion on  our  patients  without  regard  to  the  costs 
involved.  There  will  be  practically  no  direct 
economic  impaot  upon  our  patient,  and  full  pay- 
ment for  our  services  is  almost  assured.  Further, 
public  monies  are  generously  provided  for  many 
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of  our  indigent  citizens  so  that  the  non-paying 
or  charity  patient  is  rapidly  disappearing. 

The  hospitals  are  affected  in  exactly  the  same 
fashion.  They  are  assured  collection  of  their 
receivables,  and  their  incomes  are  rather  pre- 
dictable. In  addition,  capital  expenditures  and 
building  programs  do  not  have  to  prove  them- 
selves in  the  cruel  marketplace  to  the  extent 
that  they  otherwise  would;  hospitals  are  largely 
reimbursed  for  their  costs  of  expansion  regardless 
of  whether  the  expansion  is  economically  sound 
or  economically  foolish. 

The  consumer  is  similarly  freed  of  any  concern 
for  the  value  of  the  goods  and  services  which  he 
consumes.  His  wish  is  the  system’s  command. 

Can  you  imagine  a system  more  unstable? 
Could  you  design  a more  unstable  system  if  you 
tried?  It’s  as  if  we  were  living  in  a fairy  world 
where  there  is  no  money  and  no  measure  of 


value — a world  where  everything  is  free.  To 
me,  the  only  wonder  is  that  the  system  works  as 
well  as  it  does,  and  I can  only  attribute  this  to 
the  good  intentions  and  high  professional  stan- 
dards of  our  medical  practitioners  and  hospital 
employees  and  to  the  basic  honesty  and  good 
common  sense  of  the  general  public. 

Is  there  a solution  to  the  problem  of  health 
care  costs?  My  answer  is  yes,  but  I don’t  think 
many  will  like  my  solution.  No  refinement  or 
modification  of  the  present  system  will  have  a 
meaningful  result.  We  need  a fundamental 
change  in  the  method  by  which  medical  care, 
particularly  hospital  care,  is  financed. 

Remember  that  Secretary  Califano  tells  us  that 
neither  the  provider  nor  the  consumer  has  any 
incentive  to  contain  costs  and  he  states  that  the 
reason  is  the  overwhelming  dominance  of  health 
insurance.  The  situation  will  never  improve  as 
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long  as  we  insist  upon  insuring  health  care  costs 
as  we  do.  No  doubt  we  will  continue  to  try 
one  fancy  soheme  after  another,  but,  as  in  the 
past,  they  will  all  fail.  If  we  ever  sincerely  want 
results,  we  will  attack  the  cause — health  insur- 
ance. Here  is  my  proposal. 

The  provider  must  present  the  bill  for  his 
services  directly  to  the  consumer,  and  the  con- 
sumer must  be  held  primarily  responsible  for 
payment.  Of  course,  no  responsible  person 
should  be  without  health  insurance,  but  that  in- 
surance would  no  longer  stand  between  the  two 
parties,  thus  insulating  them  from  each  other. 
Rather  than  today’s  comprehensive  policies 
which  essentially  pay  the  whole  bill  regardless 
of  its  size  or  scope,  we  need  a plan  that  indem- 
nifies the  patient  for  a specific  amount  for  specific 
services.  The  level  of  reimbursement  should  be 
set  so  that  each  and  every  service  costs  the  pa- 
tient something. 

Think  of  the  consequences!  Patients  would 
read  their  hospital  bills  and  compare  prices. 
Uncle  Sam  could  take  comfort  in  knowing  that 
every  hospital  bill  is  being  expertly  audited. 
Doctors  would  have  to  justify  their  charges  to 
the  patients.  As  for  hospitals,  they  would  be 
forced  to  compete  with  each  other  on  the  basis 


of  price,  not  on  the  decor  of  the  rooms  or  the 
tastiness  of  the  food. 

This  plan  would  have  to  be  supplemented  by 
mechanisms  to  handle  catastrophic  illness,  and 
the  indigent  would  require  special  consider- 
ations. Nevertheless,  the  basic  plan  would  be 
the  mainspring  of  the  system,  and  thus  the 
price  structure  and  the  utilization  pattern  would 
be  set  by  free  market  foroes. 

Can  the  American  people  afford  such  a plan? 
Absolutely!  Who  is  paying  the  bill  now?  Our 
system  of  health  insurance  is  primarily  supported 
by  payroll  deductions.  The  man  that  sweeps 
the  floor  has  as  big  a deduction  as  the  company 
president,  and  they  both  get  the  same  Blue  Cross 
benefits. 

f 

I understand  that  this  solution  will  not  gain 
any  significant  degree  of  acceptance.  It  appears 
more  likely  that  third  party  payment  will  be  ex- 
panded until  almost  all  services  are  fully  covered. 
Then  everything  will  be  free;  but  if  I am  cor- 
rect, and  if  Secretary  Califano  is  correct,  our 
problem  will  be  much  more  serious  than  it  is 
today. 

If  we  are  not  to  have  a free  market,  we  must 
accept  rationing  and  price  controls.  There  is  no 
other  way.  We  must  also  accept  control  over  all 
capital  expenditures.  If  neither  provider  nor 
consumer  is  to  have  any  incentive  to  contain 
costs,  then  both  must  be  restrained. 

The  mechanism  for  all  of  this  is  already  in 
place.  Up  to  now,  it  has  had  no  real  effect,  but 
as  the  situation  becomes  more  critical,  the  gov- 
ernment will  be  forced  to  intervene  in  a mean- 

In  order  to  be  effective,  price  controls  will  have 
to  deny  oharges  that  we  now  consider  proper. 
Certificate  of  need  determinations  will  have  to 
prevent  capital  expenditures  that  we  now  con- 
sider necessary,  and  PSRO  will  have  to  prevent 
tests  and  treatments  that  are  currently  deemed 
allowable.  When  all  of  this  comes  to  pass,  will 
we  maintain  our  present  high  standards  of  medi- 
cal care?  No  one  knows  definitely;  but  it  will 
probably  be  difficult,  it  will  be  unpleasant,  and 
inefficiencies  will  mount. 
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I have  reached  the  end  of  my  presentation, 
and  I suppose  that  many  of  you  find  it  a bit 
depressing — certainly,  I find  it  so.  I see  a solu- 
tion, but  no  chance  for  its  implementation.  It 
seems  that  no  one  really  believes  in  a free  market 
any  more.  Oh,  we  like  to  tell  each  other  that 
economic  freedom  built  this  nation  to  its  present 
greatness,  and  no  political  speech  is  complete 
without  some  reference  to  the  evil  of  govern- 
ment controls  or  the  hated  bureaucracy.  But 
when  we  get  down  to  specific  proposals,  we 
usually  choose  to  surrender  our  economic  free- 
dom in  return  for  added  security.  We  grumble 
about  the  controls,  but  we  like  the  handouts. 

The  choice  is  ours  to  make.  We  have  chosen 
socialism  as  our  answer  to  today’s  problem  in 
the  health  field  as  well  as  in  every  area  of  our 
economic  and  political  life.  We  deserve  the 
consequences. 

J.E.B. 


IMMUNIZATIONS  AND  SCHOOL  IMMUNIZATION 
RECORD  REVIEW 

A recent  Delaware  Bi-Weekly  Morbidity  Re- 
port of  the  Division  of  Public  Health  spoke  to 
the  problem  of  increasing  incidence  of  rubeola 
and  pertussis.  Such  a problem  does  exist,  for  a 
variety  of  reasons. 

The  Federal  government,  once  more  in  its  in- 
finite wisdom,  has  decided  “to  launch  a new 
immunization  initiative  with  the  States  to  raise 
immunization  levels  among  pre-school  and 
school-age  children  to  90%  or  higher.”  As  an 
aside,  it  should  be  noted,  according  to  the  an- 
nual 1976  summary  of  MMWR  put  out  by  the 
Center  for  Disease  Control,  that  the  annual 
morbidity  per  100,000  population  for  diphtheria 
is  greatest  between  the  ages  of  30  to  60  years  old! 

In  Delaware,  the  Department  of  Public  In- 
struction, in  conjunction  with  the  Division  of 
Public  Health  and  various  school  districts,  is 
conducting  a review  of  the  immunization,  status 
of  every  school  child.  “Parents  will  be  notified 
of  vaocination  needs  by  their  children  and  asked 


to  contact  their  physicians  or  public  health 
clinics.”  A noble  and  needed  feat!  But  who 
insures  that  the  child  receives  the  documented 
needed  immunizations?  Will  the  State  or  the 
Federal  government  once  again  void  parents  of 
responsibility  and  “legislate”  that  children  can- 
not return  to  school  until  said  needed  immuniza- 
tions are  documented  as  definitely  being  given? 
Who,  in  this  day  and  age  of  increasing  medical- 
legal  suits  (yes,  including  immunization  proce- 
dures!), will  underwrite  the  financial  funding  ol 
all  the  necessary  informed-consent  paper  work 
necessary,  let  alone  the  necessary  funding  for  the 
illogical  conclusion  of  being  “penalized”  finan- 
cially (in  very  large  sums  no  less)  when  trying 
to  “help”? 

Who  will  do  this  financial  underwriting?  The 
State  government — the  Federal  government?  No 
matter  which  ever,  it  still  ends  up  that  the  people 
pay  through  increased  taxes,  generally  the  same 
responsible  people  who  have  already  been  re- 
sponsible in  seeing  to  it  that  their  own  children 
have  received  proper  immunization. 

Proper  immunization  is  not  a question  of  af- 
fluence or  lack  of  knowledge  of  facts.  There 
are  “free”  ( tax-underwritten ) Public  Health  Clin- 
ics available  to  administer  the  necessary  immuni- 
zations. If  a child  is  “defectively”  immunized 
( ie,  has  not  received  proper  primary  and  booster 
immunizations),  it  is  the  parents'  fault.  It  is  their 
responsibility  to  insure  a child’s  proper  immuni- 
zation. By  setting  up  yet  another  system  of 
playing  “parent”  to  a certain  segment  of  the 
population,  the  government — state,  local,  or  Fed- 
eral— takes  away  individual  initiative  to  develop 
a sense  of  individual  responsibility. 

Yet  the  problem  is  more  complex,  for  who, 
what,  protects  the  child  from  irresponsible  par- 
ents? If  it  is  a question  of  physical  abuse,  then 
the  legal  system  has  already  set  up  a system  of 
dealing  with  the  physically  abusive  parent. 
Cannot  the  legal  system  involve  itself  with  deal- 
ing with  parents  who  are  “abusive”  in  not  getting 
their  child  properly  immunized?  Certainly  the 
child  who  is  left  with  residual  paralysis  from 
polio,  the  child  who  is  left  with  cerebral  dys- 
functioning  from  measles  encephalitis,  the  male 
left  sterile  from  mumps  orchitis,  the  female  who 
“suffers”  the  rubella-damaged  offspring  of  a preg- 
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• a predictable  pattern  of  patient  response 

• seldom  associated  with  serious  side  effects,  in  proper  dosage 

• rarely  interferes  with  mental  acuity 

• used  concomitantly  with  many  primary  medications 

• three  dosage  strengths  meet  most  patient  needs 
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tropics  seems  indicated,  carefully  consider 
individual  pharmacologic  effects,  particu- 
larly in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Ob- 
serve usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function.  Para- 
doxical reactions  (e.g.,  excitement,  stimu- 
lation and  acute  rage)  have  been  reported 
in  psychiatric  patients  and  hyperactive  ag- 
gressive children.  Employ  usual  precau- 
tions in  treatment  of  anxiety  states  with  evi- 
dence of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on 
blood  coagulation  have  been  reported 
very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relation- 
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nancy  — all  these  human  beings  have  been 
abused,  in  this  day  and  age,  by  parents  who  have 
neglected  the  most  precious  human  gift,  a child, 
by  not  having  the  child  properly  immunized 

To  incorporate  the  cooperation  of  the  offices 
of  private  physicians  and  public  olinics  in  ascer- 
taining the  proper  immunization  status  of  each 
child  is  asking  a tremendous  degree  of  extra 
work  for  everyone  concerned  in  said  offices,  clin- 
ics, schools.  And  it  does  not  guarantee  solving 
the  crux  of  the  problem:  having  the  child  defi- 
nitely receive  the  immunizations  needed.  And 
primary  series  of  DPT’s  and  oral  polio  vaccine 
are  not  enough. 

Probably  a State-financed  and  manned  Im- 
munization Register  is  needed,  for  “re-capturing” 
lost  immunization  data,  should  the  parent  and/or 
the  doctor  lose  the  necessary  vital  information. 
But,  in  addition,  the  medical  and  legal  communi- 
ties— not  the  government — must  foist  that  sense 
of  responsibility  back  where  it  belongs:  on  the 
parent.  And  if  the  parent  chooses  to  be  derelict 
in  his/her  responsibility  to  the  gift  of  having  a 


child,  then  the  same  two  professions  must  legally 
devise  a method  of  rectifying  the  situation,  for 
the  child,  unfortunately  in  some  cases,  does  not 
have  the  liberty  or  choice  of  choosing  his/her 
parent(s). 

Where  is  the  Love? 

Warren  R.  Johnson,  M.D. 

MS 

MORALITY,  MONEY,  AND  MEN 

The  Philadelphia  City  Council  recently  passed 
an  ordinance  designed  to  eliminate  pornography 
from  that  city.  The  ordinance  has  been  enforced, 
and  arrests  have  been  made  even  though  the 
sponsors  of  this  legislation  admit  that  it  is  prob- 
ably unconstitutional.  It  appears  obvious  that 
some  court  of  law  eventually  will  strike  down 
this  ordinance  on  the  basis  that  it  violates  human 
rights.  Thus,  one  more  chapter  (albeit  a short 
one)  will  be  written  in  the  saga  of  man’s  attempt 
to  legislate  morality. 
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History  is  replete  with  reports  of  the  attempts 
of  governments  and  civilizations  to  dictate  moral 
standards,  with  little  or  no  success.  While  it  is 
true  that  dictatorships  appear  to  be  more  effec- 
tive in  the  control  of  the  morality  of  the  people, 
this  impression  may  be  more  apparent  than  real, 
since  there  is  a lack  of  responsible  reporting 
from  areas  controlled  by  suoh  governments. 

A less  obvious,  but  more  serious,  attempt  to 
legislate  morality  is  apparent  in  the  efforts  of  our 
Congress  to  deny  the  use  of  Medicaid  funds  for 
abortions.  You  may,  if  you  wish,  insist  that  the 
abortion  issue  involves  the  “right  to  life”  of  the 
fertilized  egg  and  is  not  a morality  issue  at  all. 
However,  let  me  hasten  to  point  out  that  the 
Supreme  Court,  in  its  outstanding  decision  in 
1974,  mandated  that  women  are  rightly  in  con- 
trol of  the  destiny  of  their  bodies  and,  therefore, 
entitled  to  abortion  on  request.  It  is  unlikely 
that  this  landmark  decision  will  ever  be  reversed. 
Therefore,  the  issue  at  hand  now  has  nothing  to 
do  with  the  “right  to  life”  but  rather  with  the 
element  of  our  society  who  feel  that  the  proper 
attitude  towards  illegitimate  pregnancy  is  to 
make  such  stereotyped  observations  as  “She 
should  have  thought  of  that  when  she  was  having 
the  fun.” 

Federal  legislators  and  “right  to  lifers”  insist 
that  the  major  issue  is  money  and  enthusiastically 
quote  the  amount  of  Medicaid  money  used  in  the 
past  few  years  for  abortions.  The  actual  fact  is 
that  the  support  of  unwanted  children  costs  the 
government  and  the  American  taxpayer  many 
times  the  amount  of  dollars  spent  for  abortion 
on  request. 

In  a democracy,  which  prides  itself  in  its  quest 
for  equality,  it  is  paradoxical  that  the  President 
could  condone  inequality  in  the  availability  of 
abortion  for  low-income  females.  A small  but 
significant  aspect  of  this  problem  is  that  the 
same  women  who  cannot  afford  a first-rate,  well- 
performed  aseptic  abortion  will  have  to  settle  for 
an  inexpensive,  back  alley  version,  possibly  re- 
sulting in  serious  infection  or  death. 

The  final  ironic  point  is  that  the  decisions  con- 
cerning the  exclusively  female  condition  of  preg- 
nancy are  being  made  exclusively  by  males.  It 
is  distressing  to  watch  male  politicians  debate 
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whether  or  not  females  can  elect  to  terminate 
their  pregnancy  rather  than  produce  an  un- 
wanted child. 

If  the  overwhelmingly  male  Congress  would 
like  to  negate  the  1974  decision  of  the  Supreme 
Court,  then  they  should  pass  legislation  denying 
abortions  to  everyone  and  not  just  to  those  who 
are  financially  handicapped.  No  matter  how 
chauvinistic  the  male  legislator  may  be,  it  is  un- 
likely that  he  could  withstand  the  pressure  from 
the  female  members  of  his  own  family  or  from 
his  female  constituents. 

Since  the  medical  profession  is  in  an  ideal 
position  to  witness  the  suffering  and  anxiety  re- 
sulting from  unwanted  pregnancies,  we  should 
be  in  the  forefront  of  the  battle  to  provide  Medi- 
caid money  for  abortion  on  request.  Denying 
such  money  does  not  improve  anyone’s  morality 
but  only  jeopardizes  the  stability  of  already  com- 
promised members  of  our  society.  Let  us  not 
deny  the  poor  this  equal  right. 

W.J.H. 
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| THE  FACTS  OF  LIFE  by  R.  D.  Laing,  Pantheon  Books, 
Random  House,  New  York,  1976.  154  pp.  Price 
$7.95. 

This  is  a book  about  feelings,  especially  but 
not  entirely,  feelings  related  to  pre-birth  experi- 
ence. Laing,  a psychiatrist-poet  ( a poet-psychia- 
trist?), is  convinced  that  our  trauma  as  humans 
begins  very  early  with  zygote  anxiety,  chorionic 
anxiety,  even  fear  of  implantation,  for  he  con- 
siders it  a good  possibility  that  the  embryo  may 
communicate  its  anxious  feelings  to  its  mother. 

Within  the  book’s  first  eight  pages  he  quotes 
the  Nobelist  Lorca  in  Spanish,  La  Rochefoucauld 
in  French,  and  William  Hazlitt.  He  also  relates 
that  he  and  his  mother  shared  one  bedroom 
while  his  father  slept  in  another. 

Of  his  parents,  he  says,  “According  to  both  of 
them,  all  sexual  activity  had  ceased  between 
them  irrevocably  before  I was  conceived,”  and 
both  “still  swear  that  they  do  not  know  how  my 
conception  took  place.” 

Laing’s  personal  facts  of  life  as  a child  also 
include  having  watched  his  father  beat  his  father 
bloody.  And  for  the  first  four  years  of  his  life, 
no  other  children  but  one  oousin  entered  his 
home  and  then  only  once  or  twice  a year.  I do 
not,  however,  wish  to  convey  the  impression  that 
I believe  him  too  odd  to  be  read  and  read  care- 
fully. He  sees  things  with  extraordinarily  per- 
ceptive eyes. 

“People  who  have  never  been  to  medical  school 
themselves  can’t  quite  imagine  what  separates 
doctors  from  the  rest  of  humanity,”  he  says.  This 
is  certainly  something  most  of  us  have  felt,  but 
we  lack  Laing’s  ability  to  express  our  experiences 
as  he  does  in  this  anecodote. 

“Chief  says,  ‘Well,  what  have  we  got  in  the 

ward  today?’  and  the  reply:  ‘Nothing  but 

surgical  trash,  sir,  I’m  afraid.  We’ve  got  a 


hemorrhoid  in  bed  three,  we’ve  got  a couple 
of  veins,  we’ve  got  a good  gall  bladder  com- 
ing in  tomorrow.’ 

“ ‘Ugh,  ugh,  what  are  we  going  to  show  the 
students?’ 

“ ‘Well,  we’ve  got  a good  anal  prolapse.  It 
doesn’t  have  surgical  interest,  but  it’s  a good 
teaching  thing!’  ” 

The  last  chapter  is  made  up  of  vignettes  from 
Laing’s  own  recent  exeperiences,  including  an  en- 
counter with  a stewardess  on  a flight  to  New 
Orleans  who  made  him  replace  his  shoes  because 
of  a “regulation  that  all  passengers  must  have 
adequate  covering  over  their  feet.”  She  then 
went  on  to  tell  him  how  as  a little  girl  “she  had 
never  allowed  her  bare  feet  to  touch  the  ground 
or  the  earth  either  bathing,  nor  coming  out  of  a 
bath,  nor  going  in  and  out  of  bed.” 

On  the  very  last  page,  Laing  admits  that  he 
himself  is  perplexed  but  has  tried  in  this  book  to 
convey  the  nature  of  his  perplexity.  His  efforts 
(which  are  subtitled  “An  Essay  in  Feelings, 
Facts  and  Fantasies”)  are  an  impressive  reading 
experience. 

Bernadine  Z.  Paulshock,  M.D. 
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FLAKE  OF  SNOW  by  Edward  Sagarin,  Crown  Pub- 
lishers, Inc,  New  York,  1974.  217  pp.  Price  $6.95. 

This  is  a novel  that  concerns  itself  with  the 
disease  progeria,  “early  senility.” 

You  can  take  a light,  airy  attitude  toward  the 
entire  novel — read  it  rapidly  and  feel  that  this 
is  the  fantasy  of  Edward  Sagarin;  but  if  you  are 
a parent  of  two  children  widely  separated  in  age, 
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it  may  be  a horror  story  that  you  can  neither  put 
down  or  continue.  If  you  are  a physician  who 
tends  to  say  “Aw,  that  is  only  fantasy.  The 
family  doesn’t  understand  the  elements,”  be  care- 
ful. You  the  physician  may  be  dealing  in  fantasy, 
and  only  the  patient  and  his  family  know  how  to 
handle  the  problems  of  the  elderly. 

It  is  well  to  forget  the  disease  of  the  author, 
progeria;  substitute  in  your  mind  any  critical  or 
degenerative  disease,  and  then  I dare  you  to  read 
the  book.  It  is  my  opinion  this  novel  should  be 
required  reading  for  all  persons  considering  en- 
tering the  health  care  field. 

Rhoslyn  J.  Bishoff,  M.D. 


Vi  Vi  Vi 

THE  PAIN  OF  OBESITY  by  Albert  J.  Stunkard,  M.D., 

Bull  Publishing  Company,  Palo  Alto,  California, 
1976.  236  pp.  Price  $10.00. 

Dr.  Stunkard  offers  this  book  to  the  obese,  their 
families  and  friends,  to  students  considering 
medical  research,  and  to  the  taxpayers  who  sup- 
port medical  research.  In  a relaxed  manner,  he 
gives  his  perspective  on  obesity  by  relating  his 
professional  experience  during  many  years  of 
interest  in  this  subject.  One  gets  a sense  of  ex- 
citement and  discovery  as  he  relates  stories  of 
patients  he  treated  and  how  his  thinking  about 
obesity  slowly  evolved. 

While  the  author  is  probably  best  known  as  a 
proponent  of  behavioral  therapy  as  treatment  for 
obesity,  only  the  last  chapter  of  this  book  deals 
with  this  subject,  and  it  is  only  an  introduction 
to  behavioral  therapy.  The  thing  that  seems  to 
make  this  book  outstanding  is  that  although  it 
espouses  a behavioral  approach  to  a disorder,  it 
first  recognizes  and  thoroughly  examines  many 
of  the  psychological  and  interpersonal  aspects  of 
that  disorder. 

The  book  is  slightly  disappointing  in  that  after 
examining  these  aspects,  it  almost  totally  neglects 
how  the  behavioral  treatment  of  obesity  ulti- 
mately affects  the  totality  of  the  obese  person. 
After  revealing  some  very  real  emotional  prob- 
lems encountered  with  weight  loss,  Dr  Stunkard 


only  hints  that  there  may  be  fewer  problems  in 
this  regard  using  a behavioral  approach. 

In  conclusion,  I recommend  this  book  to  medi- 
cal students  and  primary  care  physicians.  It 
should  be  very  helpful  in  developing  an  em- 
pathic  understanding  of  obese  persons. 

Robert  H.  Hall,  M.D. 
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MORTAL  LESSONS:  NOTES  ON  THE  ART  OF  SUR- 
GERY by  Richard  Selzer,  Simon  and  Schuster,  New 
York,  1974.  219  pp.  Price  $8.95. 

I 

In  many  ways  I liked  Dr.  Selzer’s  first  book, 

( Rituals  of  Surgery),  better  because  I am  an 
afficionado  of  short  stories  with  a medical  back- 
ground,  yet  this  book  is  eminently  enjoyable. 
Yes,  Selzer  often  overwrites,  to  the  point  of 
melodrama.  Yes,  this  book  has  been  stretched 
to  adequate  length  only  by  the  inclusion  of  a 
few  chapters  not  quite  good  enough.  But  all  in 
all,  it  is  a delightful  and  often  moving  reading 
experience. 

To  whet  your  appetite,  I will  quote  just  a few 
sentences  from  one  part  of  a 92-page  section  en- 
titled The  Body,  which  is  comprised  of  sketches 
called:  Bone,  Liver,  Stone,  The  Knife,  Skin,  The 
Belly,  and  The  Corpse.  | 

“What  is  the  size  of  a pumpernickel,  has  the  1 
shape  of  Diana’s  helmet,  and  crouches  like  a 
thundercloud  above  its  belly-mates,  turgid  with 
nourishment?  What  has  the  industry  of  an  in- 
sect, the  regenerative  powers  of  a starfish  . . .?” 

“Legion  are  the  functions  of  this  workhorse, 
the  most  obvious  of  which  is  the  manufacture 
and  secretion  of  a pint  of  bile  a day,  without 
which  golden  liquor  we  could  not  digest  so  much  ! 
as  a single  raisin;  and  therefore,  contrary  to  the  ‘ 
legend  that  the  liver  is  an  organ  given  to  man 
for  him  to  be  bilious  with,  in  its  absence  we 
should  become  rather  more  cantankerous  and 
grouchy  than  we  are.” 

This  is  a fine  book  to  read  oneself,  or  to  give 
to  a colleague  physician,  surgical  or  non-surgical, 
or  to  an  undecided  (or  decided)  pre-medical  1 
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student.  Selzer  often  captures  the  essence  of 
medicine  in  print — a difficult  job  not  often  done 
this  well. 

Bernadine  Z.  Paulshock,  M.D. 
IS  IS 

1977  YEAR  BOOK  OF  NEUROLOGY  AND  NEURO- 
SURGERY edited  by  Russell  N.  De  Jong  and  Oscar 
Sugar,  M.D.,  Year  Book  Medical  Publishers,  Chi- 
cago, 1977.  466  pp.  Illus.  Price  $21.95. 

Once  again,  the  Year  Book  has  given  the  prac- 
ticing neurologist  and  neurosurgeon  a well-organ- 
ized and  concise  summary  of  significant  papers 
published  in  the  preceding  year  (1975-1976). 
The  1977  volume  is  divided  into  two  major  sec- 
tions, Neurology  and  Neurosurgery,  with  sub- 
chapters  devoted  to  standard  neurologic  cate- 
gories. This  year’s  volume  also  includes  fifty-five 
“Questions  for  Clinicians”  with  appropriate  ref- 
erences in  the  volume  to  whet  the  reader’s  ap- 
petite. In  addition,  the  introduction  to  each 
section  discusses  important  controversies  and 
! major  breakthroughs  and  includes  as  well  a list 
Jt  of  significant  books  published  in  the  preceding 
[:)  year. 

I would  recommend  this  volume  to  those  in- 
volved in  the  neuro  sicences  although  I find  the 
price  ($21.95)  somewhat  excessive  for  the  vol- 
ume’s size. 

Lanny  Edelsohn,  M.D. 
us  US  US 


il  ADVANCES  IN  PEDIATRICS,  VOLUME  23  edited  by 
Lewis  A.  Barness,  Year  Book  Medical  Publishers, 
Chicago,  1976.  471  pp.  Illus.  Price  $30.00. 

This  annual  publication  represents  an  out- 
standing survey  of  some  of  the  more  pertinent 
developments  in  pediatrics.  All  of  the  reviews 
have  been  written  by  recognized  experts  in  their 
respective  fields.  Each  author  (or  co-author,  as 
is  the  case  over  half  the  time)  has  composed  a 
comprehensive,  scholarly  review  of  his  subjeot. 
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The  eleven  topics  range  from  the  more  clinically 
oriented  (eg,  the  sections  on  MBD  and  cystic 
fibrosis ) to  those  with  more  emphasis  on  research 
(eg,  the  discourse  on  polysaccharide  vaccines 
used  in  the  prevention  of  meningococcal  dis- 
ease). Regardless  of  your  philosophical  bent, 
Advances  in  Pediatrics  is  an  easily  readable  and 
thoroughly  enjoyable  work. 

However,  there  is  a “fly  in  the  literary  oint- 
ment.” With  the  plethora  of  medical  literature 
available  to  any  practitioner,  one  has  to  wonder 
whether  the  concept  of  this  expensive  volume  is 
not  outdated.  While  each  of  its  topics  makes  for 
excellent  reading,  much  of  the  material  discussed 
can  also  be  found  in  publications  of  more  versa- 
tility such  as  Yearbook  of  Pediatrics,  Pediatric 
Clinics  of  North  America,  and  Audio-Digest 
( Pediatrics ) . 

In  my  opinion,  Advances  in  Pediatrics  would 
seem  better  suited  as  an  addition  to  a medical 
school  or  medical  center  library,  rather  than  to  a 
personal  collection. 

Joseph  A.  Vitale,  D.O. 
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Speakers  on  Speakers  for  December  1977  on  the  Tuesday  radio  program  (11:05  a.m.,  WDEL) 

“Ask  the  Doctor”  produced  by  the  Medical  Society  of  Delaware  are:  December  6,  H.  Wendell 
Gray,  Jr.,  M.D.,  Reconstructive  Hand  Surgery;  December  13,  Patrick  T.  Hart, 
M.D.,  Health  Aspects  of  Bicyoling;  December  20,  Charles  L.  Minor,  M.D.,  The 
Undescended  Testicle;  December  27,  Herman  Rosenblum,  M.D.,  Current  Im- 
munization Practices. 


Available  from  The  American  Heart  Association  has  available  three  new  publications:  ‘Tnfec- 

the  American  tive  Endocarditis,”  (Proceedings  of  May  1976  Symposium — 73-038-A)  Cost — 

Heart  Association  $6.00;  “Natural  History  of  Congenital  Heart  Defects,”  (73-039-A)  Cost — $3.00; 

“Cardiovascular  Surgery  1976,”  (73-041-A)  Cost — $4.00.  Copies  may  be  obtained 
by  writing:  American  Heart  Association  Distribution  Department,  7320  Green- 
ville Avenue,  Dallas,  Texas  75231. 


New  Blood 
Bank  Center 


DELRO  Officers 


The  new  total-service  community  blood  bank  center,  located  at  University  Office 
Plaza  in  Newark,  has  resulted  from  several  years  of  planning  and  preparation 
by  area  hospitals,  the  medical  community,  and  Blood  Bank  of  Delaware,  Inc. 
The  facility  has  been  accredited  by  the  American  Association  of  Blood  Banks, 
and  a Federal  license  permits  transport  of  blood  and  components  across  state 
lines.  The  Blood  Center  maintains  standards  in  accordance  with  the  “Standards 
for  Blood  Banks  and  Transfusion  Services”  of  the  American  Association  of  Blood 
Banks  and  the  Bureau  of  Biologies  and  State  Regulatory  Agencies.  The  new 
center  provides  an  updated  and  efficient  blood  delivery  system  for  hospitals  in 
Delaware  and  Maryland. 

In  a recent  election  new  officers  were  elected  for  the  Delaware  Review  Organiza- 
tion (DELRO)  as  follows:  President,  Charles  A.  Depfer,  D.O.;  Vioe  President, 
Emanuel  M.  Renzi,  M.D.;  Secretary,  Marvin  H.  Dorph,  M.D.;  Treasurer,  Richard 
N.  Taylor,  M.D.;  Member-at-Large  to  the  Executive  Committee,  Thomas  S.  Votes, 
Jr.,  M.D.  R.  Walter  Powell,  M.D.  continues  as  Medical  Director. 


CLINICAL  NOTICES  AND  MEETINGS 


Gastrointestinal  The  Florida  Hospital  and  the  University  of  South  Florida  School  of  Medicine  will 

Diseases  sponsor  PRACTICAL  APPROACHES  TO  COMMON  PROBLEMS  IN  GASTROIN- 

TESTINAL DISEASES,  January  2-3,  1978.  For  further  information  contact: 
Registrar,  600  Courtland  Street,  Suite  420,  Orlando,  Florida  32804.  Telephone:  (305) 
628-4800. 
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ACP  Course  The  American  College  of  Physicians  will  sponsor  a five-day  postgraduate  course, 

“WORKSHOPS  IN  THE  PATHOPHYSIOLOGY,  DIAGNOSIS,  AND  TREATMENT 
OF  ELECTROLYTE  AND  ACID-BASE  DISORDERS,  January  9-13,  1978,  in  Phila- 
delphia, Pennsylvania.  The  course  may  be  used  to  fulfill  30  hours  of  Category  I re- 
quirements for  the  AMA’s  Physician  Recognition  Award.  For  information  contact: 
Registrar,  Postgraduate  Courses,  ACP,  4200  Pine  Street,  Philadelphia,  PA  19104. 


iSports  Seminar  The  9th  ANNUAL  MEDICAL  ASPECTS  OF  SPORTS  SEMINAR  will  be  held  in 

John  M.  Clayton  Hall,  University  of  Delaware,  January  21,  1978,  8:00  a.m.  - 4:00  p.m. 
For  information  contact  Mae  R.  Carter.  Telephone:  738-1171. 

-Howard  University  Howard  University  College  of  Medicine,  along  with  various  co-sponsors,  will  present 
Courses  the  following  courses: 

February  15,  MEDICAL  CLASS  OF  1930  LECTURE,  10  a.m.  to  12  noon  at  Howard 
University  Hospital.  Co-sponsored  by  Howard  University  Medical  Class  of  1930  and 
the  Office  of  Continuing  Medical  Education.  For  information  contact:  Ms.  Thelma 
B.  Chapman,  (202)  745-1133. 

March  6,  COMMUNITY  CANCER  EDUCATION  DAY,  8:30  a.m.  to  5:30  p.m.,  at 
Howard  University  Hospital.  Co-sponsored  by  Howard  University  Cancer  Research 
Center,  the  Department  of  Oncology,  and  the  Office  of  Continuing  Medical  Education. 
For  information  contact:  Jane  H.  Hu,  M.D.,  (202)  745-1406. 


McEEHINNEY  &>  KIRK,  INC. 

PRESCRIPTION  OPTICIANS 

FOR  THE  BEST  IN  SIGHT 


103  WEST  8th  STREET 
PHONE  656-4862 

4561  KIRKWOOD  HIGHWAY 
MILLCREEK  SHOPPING  CENTER 
PHONE  999-0551 


1207  NORTH  SCOTT  STREET 
PHONE  658-2020 

SUITE  11  PROFESSIONAL  BUILDING 
AUGUSTINE  CUT-OFF 
PHONE  652-3583 
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March  7-8,  JULIAN  WALDO  ROSS  MEMORIAL  POSTGRADUATE  COURSE  IN 
OBSTETRICS  AND  GYNECOLOGY,  9 a.m.  to  4:30  p.m.  at  Howard  University  Hos- 
pital. Co-sponsored  by  Howard  University  College  of  Medicine  Department  of  Ob- 
stetrics and  Gynecology  and  the  Office  of  Continuing  Medical  Education.  For  informa- 
tion contact:  John  F.  J.  Clark,  M.D.,  (202)  745-1161. 

March  9-10,  TUBERCULOSIS,  9 a.m.  to  5 p.m.  at  Howard  University  Hospital.  Co- 
sponsored by  Howard  University  College  of  Medicine,  Division  of  Pulmonary  Diseases 
and  The  National  Jewish  Hospital.  For  information  contact:  Robert  Hackney,  M.D., 
(292)  745-6796. 

Pediatric  St.  Francis  Hospital,  Miami,  Florida  will  present  PEDIATRIC  DERMATOLOGY 

Dermatology  SEMINAR,  February  23-26,  1978.  The  course  will  bring  together  pediatricians, 

dermatologists,  allergists,  internists,  and  family  physicians  for  an  educational  update 
about  the  practice  of  pediatric  dermatology.  For  information  contact:  Guinter  Kahn, 
M.D.,  Parkway  Hospital  Medical  Plaza,  16800  N.W.  2nd  Avenue,  Suite  401,  Miami, 
Florida  33169. 


Carcinogen 

Symposium 


Ophthalmic  Plastic 
Surgery 


The  University  of  Texas  System  Cancer  Center  M.  D.  Anderson  Hospital  and  Tumor 
Institute  will  sponsor  CARCINOGENS:  IDENTIFICATION  AND  MECHANISMS 
OF  ACTION,  March  1-3,  1978,  at  the  Shamrock  Hilton  Hotel,  Houston,  Texas.  Sub- 
jects to  be  covered  include  methods  used  to  detect  and  identify  cancer-causing  chemi- 
cals; newer  findings  related  to  animal  testing;  the  more  rapid  microbiological  and  tissue 
culture  approaches;  and  mechanisms  involved  in  the  transformation  of  normal  cells 
to  malignant  prototypes.  For  information  contact:  Stephen  C.  Stuyck,  M.  D.  Anderson 
Hospital  and  Tumor  Institute,  Houston,  Texas  77030.  Telephone:  (713)  792-3030. 


A three-day  course  in  OPHTHALMIC  PLASTIC  SURGERY  will  be  presented  at  the 
State  University  of  New  York,  Downstate  Medical  Center  and  The  Brookdale  Hospital 
Medical  Center,  on  April  2-4.  The  course  meets  the  criteria  for  21  hours  of  credit  in 
Category  I for  the  AMA  Physician’s  Recognition  Award.  For  information  contact: 
William  Mackler,  M.D.,  Office  of  Continuing  Education,  The  Brookdale  Hospital  Medi- 
cal Center,  Linden  Blvd.  at  Brookdale  Plaza,  Brooklyn,  N.Y.  11212.  Telephone:  (212) 
240-5317. 


Cardiac  Diagnosis  The  Colorado  Heart  Association,  Colorado  Society  for  Cardiovascular  Medicine,  Office 
and  Therapy  of  Postgraduate  Medical  Education  University  of  Colorado  School  of  Medicine  are 

sponsoring  the  “HIGH  COUNTRY  CARDIOVASCULAR  CONFERENCE  AT  VAIL, 
January  19-21.  The  topic  of  the  conference  is  “Problems  in  Cardiac  Diagnosis  and 
Therapy.”  The  course  is  approved  for  12  hours  toward  the  AMA  Physician’s  Recog- 
nition Award.  Application  has  been  made  for  AAFP  credit.  For  information  contact: 
Colorado  Heart  Association,  P.O.  Box  22066,  4521  East  Virginia  Avenue,  Denver, 
Colorado  80222. 


“UNWANTED  HAIR  PERMANENTLY  REMOVED” 

Frances  3.  Aerenson, 

R.N. 

ELECTROLOGIST 

PROFESSIONAL  BUILDING,  SUITE  26 
AUGUSTINE  CUTOFF  654-0670 

WILMINGTON,  DELAWARE 
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CLASSIFIED  AD  SECTION 

Advertisements  under  the  Classified  Ad  Section  are  charged  at  the  rate  of  30  words  or  less,  set 
solid.  One  insertion  $4.00.  Call  the  Journal  office,  658-7596  for  further  information  or  placement. 
All  advertisements  are  payable  in  advance.  The  Editorial  Board  reserves  the  right  to  edit  copy. 
Closing  date  for  new  copy  is  the  first  of  the  month  for  inclusion  in  the  current  issue. 

Classified  advertisements  of  a professional  nature  are  free  to  members. 


PEDIATRICIAN:  Graduate  of  Albert  Einstein  College 
of  Medicine.  Currently  completing  an  ambulatory 
fellowship  in  pediatrics  at  the  University  of  Minne- 
sota Hospitals.  Interested  in  group  practice. 

INTERNIST:  Graduate  of  Medical  College  of  Virginia. 
Board-certified  in  internal  medicine.  Interested  in 
hospital  position  or  group  practice  in  nephrology 
starting  July  1978. 


FAMILY  PRACTICE:  ECMFG  and  FLEX  passed. 
Licensed  in  Wisconsin.  Looking  for  2-4  family  prac- 
tice associates  in  small  town.  Available  July  ’78. 

ALLERGIST/IMMUNOLOGIST:  Board-certified  in 
internal  medicine.  Graduate  of  State  University  of 
New  York  at  Buffalo,  School  of  Medicine.  Will  com- 
plete Allergy  Fellowship,  Massachusetts  General  Hos- 
pital, June  1978. 


Investment  Management 
to  meet 

Investment  Objectives 


Contact: 

Richard  VY.  West,  C.F.A. 


Brittingham,  Inc. 

"HOD  IvKNNKTT  PI K K 
CKNTKKVIl.I.K 

Wll.MINUTOX,  llKI.AWAHK  1HH07 

ank.a  :»oa 


M KM  II  Kit  OF  NEW  YORK  STOCK  EXCHANGE 


Del  Med  Jrl,  Nov  1977 — Vol  49,  No  11 


677 


In  Brief 

AMA  Leadership 


The  AMA’s  6th  NATIONAL  LEADERSHIP  CONFERENCE  will  be  held  January  (l 


26-29,  at  the  O’Hare  Marriott  Motor  Hotel,  Chicago.  The  theme  of  this  year’s 


meeting  is  “Synergy  in  Leadership.”  The  meeting  will  focus  on  health  care  costs, 
with  two  important  general  sessions:  “Cost  of  Health  Care”  and  “Foreign  Health 
Care  Systems.”  Seven  optional  seminars  will  be  held  on  January  26th.  Registration 
deadline  is  January  6th.  For  information  contact:  Ms.  Anne  Shane  Bader,  Medical 
Society  of  Delaware,  1925  Lovering  Avenue,  Wilmington,  DE  19806.  Telephone  (302) 
658-7596. 


1! 


UNIFORMS,  INC. 


Full  line  of  uniforms  featuring  such  name  brands  as 
White  Swan,  Tiffiny,  Whittenton,  Barco,  etc. 


LAB  COATS  — CONSULTATION  JACKETS 
INTERN  TROUSERS  — SHOES  (Nurse  Mates) 
HOSIERY 


1140  BALTIMORE  PIKE 
(215)  Kl  3-4002 
Springfield,  Pa.  19064 


TRI-STATE  MALL  (Lower  Level) 
Claymont,  Delaware  19703 
(302)  798-5387 
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In  a previous  communique,  I described  to 
j\  you  the  process  followed  by  the  Consensus 
I Conference  in  reaching  decisions  and  making 
recommendations  about  the  Breast  Cancer  De- 
t tection  Demonstration  Project  (BCDDP).  A 
r report  published  by  Seymour  Perry,  M.D.,  Spe- 
cial Assistant  to  the  National  Institute  of  Health, 

) outlined  the  considerations  to  determine  what 
degree  of  consensus  might  be  achieved  in  re- 
sponse to  a series  of  questions  which  had  formed 
its  initial  charge: 

1.  Is  there  evidence  that  early  detection  of 
breast  cancer  reduces  mortality  for  breast 
cancer,  and  what  modalities  or  combinations 
are  most  effective  in  early  detection? 

2.  What  are  the  risks  of  each  of  the  available 
screening  modalities  for  early  detection  of 
breast  cancer? 

3.  Do  the  potential  risks  vs  benefits  differ  for 
different  modalities  of  breast  cancer  detec- 
tion at  different  ages  of  patients  screened? 

4.  If  it  is  not  possible  to  answer  all  of  Ques- 

Dr.  Whitney  is  Director  of  the  Delaware  Cancer  Network. 


5.  What  are  the  practical  and  ethical  consid- 
erations for  implementing  demonstration 
projects  of  cancer  detection,  and  how  does 
the  BCDDP  comply  with  these  considera- 
tions? 

6.  What  can  the  Consensus  Panel  recommend 
regarding  type  and  frequency  of  breast 
cancer  screening,  and  who  should  provide 
this  screening? 

It  should  be  noted  that  throughout  these  delib- 
erations the  panel  repeatedly  emphasized  the 
distinction  between  mammography  used  for  diag- 
nosis, the  value  of  which  was  not  in  question, 
and  mammographic  screening  to  detect  possible 
disease  in  women  with  no  symptoms  or  other 
physical  finding.  A paraphrase  of  the  recom- 
mendations follows: 

1.  BCDDP  screening  using  mammography  and 
physical  examination  in  combination  should 
continue  to  be  available,  on  request,  to 
women  50  years  of  age  or  older. 

2.  Mammography  for  women  aged  40-49  years 
in  the  BCDDP  should  be  restricted  to 
women  having  a personal  history  of  breast 


"An  NCI-supported  agency  located  at  1200  Jefferson  Street,  Wilmington,  Delaware  19801.  Tel.  (302)  428-2113. 
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cancer,  or  whose  mothers  or  sisters  have 
had  a history  of  breast  cancer. 

3.  Mammographic  screening  of  women  aged 
35-39  should  be  limited  to  those  women 
having  a personal  history  of  breast  cancer. 

Women  under  50  who  are  already  participating 
should  not  be  denied  the  opportunity  to  continue 
if  they  wish,  so  long  as  they  are  informed  that 
there  is  no  proven  benefit  and  some  presumed 
risk  and  they  are  told  that  mamography  is  not 
recommended  for  them. 

Mammographic  techniques  have  improved 
markedly  in  recent  years  with  the  diagnosis  of 
smaller  and  presumably  earlier  cancer  now  being 
made.  The  radiation  dosage  has  been  decreased 
significantly.  Nevertheless,  there  are  no  data 
to  indicate  that  these  advantages  result  in  de- 
creased mortality  in  women  under  50.  Neither 
physical  examination  nor  techniques  such  as 
thermography  or  ultrasound  have  been  shown  to 
harbor  any  risks.  The  precise  risk  to  breast  tis- 
sue from  radiation  exposure  is  difficult  to  quan- 
tify, but  current  theory  holds  that  the  risk  in- 
creases with  increasing  dosage  and  decreases 
with  age. 

These  recommendations  were  carefully  ana- 
lyzed by  the  National  Cancer  Institute,  and  the 
following  guidelines  are  presently  operational  at 
the  Wilmington  Medical  Center  Breast  Screening 
Project: 

Mammography 

1.  Women  whose  current  age  is  50  or  older  will 


be  given  mammography  as  part  of  the  routine 
screening  process,  provided  an  appropriate  In- 
formed Consent  is  obtained.  Informed  Con- 
sent will  reflect  the  risks  and  benefits  as  they 
are  presently  determined,  and  notify  the  pa- 
tient of  the  number  of  Rads  being  delivered 
by  our  x-ray  equipment. 

2.  For  women  40-49  years  of  age,  routine  annual 
screening  by  mammography  will  be  discon- 
tinued except  where  there  exists  a personal 
history  of  breast  cancer  or  history  of  breast 
cancer  in  the  screenee’s  mother  or  sister. 

3.  Women  35-39  years  of  age  may  be  given  mam- 
mography in  tha  project  only  if  they  have  had 
a personal  history  of  cancer. 

4.  All  women,  regardless  of  age,  whether  or  not 
they  may  receive  a mammographic  examina- 
tion, will  be  maintained  in  the  project  for 
history  and  physical  examination  for  the  five- 
year  screening  period. 

Interval  mammography  of  symptomatic  women 
will  be  done  if  a written  request  from  the 
screenee’s  physician  is  presented  by  women  of 
all  ages. 

Thermography  will  continue  as  part  of  our 
project  until  we  are  notified  otherwise  by  the 
National  Cancer  Institute. 

Finally,  let  me  emphasize  that  mammography 
for  diagnostic  purposes  in  symptomatic  women 
is  a necessary,  prudent,  and  acceptable  diag- 
nostic test,  and  there  has  been  no  question  about 
its  usefulness  or  value. 
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ROSTENKOWSKI’S  CHALLENGE 


As  we  all  know,  the  Congress  recessed  in  1977 
without  acting  on  the  Carter  Administration’s 
controversial  Hospital  Cost  Containment  Pro- 
gram. 

We  can  be  sure  that  the  proposal  will  be  front 
and  center  again  in  1978,  and  all  of  us  should 
make  a personal  effort  to  keep  abreast  of  legisla- 
tive developments  in  both  Washington  and 
Dover. 

That  the  Hospital  Cost  Containment  Proposal 
will  be  kept  on  the  front  burner  is  illustrated  by 
the  comments  of  Representative  Dan  Rostenkow- 
ski  (D-Illinois),  President  Carter,  and  Secretary 
of  HEW  Joseph  Califano.  Rostenkowski  de- 
clared, “One  of  my  most  important  priorities  is 
to  secure  strong  legislation  to  restrain  the  sky- 
rocketing increase  in  health  care  costs.”  Presi- 
dent Carter  said,  “I  wish  to  reaffirm  my  strong 
personal  commitment  to  the  Administration’s 
Hospital  Cost  Containment  legislation,”  and  Cali- 
fano told  the  Senate  Finance  Committee  that 
many  institutions  “.  . . are  wallowing  in  ice 
cream,  candy,  and  cake.” 

More  restrained  and  realistic  was  the  opening 
statement  by  the  presiding  Senator,  Herman 
Talmadge  of  Georgia,  who  said  he  feared  that 
the  Administration’s  proposed  nine  percent  “cap” 
on  all  hospital  revenues  could  harm  efficient  hos- 
pitals. “Irreparable  harm  could  befall  the  hos- 
pital system,”  the  Senator  said,  continuing, 
“While  there  are  many  obese  hospitals,  there  are 


also  many  lean  ones.  I don’t  want  to  put  all 
hospitals  on  a 1,200-calories-a-day  diet.” 

The  American  Hospital  Association,  the  Feder- 
ation of  American  Hospitals,  and  the  American 
Medical  Association  have  agreed  to  develop  a 
voluntary  hospital  and  health  care  cost  contain- 
ment program  which  it  is  hoped  will  mitigate  the 
need  for  legislation.  They  are  now  developing 
goals  and  mechanisms,  first,  of  a voluntary  pro- 
gram to  reduce  the  rate  of  increase  in  hospital 
costs,  and  second,  of  a voluntary  program  to  re- 
duce the  rate  of  increase  in  health  care  costs  as  a 
whole. 

The  main  thrust  of  the  voluntary  program  is  a 
network  of  state  steering  committees  made  up 
of  doctors,  hospital  administrators,  and  others. 
Local  steering  committees  will  attempt  to  devise 
some  formulas  to  help  in  this  voluntary  effort. 

According  to  Executive  Vice-President  James 
H.  Sammons,  M.D.,  of  the  AM  A,  “It  is  our  strong 
belief  that  our  efforts  will  be  successful,  and  it 
is  our  hope  that  it  will  then  become  unnecessary 
to  impose  a new,  bureaucratic  control  system 
that  could  impair  existing  efforts  to  provide 
health  care  for  all  Americans  at  an  acceptable 
price.” 
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Contraindications:  Anuria;  hypersensitivity  to  this  or  other 
sulfonamide-derived  drugs. 

Warnings:  Use  with  caution  in  severe  renal  disease.  In  patients  with 
renal  disease,  thiazides  may  precipitate  azotemia.  Cumulative  effects 
may  develop  in  patients  with  impaired  renal  function.  Use  with  caution 
in  patients  with  impaired  hepatic  function  or  progressive  liver  disease, 
since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipitate 
hepatic  coma.  May  add  to  or  potentiate  action  of  other  antihyperten- 
sive drugs;  potentiation  occurs  with  ganglionic  or  peripheral  adrenergic 
blocking  drugs.  Sensitivity  reactions  may  occur  in  patients  with  or  with- 
out a history  of  allergy  or  bronchial  asthma.  Possibility  of  exacerbation 
or  activation  of  systemic  lupus  erythematosus  has  been  reported.  Lith- 
ium generally  should  not  be  given  with  diuretics  because  they  reduce 
its  renal  clearance  and  add  a high  risk  of  lithium  toxicity.  Read  circu- 
lars for  lithium  preparations  before  use  of  such  concomitant  therapy. 
Use  in  Pregnancy:  Thiazides  cross  placental  barrier  and  appear  in  cord 
blood;  in  pregnancy,  weigh  anticipated  benefit  against  possible  haz- 
ards to  fetus,  including  fetal  or  neonatal  jaundice,  thrombocytopenia, 
and  possibly  other  adverse  reactions  that  have  occurred  in  adults. 
Nursing  Mothers:  Thiazides  appear  in  breast  milk;  if  use  of  drug  is 
deemed  essential,  patient  should  stop  nursing. 

Precautions:  Perform  periodic  determination  of  serum  electrolytes  to 
detect  possible  electrolyte  imbalance.  Observe  all  patients  for  clinical 
signs  of  fluid  or  electrolyte  imbalance,  namely,  hyponatremia,  hypo- 
chloremic alkalosis,  and  hypokalemia.  Serum  and  urine  electrolyte  de- 
terminations are  particularly  important  when  patient  is  vomiting  ex- 


cessively or  receiving  parenteral  fluids.  Medication  such  as  digital 
may  also  influence  serum  electrolytes.  Warning  signs,  irrespective! 
cause,  are  dryness  of  mouth,  thirst,  weakness,  lethargy,  drowsiness 
restlessness,  muscle  pains  or  cramps,  muscular  fatigue,  hypotensi 
oliguria,  tachycardia,  and  gastrointestinal  disturbances  such  as  m ;e; 
and  vomiting.  Hypokalemia  may  develop,  especially  with  brisk  diui|llji 
in  severe  cirrhosis,  with  concomitant  corticosteroid  or  ACTH  thera  , 01 
with  inadequate  oral  electrolyte  intake.  Hypokalemia  can  sensitizer  ; 
exaggerate  response  of  heart  to  toxic  effects  of  digitalis  (e.g.,  incre,.et: , 
ventricular  irritability).  Hypokalemia  may  be  avoided  or  treated  by  e 
of  potassium  supplements,  such  as  foods  with  a high  potassium  o'-  r 
tent.  Any  chloride  deficit  is  generally  mild  and  usually  does  not  req|:e|i 
specific  treatment  except  under  extraordinary  circumstances  (as 
liver  disease  or  renal  disease).  Dilutional  hyponatremia  may  occur 
edematous  patients  in  hot  weather;  appropriate  therapy  is  water 
restriction,  rather  than  administration  of  salt  except  in  rare  instanc)  i 
when  the  hyponatremia  is  life  threatening.  In  actual  salt  depletion,  j>  ( 
propriate  replacement  is  the  therapy  of  choice. 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  cer  iin 
patients.  Insulin  requirements  in  diabetic  patients  may  be  increase 
decreased,  or  unchanged;  latent  diabetes  mellitus  may  become 
manifest.  Thiazides  may  increase  responsiveness  to  tubocurarine. 
Antihypertensive  effects  of  the  drug  may  be  enhanced  in  post- 
sympathectomy patients.  May  decrease  arterial  responsiveness  tc  H 
norepinephrine;  this  diminution  is  not  sufficient  to  preclude  effecti  - 
ness  of  the  pressor  agent  for  therapeutic  use.  If  progressive  renal  it-  j 
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A VOLUNTEER  IN  AFGHANISTAN 

Robert  W.  Frelick,  M.D. 


My  daughter  Alcy  was  assigned  to  Afghani- 
stan by  the  Peace  Corps.  Her  letters  painted  an 
intriguing  picture  of  a remote  people,  their 
country,  and  customs,  but  homesickness  was  also 
evident.  Since  I had  been  interested  in  CARE- 
MEDICO  for  some  time,  I applied  to  combine 
a volunteer  medical  job  with  our  visit. 

The  CARE-MEDICO  brochures  indicate  that 
. Afghanistan  is  one  of  the  few  countries  that  wel- 
i come  internists  as  visiting  specialists  for  a month 
; at  a time  to  supplement  the  staff  on  two-year 
contracts.  A month  is  not  sufficient  for  a study 
of  the  medical  problems,  but  it  is  enough  time 
to  gather  impressions. 

Once  the  decision  was  made  and  my  wife  and 
I had  been  accepted  (for  January  at  an  altitude 
( of  6,000  feet  in  the  Himalayas  with  no  central 
1 heating),  we  flew  Ariana  Afghan  Airways  ($750 
round  trip).  At  Frankfurt,  we  transferred  to  a 
jet  whose  first  ten  rows  were  converted  for  cargo, 
and  after  stops  at  Rome,  Istanbul,  and  Teheran 
arrived  in  Kabul,  which  has  for  centuries  been 
a crossroads  for  caravans  from  Europe  to  Asia. 
It  still  gave  us  that  feeling. 

Kabul  is  on  a mile-high  plateau  surrounded  by 
mountains,  and  some  peaks  rise  within  the  city. 
On  arrival,  there  was  a light  covering  of  snow 
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that  became  several  inches  thick  within  two 
weeks.  The  snow  is  crucial  to  the  economy  be- 
cause there  is  little  or  no  rainfall. 

The  naked  electric  bulbs  in  a thousand  small 
homes  built  up  the  mountainsides  gave  the  im- 
pression of  high-rise  apartments  at  night.  These 
houses  are  occupied  largely  by  the  poor,  who, 
despite  a fine  view,  do  not  have  much  in  the 
wav  of  modern  amenities.  Those  without  plumb- 
ing get  their  water  from  men  who  carry  full  goat- 
skin bags  up  the  mountainsides.  The  public 
water  system  in  the  newer  part  of  the  city  was 
installed  by  the  Japanese  a few  years  ago. 

In  spite  of  the  CARE-MEDICO  mailings  we 
were  not  quite  prepared  for  the  jueys  (open 
sewers ) often  containing  human  feces;  bare  feet, 
and  flimsy  rubber  shoes  in  mid-winter;  the  lack 
of  street  names  and  numbers;  and  segregated 
buses  in  which  women  sit  up  front  because  men 
do  not  want  to  sit  next  to  a woman. 

We  ended  up  as  house-sitters  in  a United 
Nations  home  and  were  brought  specially  treated 
drinking  water.  Other  foreigners,  such  as  the 
Peace  Corps  volunteers,  have  to  boil  their  own. 
The  state  of  public  health  in  the  country  obvi- 
ously leaves  much  to  be  desired.  We  were 
warned  about  eating  uncooked  or  unpeeled  vege- 
tables because  amoebae,  ascaris,  giardia,  and 
bacillary  dysentry  are  endemic. 
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Understanding  the  multiplicity  of  American 
and  other  aid  projects  in  the  country  is  difficult. 
Much  American  aid  in  the  past  went  to  engineer- 
ing projects;  currently,  the  emphasis  is  on  edu- 
cation, and  there  is  discussion  of  establishing 
community  health  units  all  over  the  country. 

CARE-MEDICO  has  been  in  Afghanistan  for 
about  15  years.  Its  present  major  project  is  the 
training  of  residents  at  Jamhuriat  Hospital  in 
Kabul.  Because  of  the  lack  of  clinic  space  in 
the  new  hospital,  outpatient  clinics  are  still  held 
across  the  city  at  the  old  building,  which  also 
houses  the  central  laboratories  of  the  ministry  of 
health.  CARE  has  aso  started  a potable  water 
project  for  seven  villages  and  a program  to  see 
how  the  lives  of  village  women  might  be  im- 
proved. 

Jamhuriat  Hospital  is  government-operated, 
as  are  almost  all  Afghan  hospitals.  By  invitation, 
CARE-MEDICO  helps  to  provide  the  teaching 
and  supervises  operations.  It  is  not  the  only 
foreign  agency  engaged  in  this  work.  The  pedi- 
atric hospital  has  Indian  consultants,  and  there 
are  Russian  consultants  at  the  new  500-bed  mili- 
tary hospital.  Jamhuriat  Hospital’s  building  is 
four  stories  high  ( the  usual  maximum  because  of 
the  danger  of  earthquakes ) and  has  no  elevators. 
This  makes  for  some  problems,  since  the  accident 
room  is  on  the  first  floor  and  the  operating  suite 
on  the  fourth.  I found  that  it  is  possible  to 
maneuver  a wheelchair  up  the  stairs.  The  hos- 
pital has  a capacity  of  about  217  beds.  Electric 
heat  panels  keep  the  hospital  warmer  than  most 
homes. 

The  CARE-MEDICO  staff  consists  of  Dr.  Au- 
brey Link,  an  obstetrician,  who  is  in  charge  of 
administrative  matters.  The  senior  medical  of- 
ficer is  John  H.  Mowbray,  on  leave  from  the 
medical  school  faculty  at  the  University  of  Sas- 
katchewan. Visiting  specialists,  usually  on  a 
monthly  basis,  help  out  in  many  areas,  such  as 
anesthesiology,  pathology,  radiology,  orthopedics, 
or  internal  medicine. 

Hospital  rounds,  conferences,  and  charts  are 
in  English,  although  the  language  is  not  always 
easy  to  understand.  Nurses’  notes  are  usually  in 
Dari  script,  as  are  some  of  the  laboratory  com- 
ments. (The  Afghans  have  two  major  languages, 
Dari  and  Pashto;  Dari  is  a Persian  dialect.)  The 


hospital  staff  includes  three  Afghan  physicians 
in  the  departments  of  both  medicine  and  surgery. 
These  six  staff  physicians  completed  their  resi- 
dencies several  years  ago,  are  well-trained,  and 
give  optimum  care,  considering  the  limited  facili- 
ties. The  residents  are  chosen  largely  through 
competitive  examinations  in  which  competency 
in  English  is  also  tested.  There  is  a three-year 
program  in  medicine  and  a five-year  program  in 
surgery.  The  first  year  of  the  latter  is  devoted 
to  anesthesiology.  There  are  about  25  residents 
in  all,  with  12  in  medicine. 

A typical  working  week  at  Jamhuriat  Hospital 
is  as  follows.  Rounds  are  held  every  day  except 
Friday  (the  Afghan  weekend  starts  Thursday 
noon  and  is  over  on  Saturday  morning).  A good 
deal  of  time  is  spent  in  the  seven-bed  ICU  where 
one  may  expect  to  see  patients  with  pneumococ- 
cal meningitis  and  pneumonia;  septic  pulmonary 
emboli  from  presumed  post-partum  phlebitis; 
tuberculosis  meningitis  with  miliary  chest  disease; 
posteclamptic  renal  failure  in  a young  woman, 
with  calculi;  pulmonary  infection  and  acute  heart 
failure  in  a young  woman  with  a markedly  de- 
formed chest,  probably  due  to  Pott’s  disease,  plus 
unexplained  bleeding  and  weight  loss;  obstruc- 
tive pulmonary  disease  with  acute  right  heart 
failure  in  an  old  woman;  presumed  organophos- 
phate  poisoning,  and  upper  GI  hemorrhage  with 
a LUQ  mass. 

After  60  to  90  minutes  in  the  ICU,  another  90 
to  120  minutes  is  devoted  to  rounds  elsewhere 
in  the  hospital.  By  noon,  after  being  on  one’s 
feet  for  several  hours,  a long  lunch  period  is 
welcome. 

Clinics  are  held  three  mornings  a week  at  the 
old  building  across  the  city,  with  the  resident 
staff  taking  turns.  “Private”  consultants  are  often 
arranged  in  the  early  afternoon  through  the 
residents,  or  at  the  request  of  patients  and  even 
tourists  who  have  heard  that  there  is  an  Ameri- 
can physician  at  the  hospital.  From  2 to  3 p.m., 
there  is  usually  a conference  or  lecture.  (The 
latter  is  the  visiting  volunteer  specialist’s  respon- 
sibility. ) These  seldom  start  on  time,  so  that 
when  they  are  over  about  3:30  p.m.  the  residents 
have  little  time  for  constructive  work  before 
leaving  for  their  outside  offices.  The  residents 
do  a competent  physical  examination  and  usually 
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seem  to  have  an  adequate  medical  history, 
though  the  details  were  often  difficult  to  pin 
down  because  of  my  inability  to  speak  Dari. 

The  residents’  frequent  references  to  previous 
visiting  specialists  indicated  that  their  contribu- 
tions have  been  significant.  With  all  the  limita- 
tions, it  was  good  to  see  the  staff  use  an  Acute 
Leukemia  B protocol  successfully.  This  was  in 
contrast  to  seeing  a patient  lost  who  probably 
would  have  recovered  with  the  aid  of  peritoneal 
dialysis.  After  observing  staff  members  prepar- 
ing to  take  the  ECFMG  (Educational  Commis- 
sion for  Foreign  Medical  Graduates)  examina- 
tion, I wondered  how  well  some  of  the  American- 
trained  residents  would  do  in  Afghanistan.  Were 
it  not  for  the  language  barrier,  this  would  be  a 
good  place  to  test  a resident’s  capacity  to  diag- 
nose and  treat  many  different  illnesses  without 
all  the  technical  aids  usually  available  in  the 
United  States  and  without  help  from  subspe- 
cialists. 

Afghanistan  has  two  medical  schools.  Primary 
schooling  lasts  12  years,  of  which  the  last  two 
are  science-oriented  for  potential  medical  stu- 
dents. Medical  school  takes  seven  years,  and 
about  100  new  physicians  graduate  each  year 
from  the  school  at  Kabul  University,  while  the 
newer  medical  school  near  Jalalabad  has  60 
graduates  a year. 
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Upon  graduation  the  new  physicians  are  as- 
signed to  their  places  of  work  by  the  government. 
The  assignments  are  partly  based  on  an  examina- 
tion. All  physicians  must  serve  at  least  six  months 
in  the  armed  forces,  usually  as  enlisted  men. 
Since  the  only  available  residencies  are  those  at 
Jamhuriat  Hospital,  the  other  general  hospital 
in  Kabul,  and  the  Pediatric  Institute,  most  phy- 
sicians get  no  postgraduate  hospital  training. 
The  university  hospital  employs  the  European 
system  so  that  a surgeon  in  training  may  serve 
as  an  assistant  for  years  until  the  professor  steps 
down. 

Most  of  the  new  physicians  do  not  look  forward 
to  the  usual  assignment  to  one  of  the  provinces 
that  may  occur  even  after  an  extended  residency. 
Postgraduate  education  is  practically  non-exis- 
tent. Medical  meetings  are  not  encouraged;  ap- 
parently the  government  is  opposed  to  any  trade 
or  professional  group  activity.  There  is  one 
journal  of  limited  quality,  but  Jamhuriat  Hospital 
has  a fair  library  and  medical  movies  from  the 
USIS  are  now  available  at  the  hospital. 

Almost  all  the  hospitals  are  operated  by  the 
government.  According  to  most  of  the  staff 
members  I talked  to,  the  government  salaries  are 
not  enough  to  live  on.  Even  university  profes- 
sors are  not  likely  to  earn  more  than  4,500  Afs 
(about  $100)  per  month;  this  is  one  reason  why 
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many  who  have  gone  abroad  for  additional  train- 
ing hesitate  to  come  back.  Physicians  ( including 
residents)  are  allowed  to  have  private  practices 
which  help  to  increase  their  income.  The  op- 
portunity to  make  extra  money  is  one  of  the  ad- 
vantages of  a provincial  assignment.  Physicians 
also  own  many  of  the  pharmacies  and  often  make 
more  money  from  these  than  from  professional 
fees.  It  is  of  course  true  that  the  equivalent  of 
$100  buys  a lot  more  of  the  necessities  of  life  in 
Afghanistan  than  in  the  United  States. 

Except  in  the  Kabul  University  Hospital,  the 
system  of  government  medicine  provides  the  poor 
patient  with  bed  and  board,  but  only  minimal 
medication  and  other  services;  much  has  to  be 
paid  for  separately.  For  example,  it  is  often 
necessary  to  take  several  days  to  find  out  whether 
a patient’s  family  will  pay  for  a chest  x-ray. 
(CARE-MEDICO  helps  out  in  some  cases.)  A 
fee  is  collected  at  the  radiology  laboratory,  and 


the  patient  retains  the  films,  which  are  usually 
kept  at  the  bedside.  This  is  very  convenient  at 
the  time  of  rounds,  although  unfortunately  the 
quality  is  often  not  too  good.  An  upper  GI  series 
usually  consists  of  two  films  taken  by  a techni- 
cian. A single  PA  view  of  the  chest  costs  about 
$2.50.  I did  not  see  any  laterals,  although  these 
are  sometimes  done. 

Expensive  medications  often  have  to  be  bought 
in  the  bazaar  if  available.  Insulin  can  be  ob- 
tained from  the  government-run  central  medical 
depot  but  apparently  is  free  only  to  hospital  in- 
patients. It  is  not  unusual  to  find  patients  ad- 
mitted because  they  were  unable  to  get  insulin 
on  the  outside.  The  government  is  buying  generic 
drugs  on  the  world  market  to  get  the  best  prices, 
and  the  availability  of  medications  is  expected 
to  improve.  It  was  surprising  to  see  Searle  and 
Winthrop  detail  men  (Afghans)  handing  out 
samples  and  literature  in  the  hospital. 
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Laboratory  work  seems  to  be  adequate  for 
routine  blood  counts  and  urine  samples.  In  ad- 
dition, Jamhuriat  Hospital  has  a flame  photom- 
eter for  electrolyte  assays.  Blood  sugar,  BUN, 
bilirubin,  serum  protein,  creatinine,  SGOT,  and 
SGPT  levels  and  prothrombin  times  are  also 
done.  A blood  gas  machine  is  on  the  way. 

Laboratory  technicians  seem  to  be  competent. 
In  microbiology,  the  work  is  good  for  most  rou- 
tine cultures  and  fast-acid  smears,  and  in  testing 
stool  samples  for  the  parasites.  While  more 
equipment  is  needed,  EKG’s  are  easy  to  obtain 
but  EMGs  are  not  available.  Nuclear  medicine 
has  not  been  introduced  yet,  and  there  is  no  way 
to  make  a laboratory  diagnosis  of  thyroid  disease. 

The  government’s  central  laboratory  has  a 
pathology  section,  directed  by  Dr.  Omar  Mohab- 
bat,  who  was  trained  at  Barnes  Hospital  in  St. 
Louis.  Postmortem  examinations  are  very  rare 
— not  because  of  the  Moslem  religion,  but  be- 
cause of  custom.  (There  is  a standing  offer  of 
1,000  Afs  to  the  first  resident  who  gets  permission 
for  an  autopsy.)  Needle  liver  biopsies  are  fre- 
quent. Pleural  needle  biopsies  are  done  but  ap- 
parently have  not  been  very  helpful  in  confirming 
the  diagnosis  of  tuberculosis.  Few  pap  smear 
interpretations  are  requested. 

Medical  statistics  are  scarce,  and  even  popu- 
lation of  the  country  is  uncertain,  with  an  un- 
published census  reportedly  showing  fewer  than 
the  expected  17  million  Afghans.  Kabul  itself 
has  a population  of  about  500,000. 

The  situation  in  my  field  of  interest,  cancer,  is 
equally  unclear.  Dr.  Mohabbat  has  a SNOP 
cross-index  of  cases  referred  to  him  in  recent 
years  suggesting  that  the  incidence  is  very  low. 

1 1 For  example,  his  list  contains  only  ten  cases  of 
cancer  of  the  cervix,  and  yet  on  one  visit  to  the 
women’s  division  of  the  university  hospital,  I 
saw  three  cases.  The  staff  there  told  me  that 
cancer  of  the  ovaries  and  hyatididiform  moles 
are  frequent,  but  Dr.  Mohabbat  could  not  con- 
firm this  from  his  experience.  Gynecologists  of- 
ten do  their  own  pathological  studies,  and  some 
physicians  told  me  that  when  cancer  appears  to 
be  present,  there  is  often  no  further  follow-up. 
Still,  the  surgical  service  at  Jamhuriat  Hospital 
does  see  cancer  patients,  including  cases  of 


Medicine  Seller  “Pharmacy” 


breast,  colon,  and  stomach  cancer,  melanoma,  and 
cancers  of  the  head  and  neck.  Dr.  Mohabbat  has 
found  few  cases  of  lung  cancer,  but  its  incidence 
is  difficult  to  verify  without  postmortem  exami- 
nations. The  residents  at  Jamhuriat  are  inter- 
ested in  leukemia  as  the  result  of  several  visits 
by  Dr.  Patricia  Fames  of  Brown  University. 

Chronic  pulmonary  disease  is  common,  especi- 
ally among  young  women,  and  may  be  a result 
of  cooking  over  wood  stoves  for  years.  Kabul 
also  has  a smog  problem.  Peptic  ulcers  in  women 
in  their  early  20s  are  not  unusual  either,  perhaps 
reflecting  the  emotional  stresses  to  which  women, 
with  little  choice  in  marriage  and  careers,  are 
subjected  in  Afghan  society. 

Rheumatic  fever  and  heart  disease  are  com- 
mon. I saw  much  rheumatoid  arthritis  and  a 
fair  number  of  hyperthyroid  patients,  often  with 
multinodular  goiters.  Smallpox  seems  to  have 
been  eradicated,  but  some  malaria  persists. 

Tuberculosis  is  common;  pleural  effusions  with 
more  than  3.4  gm  of  protein  are  usually  treated 
as  tuberculosis.  Some  of  the  physicians  admit- 
ted that  they  were  quick  to  jump  to  a diagnosis 
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of  tuberculosis  because  of  its  incidence  and  sig- 
nificance and  thus  might  be  missing  some  cases 
of  diseases  like  lymphoma.  Only  patients  with 
positive  sputum  cultures  are  sent  to  a sanatorium. 
Case  finding  is  not  practiced.  The  only  drugs 
available  for  resistent  cases  in  addition  to  strep- 
tomycin are  INH  and  thiosemicarbizones. 

Post-necrotic  cirrhosis  is  common,  but  Laen- 
nec’s  cirrhosis  is  seen  rarely.  In  view  of  the  in- 
creasing use  of  alcohol,  its  incidence  is  likely  to 
increase.  Gulran’s  disease,  an  interesting  veno- 
occlusive  disease  of  the  liver,  which  was  written 
up  in  Lancet  in  August  1976,  is  found  in  some 
parts  of  the  country.  The  disease  apparently 
responds  to  conservative  treatment  and  is  thought 
to  be  caused  by  toxins  in  a weed  that  is  mixed 
with  the  wheat  used  for  bread  in  a part  of  the 
country.  The  continuation  of  the  practice  of 
baking  bread  (nan)  from  contaminated  wheat 
has  led  to  some  criticism  of  the  government, 
which  has  a stated  policy  favoring  preventive 
and  primary  care  programs. 

Progress  in  the  use  of  BCG  vaccination  also 
appears  low,  and  the  same  is  true  of  measles 
eradication  and  the  prevention  and  treatment  of 
infant  diarrhea.  The  latter  is  a serious  problem, 
in  view  of  the  reported  50%  to  80%  mortality 
in  the  first  five  years  of  life. 

It  would  be  hard  to  decide  how  to  properly  as- 
sign the  resources  to  upgrade  health  in  Afghani- 
stan with  their  limited  budget.  There  is  certainly 
no  argument  about  the  need  for  better  sanitation 
and  nutrition.  While  I would  not  suggest  a 
CAT  scanner,  the  radiological  service  at  Jam- 
huriat  Hospital  might  be  improved.  (CARE- 
MEDICO  is  hoping  that  an  Afghan  radiologist, 


now  in  training,  will  be  assigned  there. ) At  the 
same  time,  the  Afghan  practice  of  leaving  the 
x-ray  films  at  the  patient’s  bedside  needs  to  be 
initiated  elsewhere.  I also  like  the  way  patients 
keep  all  their  old  films,  prescriptions,  and  records. 
At  Jamhuriat,  all  patients  are  supposed  to  receive 
a copy  of  their  discharge  summary. 


It  is  sad  to  see  sick  patients  leave  the  hospital 
because  the  family  has  decided  their  illness  is 
terminal.  This  is  less  a matter  of  “death  with 
dignity”  than  of  economics.  Bus  fare  is  less  than 
the  cost  of  transporting  a body. 


While  the  American  and  Afghan  ministry  of 
health  concept  of  building  up  provincial  health 
services  is  laudable,  I am  concerned  that  the 
advantages  of  secondary  and  tertiary  centers  are 
being  overlooked  because  of  the  fear  that  modem 
curative  and  palliative  medicine  would  cost  too 
much.  The  UN  is  now  establishing  a cobalt  unit 
at  the  University  of  Kabul  with  the  aid,  I be- 
lieve, of  Bulgarian  advisers.  Such  centers  of 
excellence  in  Afghanistan  should  reduce  the  num- 
ber of  Afghans  who  seek  treatment  in  India  and 
other  countries,  including  the  USA  and  USSR. 
A good  tertiary  care  center  in  Kabul  need  not 
compete  with  Houston  in  order  to  stimulate  phy- 
sicians providing  primary  care  in  the  villages 
and  provinces. 

Generally,  CARE-MEDICO  seems  to  be  doing 
a good  job  in  an  efficient,  diplomatic,  and  effec- 
tive way.  Physicians  who  wish  to  spend  a vaca- 
tion in  this  type  of  activity  will,  I am  sure,  be 
intrigued  by  the  differences  from  their  usual  en- 
vironment and  the  challenges  that  this  will  pre- 
sent. I hope  this  account  will  inspire  others  to 
contribute  their  aid  to  a developing  oountry. 


K 

THROUGH  THE  ENDOSCOPE 

Man  hopes  to  differ  from  animals  in  his  recognition  of  esthetic  and  ethical  values  and 
in  his  plans  for  tomorrow,  but  gastroenterology  has  a hard  time  recognizing  any  serious 
differences  between  the  stomach  of  Socrates  and  the  stomach  of  a cat,  aside  from  some 
differences  in  histamine  metabolic  activity. 

Visceral  Viewpoints 

Howard  M.  Spiro,  M.D. 

New  England  Journal  of  Medicine 
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To  the  Editor: 

I think  to  remain  silent  in  response  to  the 
editorial  of  Dr.  Paulshock,  “Child  Abuse,  Mur- 
der, Guns  & Abortion,”  October  1977  Delaware 
Medical  Journal,  would  seem  both  improper  and 
unethical.  She  suggests  that  to  kill  the  child 
before  birth  is  more  acceptable  than  the  “fierce 
and  ongoing  emotional  as  well  as  fiscal  expense” 
the  child  may  cause  its  selfish  and  irresponsible 
parents,  who  have  better  use  for  their  emotional 
energy  and  money.  She  comforts  us  by  telling  us 
how  really  inexpensive  the  abortion  is.  She  also 
reasons  that  children  should  be  wanted  ( and  who 
could  disagree),  and  that  if  they  are  unwanted 
they  may  be  abused,  and  then  finally  that  death 
or  nonexistence  is  more  desirable  than  life  under 
these  circumstances. 

But  just  what  is  the  worth  of  a human  fife? 
Just  how  young  or  how  old,  or  how  poor,  or 
whatever,  does  one  have  to  be  before  his  life  is 
worth  less  than  the  price  of  “a  good  winter  coat”? 


Fellow  members  of  the  medical  profession, 
have  we  not  heard  enough  of  this  revolting  and 
degrading  talk  about  the  killing  of  children  be- 
fore birth,  or  the  ending  of  any  human  life  by 
artificial  means?  How  far  astray  from  reality 
and  truth  shall  we  allow  such  thinkers  as  the 
author  to  lead  us,  us  whose  mission  is  to  comfort, 
build,  help,  heal,  teach,  counsel,  and  uplift  and 
relieve  pain  and  suffering?  Are  there  really  any 
people  who  have  come  to  us  and  told  us  they 
wish  someone  had  cared  enough  for  them  to  have 
had  them  aborted  before  they  were  born? 

Is  this  author  really  speaking  for  the  Delaware 
medical  profession,  or  rather  for  herself  or  per- 
haps for  some  group  of  fuzzy  thinkers,  who  know 
more  than  God  and  the  great  medical  and  reli- 
gious teachers  of  the  past? 

Joel  R.  Temple,  M.D. 

Our  editorialists,  as  do  our  letter  writers,  speak  for  themselves. 
We  do  not  presume  to  decide  on  which  side  of  an  issue  are  the 
fuzzy  thinkers. 

EDITOR 
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responsibility 


At  Professional  Clinical  Laboratories, 
we  are  constantly  aware  of  our  continuing 
responsibility  to  the  Delaware  Medical 
Community.  We  know  we  must  provide  fast, 
accurate,  economical  testing  day  after  day. 
We  also  realize  we  must  take  advantage 
of  the  latest  technical  developments  to 
improve  our  service  whenever  possible. 


for  greater  efficiency,  radio  dispatched 
pick-up  cars  for  greater  speed, 
and  “Mediscreen”  (complete  medical 
screening  service  on  wheels)  to 
meet  industrial  and  municipal  needs. 

At  PCL,  we  accept  responsibility  as 
something  to  live — and  grow — with. 


In  1 968  PCL  had  one  laboratory  and  nine 
technicians.  Today,  we  have  seven  locations 
for  greater  patient  convenience,  a 
computerized  central  testing  laboratory 
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LINICAL 
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UPDATE  ON  NEPHROSIS 


William  Schwartz,  M.D. 


The  basic  information  about  childhood  neph- 
rosis has  been  beautifully  summarized  by 
Mitchell  Rubin  in  his  recent  textbook  Pediatric 
Nephrology.  This  report  will  focus  on  problems 
in  the  everyday  management  of  children  with 
nephrosis  and  will  discuss  data  important  for  the 
clinician  to  know  in  order  to  make  correct  judge- 
ments in  his  management  decisions. 

To  do  this  I am  going  to  present  five  patients 
who  demonstrate  problems  about  management 
and  counselling  which  are  frequently  asked  phy- 
sicians. 

The  first  patient  is  a two-year-old  who  was 
recently  diagnosed  as  having  the  nephrotic  syn- 
drome and  was  started  on  prednisone.  The 
family  wants  to  know  their  child’s  prognosis. 

The  second  patient  is  a three-year -old  who 
has  had  a nephrotic  syndrome  for  18  months.  He 
has  just  had  his  second  relapse  which  responded 
in  ten  days  to  prednisone  therapy.  Should  he 
undergo  a renal  biopsy? 

The  third  patient  is  a four-year-old  with  the 
nephrotic  syndrome,  with  onset  at  age  two.  He 
is  presently  in  remission  and  has  been  on  no 
treatment  for  six  months.  He  now  develops 
proteinuria  with  an  upper  respiratory  infection. 
Should  you  restart  prednisone  therapy  at  this 
time? 

The  next  patient  is  a five-year-old  girl  who 
has  had  nephrosis  for  four  years.  She  has  been 
steroid-dependent.  At  present  she  has  hyper- 
tension. She  has  grown  only  two  inches  in  two 
years  and  is  markedly  obese. 

The  last  patient  is  a 13-year-old  male  who  has 

Dr.  Schwartz  is  Associate  Physician,  Division  of  Nephrology  and 
General  Pediatrics,  Children’s  Hospital  of  Philadelphia,  Philadel- 
phia, Pennsylvania. 

Adapted  from  a presentation  given  to  the  Department  of  Pedi- 
atrics, Wilmington  Medical  Center,  Wilmington,  Delaware. 


just  developed  the  nephrotic  syndrome.  Does 
he  deserve  a special  work-up?  Especially,  should 
he  undergo  a renal  biopsy? 

With  those  five  cases  in  mind,  I would  like  to 
review  some  recent  developments  in  the  manage- 
ment of  nephrosis  and  also  review  the  nephrotic 
syndrome. 

The  Nephrotic  Syndrome 

The  nephrotic  syndrome  is  characterized  by 
proteinuria,  hypoproteinemia,  hyperlipidemia, 
and  edema.  It  does  not  include  azotemia  or 
hypertension.  The  majority  of  pediatric  patients 
with  nephrotic  syndrome  have  either  idiopathic 
nephrotic  syndrome  or  childhood  nephrosis.  Thus 
approximately  90%  of  the  patients  with  nephrotic 
syndrome  have  no  detectable  underlying  cause. 
They  are  usually  young  at  the  onset  and  have  a 
good  response  to  steroids.  Other  names  for  this 
disease  include  idiopathic  nephrosis,  lipoid  neph- 
rosis, minimal  change  nephrosis  or  nil  change. 
These  are  all  equivalent  terms  for  the  type  of 
nephrotic  syndrome  most  frequently  seen  in 
children.  Although  there  are  underlying  causes 
found  in  only  about  10%  of  the  cases,  this  is  in 
marked  contrast  to  adult  patients  with  nephrotic 
syndrome  in  whom  85-90%  will  have  an  under- 
lying disease  such  as  anaphylactoid  purpura, 
lupus  erythematosus,  diabetes  mellitus,  syphilis, 
nephrotoxins,  lymphomas,  sickle  cell  disease, 
hepatitis  and,  in  Africa,  malaria.  Up  to  10% 
of  patients  with  acute  poststreptococcal  glomeru- 
lonephritis develop  the  nephrotic  syndrome. 

One  of  the  important  things  to  do  before 
making  a management  decision  is  to  see  how  a 
particular  patient  compares  to  the  typical,  or 
average,  presentation  and  clinical  course  of  child- 
hood nephrosis.  (Figure  1)  The  age  of  incidence 
is  quite  striking:  approximately  50%  of  child- 
hood nephrosis  has  its  onset  between  the  12th 


Del  Med  Jrl,  Dec  1977 — Vol  49,  No  12 


699 


Update  on  Nephrosis 


and  36th  month  of  age.  There  are  a few  patients 
who  present  before  the  first  year  of  life  as  well 
as  a small  percentage  who  present  in  the  adoles- 
cent years,  but  by  and  large  most  patients  pre- 
sent between  their  first  and  sixth  birthday. 

The  laboratory  findings  reflect  the  pathophysi- 
ology of  the  disease.  There  is  marked  proteinuria 
associated  with  a serum  albumin  of  less  than  one 
gram  in  the  majority  of  patients.  There  is  also 
normal  or  mild  elevation  of  the  BUN,  which  is 
a reflection  of  intravascular  dehydration  rather 
than  intrinsic  renal  disease.  Between  10  and 
15%  of  patients  have  hematuria.  We  have  found 
that  this  has  no  clinical  significance  and  usually 
clears  with  time. 

The  biopsy  findings  are  an  important  feature. 
Dr.  White  published  his  findings  in  Lancet  as 
shown  in  Table  l.1  He  found  that  in  an  un- 
selected population  88%  of  nephrotic  children 
have  minimal  change  findings  on  their  biopsies. 
The  most  frequent  major  findings  were  focal 
sclerosis  (5.3%)  and  mesangial  proliferation 
(5.3%).  This  is  in  contrast  to  the  second  column 
in  this  graph  which  shows  the  percentages  are 
markedly  different  in  a referred  population  being 
11.4%  and  5.7%.  This  is  an  important  study 
since  it  outlines  the  true  incidence  of  minimal 
change  in  a pediatric  population.  Looking  at 
this  from  another  viewport,  the  next  illustration 
tabulates  the  incidence  of  minimal  change  lesions 
related  to  age  of  onset;  again  there  is  about  an 
85%  chance  of  finding  minimal  change  lesions 
in  the  one-to-six-year-old  age  group.  (Table  2) 
In  adolescents,  only  one-third  of  the  patients 
were  found  to  have  minimal  change,  and  in  the 
adult  population  this  dropped  to  between  15  and 
20%.  Thus  the  age  of  onset  is  an  important 
determinant  in  helping  decide  if  a renal  biopsy 
is  necessary.  In  general,  younger  children  do 
not  need  one  while  older  patients  should  be  con- 
sidered for  biopsy  because  of  their  higher  inci- 
dence of  significant  pathology. 

Steroid  Responsivity 

Another  way  to  classify  patients  with  nephrosis 
is  by  their  response  to  steroids.  This  is  an  im- 
portant classification  because  it  helps  the  clini- 
cian determine  different  methods  of  manage- 
ment. The  most  convenient  method  to  classify 
patients  is  by  determining  whether  they  are 


TABLE  1 


Glomerular  morphology 

Unselected 

patients 

Referred 

patients 

Minimal  changes: 

Total 

66  (88%) 

45  (64-3%) 

Without  other  abnormalities  . . 

60 

39 

With  focal  tubular  atrophy 

6 

3 

With  focal  glomerular  obsolescence  . . 

0 

3 

Focal  glomerulosclerosis 

4 (5-3%) 

8 (11-4%) 

Proliferative  glomerulonephritis: 

Diffuse  exudative  . . 

0 

0 

Mesangial  

4 (5-3%) 

4 (S/%) 

With  crescents 

0 

3 « ■#%) 

Focal 

0 

0 

Membranoproliferative. . 

1 

8 (U-4%) 

Epimembranous  nephropathy 

0 

2 (2-8%) 

Distribution  of  lesions  found  on  renal  biopsy  in 
145  children  with  the  nephrotic  syndrome. 


From  White  RHR,  Glasgow  EF,  and  Mills  RJ : Clinicopatho- 
logieal  study  of  nephrotic  syndrome  in  childhood.  Lancet  1:1355, 
1970. 

TABLE  2 

INCIDENCE  OF  MINIMAL  CHANGE  GLOMERULAR 
LESIONS  IN  DIFFERENT  AGE  GROUPS 


Early  Childhood  Nephrosis 

Minimal 

( 1-6  years) 

Change  Lesions 

White,  Glasgow  & Mills  (1970) 

83.5% 

Habib  & Kleinknecht  ( 1971  ) 

72.2% 

Adolescent  Nephrotic  Syndrome 

(10-15  years) 

White,  Glasgow  & Mills  (1970) 

55.1  % 

Habib  & Kleinknecht  (1971) 

33.3% 

Levinsky  & Schwartz  ( 1 974 ) 

33.3% 

Adult  Nephrotic  Syndrome 

*Sharpstone,  Ogg  & Cameron 


(1969)  30  % 

** Robson  (1972)  18  % 

Hayslett  et  al  (1973)  15  % 

* Unselected  series 
**Collated  data  from  16  reports 

steroid-sensitive,  steroid-dependent,  or  steroid- 
resistant. 

Steroid-sensitive  patients  are  those  who  require 
only  short  courses  of  prednisone  to  become  pro- 
tein- and  edema-free.  They  have  a variable 
tion  of  edema  and  development  of  proteinuria, 
time  of  remission  but  will  in  general  be  off 
steroids  for  some  time  between  relapses. 
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FIGURE  1 

Age  of  onset  of  childhood  nephrosis  in  131  cases. 

From  Cornfeld,  David,  and  Schwartz,  M.  William:  Nephrosis: 
A long-term  study  of  children  treated  with  corticosteroids,  J. 
Pediatr.  68:507-515,  1966. 

Steroid-dependent  people  are  those  who  re- 
spond quite  well  to  prednisone,  but  require  mini- 
mal maintenance  doses  to  avoid  a re-accumula- 
tion of  edema  and  proteinuria.  If  their  dosage 
drops  below  that  they  re-accumulate  their  edema 
and  proteinuria.  Steroid-resistant  patients  are 
those  in  whom  steroids  do  not  alter  the  course 
of  their  disease. 

Figure  2 demonstrates  the  correlations  between 
steroid  responsiveness.  It  involves  a new  con- 
cept, protein  selectivity  in  the  glomerulus.  Pro- 
tein selectivity  is  a test  to  identfy  the  size  of 
the  protein  molecule  excreted  in  the  urine.  Pa- 
tients with  nephrosis  either  have  high  selectivity 
or  allow  relatively  smaller  mleocular  weight  pro- 
teins suoh  as  transf errant  to  slip  through.  Pa- 
tients who  are  steroid-sensitive  have  high  selec- 
tivity (that  is,  they  allow  through  only  small 
molecular  weight  proteins),  and  have  only  mini- 
mal changes  in  their  biopsies.  Those  with  signifi- 
cant pathology  by  biopsy  have  less  protein  selec- 
tivity and  also  tend  to  be  more  steroid-resistant. 

In  summary,  the  response  to  steroids  is  a good 
indicator  both  of  the  selectivity  of  proteinuria 
and  of  the  pathological  findings.  Therefore,  in 
patients  who  are  steroid-sensitive  and  are  early 
in  their  disease  there  is  no  need  for  renal  biopsy 
since  one  can  predict  with  a great  deal  of  ac- 


• Steroid-responsive 
o Steroid- resistant 


FIGURE  2 

Relation  of  proteinuria  selectivity  to  glomerular 
morphology  and  response  to  corticosteroid  therapy. 

From  White  RHR,  Glasgow  EF,  and  Mills  RJ : Clinicopatho- 
logical  study  of  nephrotic  syndrome  in  childhood.  Lancet  1:1356, 
1970. 

curacy  that  their  biopsies  will  reveal  only  mini- 
mal change  lesions. 

It  is  important,  therefore,  to  determine  that  a 
patient  is  steroid-sensitive,  -dependent,  or  -re- 
sistant. There  are  many  ways  of  treating  patients 
with  nephrosis.  The  pediatric  groups  in  the  in- 
ternational studv  tend  to  follow  a 28-day  program 
of  treatment  followed  by  intermittent  therapy 
for  28  days.  In  our  hospital  we  usually  elect  a 
longer  treatment  program,  treating  with  2 mg/ 
kg/day  of  prednisone  in  divided  doses  until  a 
chemical  and  clinical  remission  is  obtained. 
Several  days  later  we  switch  to  alternate  day 
therapy  at  about  three-quarter  dose.  We  con- 
tinue at  this  dose  until  the  steroids  are  tapered 
by  the  sixth  month.  In  either  method  it  is  pos- 
sible to  classify  nephrotic  children  with  respect 
to  steroid  responsivity. 

The  Prognosis 

Another  important  piece  of  information  which 
helps  in  management  is  better  understanding  of 
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prognosis.  We  recently  reviewed  a large  cohort 
of  patients,  ie,  163,  who  had  been  followed  for 
at  least  15  years.  (Figure  3)  We  were  able  to 
collect  complete  information  on  127  of  these  pa- 
tients. Figure  3 demostrates  that  approximately 
40%  of  the  patients  will  continue  to  show  activity 
one  year  after  diagnosis.  (This  is  the  center 
darkened  area,  sections  III  and  IV,  on  the  graph. ) 
This  group  continues  to  be  active  although  the 
number  in  the  group  become  smaller  as  most 
become  cured  and  a few  develop  chronic  renal 
disease  or  die.  Approximately  10%  at  15  years 
still  demonstrate  activity;  approximately  23-25% 
of  the  patients  have  died  or  develop  chronic 
renal  disease.  The  remaining  65%  are  com- 
pletely well  and  off  all  treatment.  It  is  important 
to  emphasize  the  classification  of  steroid  respon- 
siveness in  describing  our  patients  and  planning 
their  management;  those  who  are  steroid-sensi- 
tive and  stay  that  way  continue  to  have  a gen- 
erally good  outcome.  Those  who  are  steroid- 
sensitive  and  become  steroid-dependent  or  -resis- 
tant require  different  management.  These  latter 
patients  either  have  an  underlying  infection  or 
new  ohanges  in  their  glomeruli,  such  a focal 
glomerulosclerosis.  It  is  these  patients  who  need 


FIGURE  3 

Status  of  163  patients  with  nephrotic  syndrome-. 
I,  well;  II,  trace  of  proteinuria — no  edema;  III,  pro- 
teinuria and  edema  for  less  than  three  months 
asymptomatic  under  corticosteroids;  IV,  clinical 
nephrotic  syndrome;  V,  chronic  nephritis;  VI,  dead; 
VII,  lost  to  follow-up.  The  shaded  area  represents 
the  groups  which  showed  continued  activity. 

From  Schwartz,  MW,  Schwartz,  GJ,  and  Cornfeld,  David:  A 
16-year  follow-up  study  of  163  children  with  nephrotic  syndrome. 
PED  54:550  1974. 


further  investigation,  including  a careful  search 
for  infection  and,  if  that  is  not  found,  renal  bi- 
opsy to  describe  their  glomerular  pathology. 

Management  by  Steroids 

It  can  readily  be  seen  that  steroids  play  an 
important  role  in  the  management  of  nephrosis; 
however,  there  are  many  side  effects  that  steroids 
produce.  Some  of  these  side  effects  are  minor 
and  should  not  deter  the  physician  from  con- 
tinuing their  use — mild  delay  in  growth,  Cushin- 
goid features,  and  hirsutism  can  be  tolerated; 
however,  if  complications  such  as  hypertension, 
cataracts,  or  severe  growth  retardation  occur, 
other  modalities  of  treatment  should  be  consid- 
ered. At  present  then  we  are  changing  these 
patients  to  immunosuppressive  treatment  with 
agents.  Azathioprine  (Imuran — Burroughs- Well- 
come), or  cyclophosphamide  (Cytoxan — Mead 
Johnson),  or  chlorambucil  ( Leukeran— Bur- 
roughs-Wellcome)  are  used  in  various  centers. 
We  have  found  Imuran  of  no  real  benefit.  How- 
ever, cyclophosphamide  (Cytoxan)  has  been  very 
effective  in  a number  of  patients.  After  experi- 
menting with  different  protocols,  we  use  a 2-3 
mg/kg  for  a maximum  of  eight  weeks.  It  seeans 
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better  tolerated  when  used  along  with  modest 
doses  of  prednisone.  A recent  article  in  the 
Journal  of  Pediatrics  reports  that  60  to  70%  of 
the  patients  treated  with  Cytoxan  have  a full 
remission  for  two  years.2  However,  cyclophospha- 
mide is  not  without  risk  too.  The  major  areas  of 
concern  are  alopecia,  bone  marrow  depression, 
and  hemorrhagic  cystitis.  The  alopecia  is  not 
permanent.  Bone  marrow  depression  is  best 
monitored  initially  by  twice  weekly  blood  counts. 
Hemorrhagic  cystitis  is  forestalled  by  forced 
diuresis  with  increased  fluid  intake.  Several  years 
ago  reports  of  sterility  and  carcinomas  of  the 
bladder  caused  a re-appraisal  of  the  use  of 
cyclophosphamide,  and  it  was  recommended  that 
the  drug  be  withheld  from  routine  steroid-sensi- 
tive patients  and  used  only  in  patients  unrespon- 
sive to  steroids  or  developing  severe  side  effects. 
In  general,  patients  resistant  to  prednisone  will 
also  be  resistant  to  immunosuppressives,  but 
there  are  a few  patients  who  do  better  on  im- 
munosuppressives and  there  are  others  who  after 
immunosuppressive  treatment,  will  become 
steroid-sensitive  again. 

Chlorambucil  has  recently  been  reported  to  be 
effective  in  childhood  nephrosis.  The  side  effects 
problems  are  felt  not  to  be  as  bad  as  those  of 
Cytoxan.  However,  the  data  is  still  not  complete 
as  the  report  in  the  New  England  Journal  of 
Medicine  does  not  have  either  a large  population 
treated  or  long  enough  follow-up  to  make  final 
conclusions.3 

Review  of  Sample  Patients 

Getting  back  to  our  five  sample  patients,  I think 
that  we  have  now  been  able  to  review  enough 
facts  to  help  make  some  good  management  de- 
cisions. 

The  first  patient  who  was  asking  about  a prog- 
nosis can  now  be  told  that  the  prognosis  at  this 
time  is  difficult  to  indicate.  In  the  child’s  favor 
is  the  age  of  onset,  two;  however,  we  still  have 
to  await  the  response  to  steroids  before  we  can 
make  any  comment  on  prognosis.  If  he  is  steroid- 
sensitive,  he  certainly  would  be  at  this  time  in 
a very  good  group.  If  he  is  steroid-resistant,  we 
have  to  await  further  investigation  and  renal 
biopsy  before  we  make  any  predictions. 

The  second  patient  is  steroid-sensitive  and 
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does  not  need  a renal  biopsy  now.  Patients  who 
are  steroid-sensitive  usually  have  normal  glom- 
eruli. I would  reserve  renal  biopsies  for  those 
patients  who  are  steroid-resistant  or  those  who 
require  immunosuppressive  therapy  because  of 
steroid  toxicity. 

For  the  third  patient,  who  had  been  off  steroids 
and  now  has  flared.  I would  withhold  steroids 
at  this  time.  It  is  very  common  to  see  patients 
who  have  been  in  remission  develop  proteinuria 
with  infections  or  mild  trauma.  I give  them  five 
days  to  clear  on  their  own.  If  they  develop 
edema,  I immediately  begin  treatment.  Other- 
wise we  observe  daily  weights  and  urine  protein 
to  watch  the  evolution  of  the  activity.  By  far, 
most  clear  without  prednisone.  Important  in 
checking  this  patient  who  has  flared  up  is  a care- 
ful search  by  physical  exam  for  infection — a skin 
infection,  a urinary  tract  infection,  or  lower  or 
upper  respiratory  infection.  I would  inquire 
about  recent  injections  or  skin  trauma  such  as 
sunburn,  or  a flare-up  of  an  allergic  condition,  all 
of  which  have  been  associated  with  relapses.  I 
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would  also  ascertain  the  compliance  of  the  family 
in  giving  the  medicine  in  the  past.  I would  have 
concern  about  a change  in  glomerular  morph- 
ology  for  with  a second  relapse  the  question  of  a 
renal  biopsy  arises.  I would  not  recommend 
renal  biopsy  at  this  time  if  the  patient  remains 
steroid-sensitive  since  the  odds  are  that  steroid- 
sensitive  patients  have  minimal  changes. 

The  fourth  patient  has  been  on  steroids  for 
four  years  and  is  now  steroid  toxic  (hyperten- 
sion). This  patient  qualifies  for  immunosup- 
pressive drugs;  I would  elect  to  use  cyclophos- 
phamide or  chlorambucil  for  an  eight-week 
course. 

The  last  patient,  the  13-year-old  who  develops 
nephrotic  syndrome,  is  different  from  the  others 
I have  been  discussing.  This  patient  is  older  at 
onset  and  of  an  age  in  which  about  one-third  of 
patients  will  be  steroid-sensitive  and  have  mini- 
mal changes  on  their  biopsy.  He  should  undergo 
a renal  biopsy  so  that  we  can  estimate  whether 
or  not  he  should  be  subjected  to  steroids.  In 
general,  patients  of  this  age  have  approximately 
a 30%  chance  of  showing  focal  sclerosis  which  is 


not  sensitive  to  prednisone  and  should  be  man- 
aged with  diuretics  rather  than  corticosteroids. 

Summary 

We  have  reviewed  five  clinical  situations  in 
nephrotic  patients  which  require  management 
decisions.  The  facts  needed  were  reviewed.  First 
the  physician  must  know  the  typical  course  of  the 
usual  childhood  nephrosis  and  compare  the  pa- 
tient in  question  with  it.  Patients  who  have  an 
early  onset  (before  age  six),  are  responsive  to 
steroids,  and  have  no  evidence  of  nephritis  have 
a good  prognosis.  Patients  are  described  as 
steroid-sensitive,  -dependent,  or  -resistant.  If 
responsiveness  to  steroids  changes,  this  should  be 
investigated  further  to  find  the  cause.  In  general 
this  will  be  a change  in  glomerular  morphology. 
In  general,  patients  do  not  require  renal  biopsy 
unless  they  have  an  older  age  of  onset,  or  a 
change  in  their  clinical  course,  or  develop  neph- 
ritic elements. 
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PROCEEDINGS  OF  THE 
HOUSE  OF  DELEGATES,  1977 


MEDICAL  SOCIETY  OF  DELAWARE 


The  188th  Annual  Meeting  of  the  House  of  Dele- 
gates, Medical  Society  of  Delaware,  was  called  to 
order  at  the  Delaware  Academy  of  Medicine,  Wil- 
mington, Delaware,  on  Friday,  October  14,  1977, 
at  1:00  p.m.,  C.  E.  Graybeal,  M.D.,  President,  presid- 
ing. 

A quorum  was  declared. 

A motion  was  made,  seconded,  and  approved  to 
accept  the  minutes  of  the  1976  Session. 

(All  reports  were  accepted  as  published  unless 
otherwise  noted.) 

REPORTS  OF  THE  OFFICERS 

REPORT  OF  THE  PRESIDENT 

I am  pleased  to  report  that  the  past  year  has  been 
one  of  relative  quietude  for  the  Medical  Society  of 
Delaware.  We  have  dealt  with  a wide  variety  of 
problems,  and  this  report  will  cover  the  highlights 
of  the  more  important  activities  of  the  past  year. 

Early  in  the  year  we  were  faced  with  considerable 
adverse  publicity  and  reactions  following  exposure  of 
a fee  which  seemed  unreasonable  to  the  public  and 
to  many  in  our  profession.  Recognizing  our  respon- 
sibility to  restrain  the  rapid  escalation  of  physicians’ 
fees,  and  to  assure  that  professional  fees  of  the  various 
specialties  bear  a fair  relationship  to  each  other,  we 
created  an  Ad  Hoc  Committee  to  deal  with  this 
problem.  Working  within  the  framework  of  our 
individual  contracts  with  Blue  Cross-Blue  Shield, 
Inc.,  a mechanism  was  developed  to  limit  the  increase 
of  the  90th  percentile  of  the  UC  prevailing  fee  pro- 
gram. This  mechanism  restrained  the  upward  move- 
ment of  the  90th  percentile  to  6%,  but  did  not  re- 
strain the  upward  movement  of  fees  below  the  90th 
percentile.  Thus,  we  attempted  to  restore  some  de- 
gree of  fairness  to  all  participating  physicians.  A 
mechanism  was  provided  for  appeal  to  our  Medical 
Review  Committee  by  those  individuals  or  groups 
with  unusual  or  special  circumstances  which  might 
justify  a greater  increase  in  the  90th  percentile. 


This  action  proved  to  be  a positive  public  relations 
issue  and  gained  our  Society  national  publicity  for  its 
positive  efforts  at  fee  restraint.  Later  it  proved  to 
have  been  a very  timely  action  when  the  insurance 
commissioner  and  Blue  Cross-Blue  Shield,  Inc.  became 
embroiled  in  their  arguments  regarding  the  increase 
in  insurance  premiums.  Our  prior  voluntary  action 
defused  the  strong  criticism  by  the  commissioner  of 
rapidly  rising  physicians’  fees.  More  needs  to  be  done 
to  promote  some  equity  and  fairness  of  fees  among 
the  various  specialties.  The  successful  action  of  the 
FTC  against  the  use  of  relative  value  scales  by  several 
specialty  societies  has  created  a real  roadblock  to  solv- 
ing the  problem  of  a fair  division  of  the  Blue  Shield 
pie. 

The  really  good  news  this  year  is  from  Aetna  re- 
garding a reduction  of  premium  rates  for  the  coming 
year,  extension  of  our  liability  insurance  coverage 
through  1979,  and  a return  of  dividends  based  on  the 
past  five  years’  experience  and  amounting  to  approxi- 
mately 16%  of  last  year’s  premium. 

It  is  probably  premature  to  apportion  the  credit 
for  this  very  welcome  turn  of  events.  The  Malprac- 
tice Act  appears  to  be  functioning  successfully  with 
the  Medical  Review  Panels  having  heard  several  cases. 
The  constitutionality  of  the  Medical  Review  Panel 
has  not  yet  been  tested  in  the  courts  of  Delaware. 
In  other  states  where  it  has  been  tested  it  has  been 
held  unconsitutional  in  some,  and  constitutional  in 
others. 

Our  District  Review  Panels  that  were  developed 
in  conjunction  with  Aetna  have  been  active  and  ap- 
pear to  be  both  educational  and  a functionally  suc- 
cessful part  of  our  program  to  deal  with  the  malprac- 
tice problem.  Our  ongoing  loss-control  education 
has  also  been  an  important  element  of  our  program. 
The  Liability  Insurance  Committee  is  to  be  com- 
mended for  their  successes  in  this  area. 

The  Board  of  Trustees  has  heard  two  requests  for 
Society  support  of  countersuits  to  what  were  thought 
to  be  unwarranted  and  frivolous  malpractice  suits. 
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We  have  obtained  an  individual  legal  assessment  and 
opinion  in  one  case,  and  we  will  continue  to  try  to 
stay  abreast  of  developments  in  this  area.  This  is 
unbroken  legal  ground  in  the  state  of  Delaware,  and 
it  is  important  that  we  proceed  slowly  and  cautiously. 

The  Board  of  Trustees  was  active  in  legislation  at 
the  State  level  and  took  position  on  the  many  and 
various  bills  related  to  the  health  field.  Having  Mr. 
Ned  Davis  as  our  legislative  consultant  has  proven 
to  be  very  worthwhile  in  the  legislative  arena. 

Many  bills  related  to  our  Malpractice  Act  were 
still  in  committee  at  the  adjournment  of  the  General 
Assembly.  Although  some  of  the  amendments  might 
be  acceptable  to  the  Society,  we  are  opposed  to  ex- 
posing the  current  Malpractice  Act  to  possible  de- 
struction by  amendment. 

Among  other  things  the  State’s  budgetary  problems 
resulted  in  a significant  salary  cut  for  the  heads  of 
the  Divisions  of  Public  Health  and  Mental  Health. 
We  felt  that  it  was  necessary  to  have  these  salaries 
restored  in  order  to  attract  qualified  personnel,  and 
we  joined  a successful  effort  to  restore  the  salaries. 

We  also  have  seen  the  DIMER  funds  severely  cut 
as  a result  of  budget  problems.  It  is  too  early  to 
assess  the  full  impact  of  these  cuts  on  the  future 
health  needs  of  the  people  of  this  State,  but  it  cannot 
help  but  be  detrimental. 

With  the  help  of  Mr.  Ned  Davis,  our  legislative 
consultant,  and  in  conjunction  with  DELPAC,  and 
the  Auxiliary  to  the  Medical  Society  of  Delaware,  we 
cosponsored  a successful  legislative  day  in  Dover  on 
April  20,  1977.  We  were  pleased  to  have  Governor 
duPont,  Lt.  Governor  McGinnis,  and  leaders  of  both 
parties  at  a luncheon  meeting  to  discuss  the  issues 
of  concern  to  our  Society.  Following  the  luncheon, 
members  of  the  Auxiliary  and  our  Society  attended  a 
session  of  the  General  Assembly,  and  Dr.  Robert  Abel 
organized  a highly  successful  glaucoma  testing  pro- 
gram for  the  legislators  and  their  staff. 

The  Board  of  Trustees  of  the  Medical  Society  of 
Delaware  has  approved  a preliminary  proposal  which 
has  as  its  goal  the  salvage  of  doctors  disabled  by 
reason  of  drug  or  alcohol  abuse,  or  by  reason  of 
mental  disability.  The  proposal  has  the  approval  of 
the  Board  of  Medical  Practice  of  Delaware  and  will 
be  presented  to  the  House  of  Delegates  for  its  ap- 
proval. 

One  of  the  overriding  issues  at  the  AMA  annual 
meeting  was  whether  or  not  the  AMA  should  have 
a national  health  insurance  bill  of  its  own  in  order 
to  be  effective  fighting  other  NHI  bills  placed  before 
Congress.  By  resolution  the  AMA  was  requested  to 
poll  the  states  as  to  whether  or  not  their  membership 
supports  the  position  of  the  AMA.  Our  Board  of 
Trustees  has  presented  a resolution  on  this  matter  to 
be  considered  by  this  House  of  Delegates. 


I am  pleased  to  report  that  the  MSD  has  been 
provisionally  approved  for  one  year  as  an  accrediting 
agency  for  CME  approved  programs.  Dr.  Martz  and 
the  Committee  on  Continuing  Education  are  to  be 
commended  for  their  successful  efforts  in  this  area. 

The  Board  of  Trustees  has  recommended,  and  sent 
to  the  House  for  approval,  a dues  increase  of  $10.00 
per  year.  The  increased  revenue  will  permit  the  MSD 
to  continue  to  expand  its  efforts  in  areas  of  medical 
liability  loss  control,  but  will  not  be  restricted  to  this 
particular  area  of  activity. 

The  activities  mentioned  above  are  but  a few 
highlights  of  the  many  items  of  business  dealt  with 
during  the  past  year.  These  and  many  others  will 
be  presented  in  more  detail  by  the  various  committee 
reports  to  follow. 

I am  pleased  to  be  able  to  report  to  you  that  our 
organization  is  in  good  health.  Our  Board  of  Trustees 
is  a hard-working,  cooperative  group,  dedicated  to 
the  ideals  of  our  profession,  and  genuinely  concerned 
with  the  problems  facing  our  Society  and  its  mem- 
bership. Our  treasurer,  Dr.  Peter  Coggins,  continues 
to  do  a superb  job  of  watching  over  our  funds. 

I would  like  to  take  this  opportunity  to  thank 
the  staff,  committee  chairmen,  and  all  committee 
members,  and  all  of  those  who  contributed  to  the 
affairs  and  the  effectiveness  of  this  Society.  It  should 
be  obvious  to  all  that  we  must  continue  to  promote 
active  participation  to  strengthen  organized  medicine 
at  all  levels,  and  your  continued  support  of  the  MSD 
will  be  even  more  essential  in  the  coming  years. 

Lastly,  I want  to  thank  the  entire  membership  of 
the  Medical  Society  of  Delaware  for  the  honor  and 
privilege  of  having  served  as  your  President  during 
the  past  year. 

C.  E.  Graybeal,  M.D. 

President 

(This  report  was  filed.) 

REPORT  OF  THE  SECRETARY 

There  were  one  hundred  seventy-four  meetings 
held  this  year  including  today’s  meeting.  Eleven 
meetings  were  devoted  to  the  transaction  of  business 
matters  by  the  Board  of  Trustees.  The  Society  office 
made  preparations  for  one  hundred  sixty-three  meet- 
ings. 

There  was  a seminar  in  November  entitled  "De- 
pression in  the  Aging.”  The  Medical  Society  sponsored 
Legislative  Day  on  April  20  in  Dover.  The  con- 
sensus was  that  the  day  was  very  worthwhile  and 
should  be  an  annual  event.  All  business  transacted 
by  the  Society  has  been  recorded  in  the  minutes  as 
presented  by  the  Secretary. 

The  total  membership  as  of  September  22  is  as 
follows: 
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1977 

Dues-Paying 

Members 

Dues-Exempt 

Members 

Total 

Kent 

58 

11 

69 

New  Castle 

466 

75 

541 

Sussex 

85 

14 

99 

609 

100 

709 

1976 

Dues-Paying 

Members 

Dues-Exempt 

Members 

Total 

Kent 

60 

9 

69 

New  Castle 

437 

72 

509 

Sussex 

78 

15 

93 

575 

96 

671 

The  Society  this  year  welcomed  20  osteopathic 
physicians  into  membership. 

The  Society  has  had  117  inquiries  from  physicians 
seeking  placement  in  Delaware.  The  office  has  cor- 
responded with  these  persons  and  acted  as  the  liaison 
between  them  and  local  physicians  seeking  associates. 
Complimentary  ads  have  been  placed  in  the  Delaware 
Medical  Journal  for  doctors  seeking  local  opportuni- 
ties. The  office  requests  that  phycicians  seeking  as- 
sociates so  inform  it. 

Joseph  E.  Belgrade,  M.D. 

Secretary 

(This  report  was  filed.) 

REPORT  OF  THE  TREASURER 

The  financial  picture  of  the  Medical  Society  of 
Delaware  improved  considerably  during  1977  because 
of  a multiplicity  of  factors  including  a tightening 
of  expenditures  by  the  Board  of  Trustees,  the  fortu- 
itous reimbursement  of  Society  expended  contract 
bargaining  legal  fees  by  Blue  Cross  of  Delaware,  the 
addition  of  some  twenty  dues-paying  members  to  the 
Society  during  the  year,  an  increase  in  the  interest 
rate  obtained  on  Society  escrow  funds,  and  the  im- 
provement in  the  Society’s  stock  portfolio. 

We  have  been  fortunate  in  placement  of  the  So- 
ciety’s custodial  funds  at  rates  up  to  7.5%.  It  is 
anticipated  that  with  rising  interest  rates,  this  figure 
might  be  enhanced  during  the  1977-78  fiscal  year. 
The  accompanying  portfolio  managed  by  Richard 
West  of  Brittingham  through  September  12,  1977 
reveals  the  account  value  to  be  up  5 3.5%  versus  an 
increase  of  only  28.2%  for  the  Dow- Jones  Industrial 
Average.  For  the  year  to  date  the  account  value  is 
up  4.7%  versus  a 15.0%  decrease  in  the  Dow- Jones 
Industrial  Average.  The  total  account  value  as  of 
September  12,  1977  was  approximately  $39,500. 

For  the  1977-78  fiscal  year,  we  are  projecting  a 
total  budget  of  $129,892.  We  are  confident  that  with 


stringent  expenditure  controls,  we  can  maintain  a 
balanced  budget  without  relying  on  unique  fortu- 
itous income-producing  circumstances. 

Peter  R.  Coggins,  M.D. 

T reasurer 

(This  report  was  filed  subject  to  audit.) 


MEDICAL  SOCIETY  OF  DELAWARE 
INTERIM  TREASURER’S  REPORT 


September  12,  1977 

Balance 

December  31,  1976 
Delaware  Trust  Company 
Receipts 


Dues 

$108,202.00 

Negotiating 

Workshop 

300.00 

Addressograph 

75.00 

Legislative  Day 

113.00 

Interest 

11,979.29 

TOTAL  RECEIPTS 

Transfer  for  Interest  Purposes 

Disbursements 

Office  Personnel 

Employee  Benefits 

$ 3,716.33 

Employer  taxes 

2,125.94 

Salaries 

38,297.87 

Office  Operation 

Contribution  to  the 

Academy  

$ 6,412.25 

Printing,  Postage, 

Stationery,  Tele- 

phone, Supplies 

7,347.66 

Audit 

1,670.00 

Insurance  and  Con- 

tracts — Xerox 

3,873.57 

Storage 

104.00 

Miscellaneous 

420.75 

Travel 

AMA  Delegate  and 

Contingency 

5,696.92 

Subscriptions  and 

Dues 

520.35 

Contributions 

2,000.00 

Educational  Fund 

1,500.00 

Legal  Counsel 

175.00 

Public  Relations 

Ned  Davis 

Associates 

5,261.43 

Committees  and 

Contingency 

3,568.50 

Dues  Rebate 

New  Castle  County 

Medical  Society 

573.70 

TOTAL  DISBURSEMENTS 
Transfer  for  Interest  Purposes 
Special  Funds 

Medical  Benevolence 


1,262.56 


120,669.29 

63,500.00 


83,264.77 

105,589.10 
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Fund 

Medical  Legal 
Defense  Fund 
Education  Fund 


$ 1,797.95 

1,729.00 

3,617.71 


ESCROW 

' FUNDS 

Receipts 

AMA  Dues  $ 

91,125.00 

Delaware  Medical 
Journal 

6,050.00 

Kent  County 

1,160.00 

Sussex  County 

850.00 

DELPAC 

2,730.00 

Blood  Bank 

693.00 

Annual  Meeting — 
Grants 

1,700.00 

Exhibits  

2,000.00 

10-14  Lunch;  10-15 
Breakfast,  Lunch, 
Dinner 

195.00 

Education  Fund 

3,040.00 

Medical  Benevolence 
Fund 

609.00 

Medical  Legal  De- 
fense Fund 

609.00 

AMA  Rebate 

631.88 

Other  Grants 

950.00 

Roster — Kent  and 
Sussex  Counties 

57.00 

Miscellaneous 

52.50 

TOTAL  RECEIPTS 
Reimbursed  Expense 
Disbursements 

DELPAC  $ 

2,730.00 

Blood  Bank 

649.00 

AMA  Dues 

91,750.00 

Delaware  Medical 
Journal 

6,050.00 

Annual  Meeting 

285.89 

TOTAL  DISBURSEMENTS 
Reimbursible  Expense 
Balance 

Delaware  Trust  Company 
September  12,  1977 


$ 112,452.38 
2,387.32 


$ 101,464.89 
2,513.14 


$ 7,439.65 


Peter.  R.  Coggins,  M.D. 

T reasurer 


(See  related  charts  on  page  710.) 


REPORT  OF  THE  BOARD  OF  TRUSTEES 

Since  the  1976  Flouse  of  Delegates  meeting  the 
Board  of  Trustees  has  met  monthly  with  the  ex- 
ception of  July.  Forty-four  Committee  reports  were 
considered  by  the  Board  in  addition  to  many  items 
of  a continuing  interest  or  urgency,  such  as  National 
Flealth  Insurance  and  substance  abuse. 

The  Board  received  a briefing  from  Mr.  Jan  De- 
Long  on  the  working  of  the  Health  Systems  Agency 
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Tablets  _ _ 

Percocet  -5  (j£ 

DESCRIPTION  Each  tablet  of  PERC0CET®-5  con- 
tains 5mg  oxycodone  hydrochloride  (WARNING: 
May  be  habit  forming),  325mg  acetaminophen 
(APAP). 

INDICATIONS  For  the  relief  of  moderate  to  moder- 
ately severe  pain. 

CONTRAINDICATIONS  Hypersensitivity  to  oxyco- 
done or  acetaminophen. 

WARNINGS  Drug  Dependence  Oxycodone  can  pro- 
duce drug  dependence  of  the  morphine  type  and, 
therefore,  has  the  potential  for  being  abused.  Psy- 
chic dependence,  physical  dependence  and  toler- 
ance may  develop  upon  repeated  administration  of 
PERC0CET<s-5,  and  it  should  be  prescribed  and 
administered  with  the  same  degree  of  caution 
appropriate  to  the  use  of  other  oral  narcotic-contain- 
ing medications.  Like  Other  narcotic-containing 
medications,  PERC0CET®-5  is  subject  to  the  Federal 
Controlled  Substances  Act. 

Usage  in  ambulatory  patients  Oxycodone  may 
impair  the  mental  and/or  physical  abilities  required 
for  the  performance  of  potentially  hazardous  tasks 
such  as  driving  a car  or  operating  machinery  The 
patient  using  PERC0CET®-5  should  be  cautioned 
accordingly 

Interaction  with  other  central  nervous  system 
depressants  Patients  receiving  other  narcotic  anal- 
gesics, general  anesthetics,  phenothiazines,  other 
tranquilizers,  sedative-hypnotics  or  other  CNS 
depressants  (including  alcohol)  concomitantly  with 
PERC0CET?-5  may  exhibit  an  additive  CNS  depres- 
sion. When  such  combined  therapy  is  contempla- 
ted, the  dose  of  one  or  both  agents  should  be 
reduced. 

Usage  in  pregnancy  Safe  use  in  pregnancy  has  not 
been  established  relative  to  possible  adverse  effects 
on  fetal  development.  Therefore,  PERC0CET®-5 
should  not  be  used  in  pregnant  women  unless,  in 
the  judgment  of  the  physician,  the  potential  benefits 
outweigh  the  possible  hazards. 

Usage  in  children  PERC0CET®-5  should  not  be 
administered  to  children. 

PRECAUTIONS  Head  injury  and  increased  intra- 
cranial pressure  The  respiratory  depressant  effects 
of  narcotics  and  their  capacity  to  elevate  cerebro- 
spinal fluid  pressure  may  be  markedly  exaggerated 
in  the  presence  of  head  injury,  other  intracranial 
lesions  or  a pre-existing  increase  in  intracranial 
pressure.  Furthermore,  narcotics  produce  adverse 
reactions  which  may  obscure  the  clinical  course  of 
patients  with  head  injuries. 

Acute  abdominal  conditions  The  administration  of 
PERC0CET®-5  or  other  narcotics  may  obscure  the 
diagnosis  or  clinical  course  in  patients  with  acute 
abdominal  conditions. 

Special  risk  patients  PERC0CET®-5  should  be 
given  with  caution  to  certain  patients  such  as  the 
elderly  or  debilitated,  and  those  with  severe  impair- 
ment of  hepatic  or  renal  function,  hypothyroidism, 
Addison's  disease,  and  prostatic  hypertrophy  or 
urethral  stricture. 

ADVERSE  REACTIONS  The  most  frequently 
observed  adverse  reactions  include  light-headed- 
ness , dizziness,  sedation,  nausea  and  vomiting. 
These  effects  seem  to  be  more  prominent  in  ambu- 
latory than  in  nonambulatory  patients,  and  some  of 
these  adverse  reactions  may  be  alleviated  if  the 
patient  lies  down. 

Other  adverse  reactions  include  euphoria,  dys- 
phoria, constipation,  skin  rash  and  pruritus. 

DOSAGE  AND  ADMINISTRATION  Oosage  should  be 
adjusted  according  to  the  severity  of  the  pain  and 
the  response  of  the  patient.  It  may  occasionally  be 
necessary  to  exceed  the  usual  dosage  recom- 
mended below  in  cases  of  more  severe  pain  or  in 
those  patients  who  have  become  tolerant  to  the 
analgesic  effect  of  narcotics.  PERC0CET!-5  is  given 
orally.  The  usual  adult  dose  is  one  tablet  every  6 
hours  as  needed  for  pain. 

DRUG  INTERACTIONS  The  CNS  depressant  effects 
of  PERC0CET?-5  may  be  additive  with  that  of  other 
CNS  depressants.  See  WARNINGS. 

DEA  Order  Form  Required. 
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Acetaminophen 
with  the  narcotic 
difference 


Reliable  oral  narcotic  analgesia . . . 

The  narcotic  component  in  PERCOCET®-5 
is  oxycodone,  which  is  readily  absorbed  and  provides 
dependable  oral  analgesia  — usually  within  15  to 
30  minutes.  Oxycodone  can  produce  drug  depend 
ence  of  the  morphine  type  and  should  be  prescribed 
with  the  same  degree  of  caution  appropriate  to  the 
use  of  other  narcotic-containing  medications. 


. . . aspirin  free 

Acetaminophen  is  a non-narcotic  analgesic 
widely  used  for  aspirin-sensitive  patients.  Equivalent 
to  aspirin  in  analgesia,  it  complements  the  pain  relief 
provided  by  oxycodone. 

The  usual  dose  of  PERCOCETe-5  is  one 
tablet  every  six  hours,  providing  convenience  and 
economy  for  your  patients.  PERCOCET R -5  is  ideally 
suited  for  your  patients  with  aspirin  sensitivity, 
with  hemostatic  disturbance,  with  peptic  ulcer  or  on 
anticoagulation  therapy. 


Tablets 


Percocet-5 


each  scored  tablet  contains  5 mg  oxycodone  HCI 
(WARNING:  may  be  habit  forming)  and  325  mg 
acetaminophen 

When  aspirin  is 
contraindicated. 
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PERFORMANCE  MONITOR 
MEDICAL  SOCIETY  OF  DELAWARE 


Dow  Jones  Cumulative  Cumulative 


Date 

Industrial  Average 

Period  Change 

Change 

Unit  Value 

Period  Change 

% Changi 

8-28-74 

666.61 

— 

— 

9.96 

— 

— 

12-31-74 

616.24 

( 7.6) 

( 7.6) 

9.93 

( -3) 

( -3) 

3-31-75 

768.15 

24.7 

15.2 

13.00 

30.9 

30.5 

6-30-75 

878.99 

14.4 

31.9 

15.40 

18.5 

54.6 

9-30-75 

793.88 

( 9.7) 

19.1 

12.99 

(15.6) 

30.4 

12-31-75 

852.41 

7.4 

27.9 

13.46 

3.6 

35.1 

3-31-76 

999.45 

17.2 

49.9 

14.65 

8.8 

47.1 

6-30-76 

1,002.79 

.3 

50.4 

14.47 

( 1.2) 

45.3 

9-30-76 

990.19 

( 1.3) 

48.5 

14.39 

( -6) 

44.5 

12-31-76 

1,004.65 

1.5 

50.7 

14.60 

1.5 

46.6 

3-31-77 

919.13 

( 8.5) 

37.9 

14.62 

.1 

46.8 

6-30-77 

916.30 

.3 

37.5 

15.86 

IA 

oo 

59.2 

MEDICAL  SOCIETY  OF  DELAWARE 
STOCK  PORTFOLIO 
JUNE  30,  1977 


Yield 


Unit 

Market 

Cost 

Market  Income 

Total 

on 

Percent 

Quan. 

Security 

Cost 

Cost 

Price 

Pr.  Index 

Value 

Rate 

Income 

Market 

Portfolio 

400 

Bodin  Apparel 

2,701.93 

6.75 

5.375 

80 

2,150.00 

.40 

160 

7.4 

5.2 

500 

American  Family 

Corp. 

4,713.19 

9.43 

13.625 

144 

6,812.50 

.40 

200 

2.9 

16.6 

100 

White  Motor 

817.50 

8.18 

8 

98 

800.00 

— 

— 

— 

2.0 

200 

Brunswick 

3,101.54 

15.51 

13.875 

89 

2,775.00 

.60 

120 

4.3 

6.8 

500 

Transcontinental 

Oil 

3,175.05 

6.35 

8.25 

130 

4,125.00 

— 

— 

— 

10.1 

200 

Houston  Industries 

6,791.59 

33.96 

33.875 

100 

6,775.00 

1.76 

352 

5.2 

16.5 

200 

NCR  Corp. 

7,094.94 

35.47 

36.75 

104 

7,350.00 

.80 

160 

2.2 

17.9 

400 

Scientific  Atlanta 

7,485.38 

18.71 

19.125 

102 

7,650.00 

.12 

48 

.6 

18.7 

100 

Whirlpool  Corp. 

2,706.93 

27.07 

24.5 

91 

2,450.00 

1.00 

100 

4.1 

6.0 

38,588.05 

40,887.50 

1,140 

2.8 

99.7 

Cash 

104.85 

104.85 

.3 

Total  Portfolio 

38,692.90 

40,992.35 

1,140 

2.8 

100.0 

UNITS  — 2,5  84 
UNIT  VALUE  — $15.86 


established  by  PL93-641.  At  another  meeting  Ben 
Corballis,  M.D.  reviewed  for  the  Trustees  efforts  in 
Delaware  to  implement  PL94-573,  which  will  set  up 
a nationwide  emergency  medical  system.  He  ex- 
plained the  mandated  areas  Delaware’s  emergency 
medical  plan  will  have  to  cover  and  the  target  patient 
groups  to  be  provided  for. 

The  Board  considered  and  endorsed  a Delaware 
physician  survey  to  be  undertaken  by  the  State  Pro- 
fessional Licensing  Board  to  determine  physician  man- 
power availability  and  needs  in  Delaware.  The  So- 
ciety will  review  the  returned  questionnaires  for 
completeness  before  sending  them  to  the  University 
of  Delaware  for  computerization. 


The  Board  of  Trustees  considered  an  invitation  to 
join  a Coalition  of  the  Southeastern  States  for  pur- 
poses of  discussion,  caucus,  and  increased  voting 
strength  for  the  AMA  House  of  Delegates.  The 
Board  decided  in  favor  of  applying  for  membership, 
application  was  made,  and  approval  was  granted  by 
the  Coalition  at  the  June  1977  AMA  Annual  Meet- 
ing. The  Medical  Society  of  Delaware’s  representa- 
tives will  be  able  to  participate  fully  with  the  Coali- 
tion at  the  December  Clinical  Meeting  of  the  AMA 
House  of  Delegates,  and  it  is  anticipated  that  this 
will  tend  to  strengthen  our  lone  vote. 

Through  Board  action  the  Medical  Society  of  Dela- 
ware joined  with  the  other  Aetna-insured  states  in 
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protesting  Aetna’s  removal  of  physician  consent  to 
settlement  of  claims.  As  a result  Aetna  modified  its 
stand  somewhat  so  that  a physician  may  take  his 
objection  to  a Claim  Defense  Panel,  whose  recom- 
mendation Aetna  will  consider  before  the  final  de- 
cision to  defend/settle  is  made. 

Much  Board  time  went  into  consideration  of 
medico-legal  and  liability  insurance  matters;  support 
of  local  physicians  wanting  to  countersue,  the  ad- 
visability and  practicality  of  countersuit,  the  prom- 
ised rebate  from  Aetna,  and  the  stability  of  the 
1978  liability  insurance  fees. 

Legislating  versus  establishing  guidelines  for  the 
care  of  the  comatose,  non-cognitive  patient  was  con- 
sidered by  the  Board.  The  consensus  of  the  Board 
was  that  it  would  be  preferable  to  set  up  guidelines 
to  be  followed  by  physicians  and  to  explore  this  con- 
cept with  representatives  of  the  Association  of  Dela- 
ware Hospitals,  D.O.’s,  M.D.’s,  the  State  Supreme 
Court,  and  the  Attorney  General  so  that  appropriate 
steps  can  be  taken  to  implement  the  procedure  in 
Delaware. 

Endorsement  of  a SMAC  (Southbridge  Medical 
Activities  Committee)  grant  application  to  start  a 
community  health  center  in  South  Wilmington  was 
granted,  but  endorsement  of  a grant  application  by 
the  Burn  Foundation  of  Greater  Delaware  Valley  to 
study  burn  injuries  was  denied. 

No  attempt  has  been  made  to  cover  the  highlights 
of  the  year  mentioned  in  the  report  of  the  President. 

The  length  of  the  average  Trustees’  meeting  con- 
tinues to  be  between  three  and  a half  and  four  hours 
as  new  problems  continue  to  clamor  for  attention. 
The  Society  is  indeed  fortunate  to  have  dedicated 
physicians  willing  to  give  up  this  amount  of  time 
(besides  time  spent  in  preparation  for  the  meetings) 
in  working  for  the  common  good  of  the  profession. 

Anne  Shane  Bader 
Executive  Director 

REPORT  OF  THE  AMA  DELEGATE 

1976  CLINICAL  MEETING 

I plan  to  divide  this  report  into  two  parts.  At 
the  same  time,  I will  try  to  answer  questions  as  they 
may  be  presented  at  any  time,  where  possible. 

PART  I 

This  first  report  will  deal  with  the  material  re- 
viewed by  the  House  of  Delegates  which  was  not 
finalized  and  which  in  fact  needs  input  from  each 
supporting  State  Society  and  each  State  Society’s 
members  before  a final  decision  is  made: 

Work  of  Reference  Committee  on  Constitution 
and  Bylaws. 


( 1 ) Referred  to  the  Board  of  Trustees  and  Council 
on  Long  Range  Planning  and  Development  a reso- 
lution that  suggested  the  organizational  structure 
be  changed  to  provide  for  a full-time  salaried  presi- 
dent. 

Work  of  Reference  Committee  A. 

(2)  Referred  the  following  directive  to  the  Board 
of  Trustees  and  to  the  Council  on  Medical  Service: 
The  American  Medical  Association  become  actively 
involved  in  establishing  guidelines  to  aid  industry 
in  providing  appropriate  medical  care  for  their 
personnel. 

(3)  Referred  to  the  Board  of  Trustees  Resolution 
46,  which  asks  the  AMA  to  seek  legal  protection 
for  physicians  who  follow  utilization  review  com- 
mittee recommendations  pertaining  to  additional 
hospitalization  or  dismissal  of  patients  from  the 
hospital. 

(4)  Referred  (after  hot  debate)  to  the  Board  of 
Trustees: 

(a)  Resolution  1 1 — Importance  of  Relative 
Value  Studies. 

(b)  Resolution  77 — Propriety  of  County  Medi- 
cal Societies  providing  Insurance  Carriers  with 
information  relative  to  usual,  customary,  or 
reasonable  fees. 

(c)  Resolution  80 — Relative  Value  Guides. 

(d)  Reference  Committee  A’s  substitute  for  the 
above  3 Resolutions: 

Resolved,  that  the  AMA  continue  to  pursue 
through  all  appropriate  means  the  introduction 
and  enactment  of  national  legislation  designed  to 
confirm  the  authority  to  develop  and  use  relative 
value  scales  and  studies  by  the  med'cal  profes- 
sion. 

(5)  Referred  to  the  Board  of  Trustees  Resolution 
83,  which  called  on  the  AMA  to  oppose  recent 
regulations  concerning  reimbursement  of  renal 
physicians  by  Medicare.  It  was  felt  that  this  reso- 
lution required  additional  study  regarding  pertinent 
legislation  since  it  proposed  legal  action  in  default 
of  successful  negotiation. 

(6)  Referred  to  the  Board  of  Trustees  Resolution 
16,  which  called  for  the  AMA  to  oppose  third- 
party  payor  proposals  to  halt  full  reimbursement  of 
teaching  anesthesiologists  if  part  of  their  services 
to  the  patient  have  been  performed  by  an  intern 
or  resident  under  the  anesthesiologist’s  supervision. 
Work  of  Reference  Committee  B. 

(7)  Referred  to  Board  of  Trustees: 

(a)  Resolution  26 Conflict  of  Interest  in 

HEW  Implementation  of  PL  93-641 

(b)  Resolution  28 — Replacement  of  PL  93-641 

(c)  Resolution  49 Amendments  to  PL  93- 

641 

(d)  Resolution  5 2 — AMA  Guidelines  for  HEW 
"Monographics” 
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and  public  education  programs  in  the  dangers  of 
untreated  hypertension. 

Work  of  Reference  Committee  F. 

(11)  Referred  to  the  Board  of  Trustees  Resolutions 
10  and  15,  which  proposed  that  physicians  who  join 
the  the  AMA  during  their  first  year  of  practice 
pay  one-half  (/z)  the  dues  established  for  AMA 
active  members  to  encourage  the  participation  of 
those  who  find  $2  5 0 unaffordable. 

Work  of  Reference  Committee  G. 


(e)  Resolution  5 5 — Maintaining  an  Effective 
Role  in  Health  Planning 

(f)  Resolution  63 — Physician  Participation  in 
Health  Systems  Agencies,  PL  93-641 

(8)  Adopted  and  referred  to  Board  of  Trustees 
and  the  Council  on  Medical  Education: 

Resolved,  that  the  AMA  encourage  every  medi- 
cal school  to  try  to  make  comprehensive  liability 
coverage  available  to  its  students  while  they  are 
participating  in  the  core  curriculum  of  their  re- 
spective medical  school,  or  extensions  of  this  core 
curriculum  that  have  been  approved  by  the  dean 
of  their  respective  medical  school. 

Work  of  Reference  Committee  D. 

(9)  Referred  to  the  Board  of  Trustees  Resolutions 
72  and  79.  These  related  to  the  primary  responsi- 
bility for  the  medical  and  health  care  of  patients 
admitted  to  accredited  hospitals  and  requested  that 
any  policy  statements  adopted  be  transmitted  to 
the  Joint  Committee  on  Accreditation  of  Hospitals. 
Work  of  Reference  Committee  E. 

(10)  Referred  to  the  Board  of  Trustees  Resolution 
34,  which  asks  that  the  AMA  oppose  the  monitor- 
ing of  drug  therapy  and  interpretation  of  blood 
pressure  readings  by  pharmacists  while  encouraging 
the  use  of  pharmacists  in  blood  pressure  screening 


(12)  Referred  to  the  Board  of  Trustees  Resolution 
51,  which  proposes  that  the  AMA  House  of  Dele- 
gates implement  the  use  of  consent  calendars  by  its 
reference  committees  and  require  resolutions  or  re- 
ports which  do  not  elicit  testimony  during  refer- 
ence committee  hearings  to  be  dropped  from  con- 
sideration by  the  House  of  Delegates. 

Work  of  Reference  Committee  H. 

(13)  Referred  to  the  Board  of  Trustees  Resolution 
61,  which  called  for  establishing  a section  on  Medi- 
cal Administration. 

(14)  Referred  to  the  Board  of  Trustees  Report  G 
of  the  Board  of  Trustees  relating  to  adequate  lia- 
bility insurance  as  it  concerns  itself  to  hospital  and 
medical  staffs  to  prevent  an  adversary  relationship 
from  developing  because  of  a discrepancy  in  lia- 
bility coverage. 

(15)  Referred  to  the  Board  of  Trustees  Resolution 
78,  titled  "Expert  Medical  Testimony  Should  Be 
by  a Friend  of  the  Court.”  This  Resolution  asks 
that  the  AMA  urge  that  expert  witnesses,  includ- 
ing physicians,  testify  as  unbiased  witnesses  report- 
ing to  the  court  the  material  to  be  used  by  one  or 
both  sides  as  they  see  fit. 

The  next  report  will  deal  with  the  important  mea- 
sures adopted  by  the  House  of  Delegates  in  Philadel- 
phia at  its  1976  Clinical  Meeting. 

PART  II 

President  Richard  E.  Palmer,  M.D.,  in  his  address 
in  Philadelphia  in  a concise  way  stated, 

" '.  . . the  militance  of  the  A.M.A.  is  on  the  in- 
crease . . . This  militance  seems  certain  to  inhibit 
the  spread  of  medical  unionism.’  (A  direct  quote 
from  August  Medical  Economics) . I say  'Great!’ 
because  I want  our  Association  to  go  forward  with 
all  the  toughness  of  a real  union  without  taking 
the  anti-professional  road  . . .” 

There  is  the  theme  of  the  clinical  meeting  of  1976. 
In  Part  I of  this  report  you  saw  evidence  of  changes 
being  sent  back  to  the  Board  of  Trustees,  the  officers, 
the  House  of  Delegates,  and  the  membership.  In  this 
report,  Part  II,  we  can  see  how  some  of  this  theme 
was  adopted  at  our  winter  meeting: 
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(1)  Civil  rights  were  comprehensively  stated  and 
adopted  which  clarified  equality  in  all  phases  of 
medicine  regardless  of  race,  color,  religion,  creed, 
ethnic  affiliation,  national  origin,  or  sex.  Pro- 
vision was  made  to  hear  and  judge  any  appeals  if 
allegations  are  made  that  challenge  this  new  com- 
prehensive interpretation. 

(2)  The  method  of  electing  members  to  A.M.A. 
councils  was  ordered  streamlined  as  was  the  mem- 
bership for  A.M.A.  residents  streamlined. 

(3)  Primary  care  was  further  defined. 

(4)  Demands  for  PSRO  delivering  information 
that  may  be  used  to  identify  potential  areas  for 
investigation  of  quality  issues  were  made. 

(5)  It  was  made  clear  for  the  second  time  that 
physicians  participate  in  peer  review  without  quali- 
fication as  qualification  is  a confining  and  limiting 
act. 

(6)  Second  opinion  surgery  was  reported  by  Coun- 
cil on  Medical  Service  and  their  report  adopted. 

(7)  The  Secretary  of  HEW  was  asked  for  more 
support  for  home  hemodialysis. 

(8)  The  House  made  certain  that  the  Bureau  of 
Health  Insurance  of  the  U.S.  government  recog- 
nizes that  the  A.M.A.  desires  that  Current  Pro- 
cedural Terminology  be  adopted  for  the  Medicare 
program. 

(9)  The  House  prepared  for  use  by  each  state  in 
legislative  bodies  a model  state  bill  to  provide  im- 
munity in  medical  peer  review  activities.  (This 
should  be  in  the  legislative  hopper  after  it  is  de- 
veloped by  an  ad  hoc  committee  and  reviewed  by 
our  Public  Laws  Committee.) 

(10)  The  House  moved  to  have  a bill  in  Congress 
to  stop  Social  Security  Administration’s  discrim- 
minatory  reimbursement  practice  which  pays  for 
utilization  review  only  if  all  hospital  patients  are 
subject  to  such  review. 

(11)  The  House  voted  commendation  of  Congress 
and  the  Defense  Department  for  continuing  the 
valuable  contributions  of  the  Armed  Forces  In- 
stitute of  Pathology. 

(12)  Accreditation  programs  for  Allied  Health 
Education  recipients,  Medical  Record  Technicians, 
Cytotechnologists,  Radiation  Therapy  Technol- 
ogists, and  Specialists  in  Blood  Bank  Technology 
were  adopted. 

(13)  "Due  Process”  was  reviewed  and  a promise 
made  to  have  such  review  an  ongoing  function  of 
the  Board  of  Trustees. 

(14)  The  House  emphasized  that  significant  weight 
loss  or  unrealistic  weight  maintenance  over  pro- 
tracted periods  in  amateur  wrestlers  is  detrimental 


to  the  health  of  young  athletes  (This  could  be 
passed  on  to  our  School  Health  Committee)  (C  76 
Reference  Committee  E). 

(15)  The  House  designated  1977  as  target  year  for 
a National  Fight  Self-Pollution  Campaign  to  fol- 
low the  campaign  developed  by  the  Massachusetts 
Medical  Society  (an  assignment  for  our  Environ- 
mental and  Public  Health  Committees.) 

(16)  The  House  reaffirmed  its  policy  on  alcoholism. 

(17)  The  House  cited  the  need  to  inform  the  pub- 
lic of  the  dangers  in  the  use  of  and  delay  in  care 
brought  about  by  the  propaganda  about  laetrile. 

(18)  The  House  asked  the  Federal  agencies  to  im- 
prove their  effectiveness  in  detection  and  reporting 
of  tuberculosis. 

(19)  The  House  reaffirmed  its  stance  against  smok- 
ing. 

(20)  The  A.M.A.  will  take  a firm  stance  by  ap- 
proaching HEW  against  the  allegations  of  labora- 
tory error  contained  in  "Forward  Plan  for  Health 
— Fiscal  Years  1978-1982.” 

(21)  The  House  saved  dollars  by  discontinuing  the 
AMA/AMPAC  Public  Affairs  Workshop. 

(22)  Still  saving  money,  the  House  removed  Dal- 
las as  a location  for  an  Annual  Convention  inas- 
much as  last  summer’s  net  loss  in  Dallas  was  the 
third  most  costly  in  A.M.A.  history,  totaling 
$400,000. 

(23)  The  Chairmen  of  A.M.A.  Councils  will 
henceforth  serve  no  more  than  two  one-year  terms. 

(24)  The  following  Medical  Discipline  Guidelines 
were  adopted: 

1.  That  the  teaching  of  medical  ethics  and  dis- 
cipline in  formal  courses,  informal  seminars,  and 
discussions  be  mandated  in  American  medical 
schools,  graduate  medical  education  programs, 
and  state  medical  society  level. 

2.  That  state  medical  associations  become  active 
participants  in  a continuing  review  of  existing 
medical  licensure  and  disciplinary  mechanisms 
and  seek,  with  the  cooperation  of  state  hospital 
associations,  legislative  changes  to  assure  more 
adequate  funding,  reporting  systems,  and  investi- 
gatory staff  for  the  responsible  state  licensing 
agency. 

3.  That  organized  medicine  at  all  levels  assume 
leadership  in  the  development  of  active  and  effec- 
tive programs  to  encourage  participation  by 
physicians  and  improve  the  technology  for  the 
review  of  the  quality  of  institutional  and  ambu- 
latory care  provided  by  physicians. 

4.  That  organized  medicine  at  all  levels  continue 
to  cooperate  and  provide  assistance  to  state  medi- 
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cal  boards  in  discharging  their  disciplinary  re- 
sponsibilities designed  to  assure  the  continuing 
competency  of  all  licensed  physicians  whether 
members  of  organized  medicine  or  not. 

5.  That  the  American  Public  be  informed  of  the 
efforts  of  organized  medicine  to  assure  them  of 
competent,  ethical  physicians. 

6.  That  the  regular  assessment  of  the  effective- 
ness of  medical  discipline  and  periodic  reports 
to  the  House  of  Delegates  be  an  ongoing  activity 
of  the  American  Medical  Association. 

(2  5)  The  House  continued  the  Designated  Spe- 
cialty Codes. 

(26)  A.M.A.  gave  its  support  for  universal  use  of 
safety  belts. 

(27)  The  House  asked  the  Federal  government  to 
re-establish  the  important  leadership  role  for  im- 
plementing public  health  policy  by  re-establishing 
the  Office  of  the  Surgeon  General  of  the  United 
States  Public  Health  Service. 

(28)  The  House  recommended  that  A.M.A.  group 
insurance  programs  exclude  non-members  while 
continuing  coverage  of  the  spouse  of  a deceased 
member. 

This  concludes  my  report  for  the  1976  Clinical 
Meeting  held  at  the  Sheraton  Hotel  in  downtown 
Philadelphia. 

1977  ANNUAL  CONVENTION 

The  outstanding  feature  of  the  convention,  in  my 
opinion,  was  the  inauguration  of  John  H.  Budd,  M.D. 
as  the  president  for  the  ensuing  year. 

Doctor  Budd,  in  a direct  speech,  using  the  one-on- 
one  type  of  address,  laid  the  issue  of  medicine’s  pur- 
pose in  opposition  to  the  federal  government’s  take- 
over of  the  people’s  rights  and  privileges  as  patients, 
when  he  stated,  "Our  federation  ...  is  the  citadel  for 
the  survival  of  voluntary  action  as  opposed  to  the 
expanding  power  of  centralized  government.  Further, 
he  declared,  "the  federal  government’s  efforts  to  plan 
and  arrange  the  socio-economic  lives  of  its  people  are 
a threat  to  more  than  freedom.  They  threaten  to 
disarrange  life  itself.” 

I think  his  entire  speech  should  be  read,  and  where 
possible,  used  to  promote  our  cause  for  good  inde- 
pendently practiced  and  maintained  medicine. 

Our  President,  Doctor  Ed  Graybeal,  and  I were  our 
only  representatives  present.  This  meant  spreading 
ourselves  quite  thinly  throughout  the  convention. 
Acting  as  the  Chairman  of  Reference  Committee  C, 
I was  not  able  to  attend  our  meeting  concerning 
liability  insurance  and  will  look  to  Doctor  Graybeal 
for  that  information. 

We  were  voted  into  the  Southeastern  Conference 


of  States.  This  bore  immediate  fruit  since  I was 
able  to  sit  in  an  all-morning  caucus  chaired  by  Doctor 
Russell  Fisher  of  Maryland.  Every  candidate  for 
AMA  office  who  desired,  was  heard  in  the  allotted 
time.  The  caucus  on  bills  to  be  voted  on  on  the 
floor  of  the  House  of  Delegates  was  held  on  the  day 
we  were  voted  into  the  Southeastern  States  organiza- 
tion; hence,  Doctor  Graybeal  and  I had  no  input  in 
that  mechanism. 

The  remainder  of  this  report  will  be  divided  into 
the  results  of  each  Reference  Committee’s  Reports 
on  the  floor  of  the  House  of  Delegates. 

Reference  Committee  on  Constitution  and  Bylaws 

Report  A of  the  Council  on  Constitution  and  By- 
laws dealing  with  awards  and  honors  was  amended 
and  adopted. 

Report  B explained  the  autonomy  of  State  Medical 
Associations  thusly:  "The  participation  of  a State 
Medical  Association  in  the  House  of  Delegates  is 
voluntary.  Policy  actions  of  the  Association  do  not 
in  themselves  bind  a State  Medical  Association  or 
subject  it  to  any  obligation  that  it  does  not  volun- 
tarily assume.”  With  this  amendment  the  entire  re- 
port was  adopted. 

Decimalizing  the  AMA  Bylaws  in  the  Report  C of 
Council  in  Constitution  and  Bylaws  was  accepted. 

The  Long-Range  Planning  Council’s  Report  B con- 
cerning itself  with  a full-time  president  was  referred 
to  the  Board  of  Trustees  for  further  consideration. 
Most  of  the  testimony  was  displeased  with  the  present 
scheme  of  officers,  but  it  was  not  felt  a full-time 
president  was  the  total  answer. 

A request  for  a referendum  to  our  Bylaws  was 
soundly  rejected. 

Reference  Committee  A 

1.  Rejected  involvement  of  AMA  in  nationwide 
review  of  commercial  claims  (Report  F of  Board 
of  Trustees) 

2.  Filed  status  report  of  PSRO 

3.  Demanded  funding  of  statewide  PSRO  centers 

4.  Passed  resolution  concerning  alternate  PSRO’s 

5.  The  Board  of  Trustees  will  study  a resolution 
for  peer  review  for  all  physicians,  even  those 
who  do  not  belong  to  a State  Association 

6.  Board  of  Trustees  seek  elimination  of  the  "eco- 
nomic index” 

7.  Supported  reimbursement  of  renal  physicians 
(Report  Y of  Board  of  Trustees) 

8.  Sought  improvement  of  Medicare  reimbursement 
policy  (Substitute  Resolution  80) 

9.  Opposed  release  of  Medicare-Medicaid  reim- 
bursement lists  (Referred  to  Board  of  Trustees 
were  Resolution  101  and  its  substitute  resolu- 
tion) 

10.  Asked  AMA  to  compare  costs  of  government- 
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subsidized  medical  care  vs  care  provided  by 

independent  practitioners 

11.  Spelled  out  the  following  immunization  pro- 
gram: 

a.  U.S.  children  receive  recommended  vaccines 
against  diseases  in  a continuing  and  ongoing 
program 

b.  Immunization  programs  encourage  vaccines 
as  part  of  total  preventive  health  care,  thus 
providing  effective  entry  into  continuous 
and  comprehensive  primary  care 

c.  No  financial  barrier  to  immunization  of 
children 

d.  Utilize  all  existing  public  and  private  sys- 
tems of  reimbursement  for  cost  of  vaccine 
administration 

e.  Immunization  program  to  be  ( 1 ) part  of 
continuing  physician/patient  relationship  or 
(2)  introductory  link  to  physician/patient 
relationship 

f.  Professional  and  allied  health  personnel  who 
administer  and  manufacturers  should  be  held 
harmless  for  adverse  reactions  occurring 
through  no  fault  of  the  procedure 

g.  Promotional  campaign  to  educate  and  mo- 
tivate the  medical  profession  and  the  public 
to  demand  routine  immunizations  of  children 
and  to  share  responsibility  for  the  same 


h.  Institute  efficient  immunization  record-keep- 
ing system 

12.  Supported  federal  employee  health  insurance  for 
alcohol  and  chemical-dependent  patients.  Also 
classified  alcoholism  as  a disease  (Resolution  32) 

13.  Spoke  out  against  fragmentation  of  school  chil- 
dren screenings  (Substitute  Resolution  19) 

14.  Opposed  mandatory  consultation  (Resolution 

77) 

15.  Favored  promotion  of  private  catastrophic 
health  insurance 

16.  Referred  to  Board  of  Trustees 

a.  Study  of  broad-based  education  program  in 
cost  containment  for  the  medical  profession 

b.  Study  of  co-payment  to  control  rising  medi- 
cal costs 

c.  Study  of  reimbursement  for  diagnostic  or 
therapeutic  procedures 

Reference  Committee  B 

1.  Opposed  nationalization  of  the  medical  profes- 
sion. Asked  each  Medical  Society  to  submit  its 
recommendations  with  regard  to  National 
Health  Insurance  to  the  Board  of  Trustees  with- 
in the  next  sixty  days.  (Report  EE  of  Board  of 
Trustees  and  Resolution  6,  5 7,  5 8,  5 9,  60,  70, 
79,  99  went  into  making  of  the  above  substitute 
resolution.) 
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2.  Opposed  legislation  that  would  provide  direct 
medical  payments  to  auxiliary  paramedicals — 
this  was  referred  to  Board  of  Trustees  for  final 
action. 

3.  Requested  voluntary  social  security  coverage  for 
physicians 

4.  Asked  to  seek  separate  cabinet  level  department 
for  all  federal  activities  in  health  care 

Reference  Committee  C 

1.  Broad  training  during  first  graduate  year  was 
referred  to  Board  of  Trustees  for  consideration 
(Report  F and  Resolution  116) 

Many  delegates  felt  a general  internship  should 
be  reinstated. 

2.  Essentials  of  residencies  were  passed  for: 

a.  Preventive  medicine  (CME  report  H) 

b.  General  surgery  (CME  report  I) 

c.  Urology  (CME  report  K) 

d.  Neurological  surgery  (CME  report  L) 

e.  Thoracic  surgery  (CME  report  G) 

3.  In  the  field  of  continuing  education,  it  was  at- 
tempted by  resolution  13  to  spell  out  the  roles 
of  State  Medical  Societies  vs  Liaison  Committee 
on  Continuing  Education — I predict  this  will 
become  more  embroiled  as  time  goes  on. 

4.  Declared  board  recertification  should  not  relate 
to  hospital  granting  or  removal  of  privileges 
(Resolution  26) 

5.  Found  to  be  discriminatory  those  states  whose 
statutes  still  demand  U.S.  citizenship  prior  to 
granting  medical  licensure 

Reference  Committee  D 

1.  Establishing  guidelines  for  financial  arrange- 
ments between  hospital-associated  physicians  and 
hospitals.  (Amended  Report  R of  Board  of 
Trustees) 

2.  Demanded  further  evaluation  by  Board  of  Trus- 
tees and  by  representatives  of  the  House  of 
Delegates  to  be  designated  by  the  Speaker  with 
a report  to  the  House  in  December  1977,  with 
guidelines  for  establishing  procedures  to  deter- 
mine in  individual  hospitals,  the  extent  of  prac- 
tice privileges  and  limitation  on  the  practice  of 
individuals  licensed  or  authorized  to  assume 
direct  and  independent  patient  care  services. 
(Resolutions  72  and  79  /c-76/) 

3.  Further  studied  guidelines  for  physicians  attend- 
ing patients  in  long-term  care  facilities  (Report 
C of  Council  on  Medical  Service) 

4.  Considered  strike  policies  (Resolution  2 referred 
to  Board  of  Trustees) 

3.  Endorsed  single  annual  hospital  inspection  and 
review  (Resolution  30) 

6.  Sought  support  for  certificate  of  need  being  ap- 
plied to  Health  Maintenance  Organizations  and 
VA  and  other  federal  hospitals 

7.  Asked  that  Joint  Commission  (JCAH)  adopt  a 
shorter  resume  for  discharge  summaries 


8.  Promoted  the  concept  of  physicians  as  indepen- 
dent contractors  with  particular  emphasis  on 
relationship  to  Department  of  Health  Education 
and  Welfare  regulations  for  Medicaid  and  Medi- 
care 

Reference  Committee  E 

1.  Pushed  for  adequate  education  in  field  of  hyper- 
tension screening  in  community  programs  using 
all  personnel  available  (Report  Q of  Board  of 
Trustees) 

2.  Opposed  mandated  patient  package  inserts 
(Resolution  3) 

3.  Sought  amendment  of  Delaney  (Food  Additive) 
Amendment  (Substitute  resolution  for  Resolu- 
tions 4 and  24) 

4.  Resolved: 

a.  That  if  laetrile  is  made  available  by  legislative 
edict,  it  be  as  a substance  rather  than  as  a 
drug,  and  that  participation  of  a physician 
not  be  required. 

b.  That  the  AMA  reaffirm  its  support  for  the 
protection  of  the  cancer  patient  through 
strict  adherence  to  the  FDA’s  established 
method  of  scientific  testing,  and  further  that 
it  does  not  approve  of  any  exceptions  to  such 
methods  for  any  particular  substance. 

c.  That  the  AMA  continue  to  state  to  all  phy- 
sicians in  the  country  and  the  general  public 
the  lack  of  scientific  evidence  for  the  use  of 
laetrile  in  the  treatment  of  cancer  and  to 
decry  the  use  of  ineffective  medications  in  the 
treatment  of  disease. 

5.  Spoke  out  against  sexually  suggestive  TV  pro- 
gramming (Substitute  Resolution  85) 

Reference  Committee  F 

1.  Listed  with  brief  description  contracts  that  exist 
between  the  AMA  and  the  Department  of 
H.E.W.  (Report  B of  Board  of  Trustees) 

2.  Agreed  upon  Chicago  for  Annual  Meetings  with 
interim  meetings  to  be  held  in  cities  across  the 
country 

3.  Billing  programs  for  AMA  were  outlined  in  re- 
lation to  state  society  participation 

4.  Dues  revision  for  new  AMA  members;  first- 
year-of -practice  members,  and  AMA  resistent 
membership  to  be  revised  (Report  11  of  Board 
of  Trustees) 

5.  Revamped  House  of  Delegates  representation  as 
regards  specialty  societies 

6.  Considered  Executive  Vice  President  James  H. 
Sammons’  speech.  His  address  concerned  itself 
with  a rebuttal  to  a speech  the  Delegates  had 
heard  from  a man  who  had  spoken  directly  in 
boss-control-like  attitude,  as  a dictator  might, 
that  with  his  power  he  would  bring  the  phy- 
sicians of  the  U.S.  to  heel. 
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PATIENT  PACKAGE  INSERTS:  A 
CONCEPT  WHOSE  TIME  HAS  COME? 


The  consumer’s  right  to  know  is  an  ir- 
reversible and  desirable  trend  of  the 
Seventies.  It  extends,  and  properly,  to  a 
patient's  right  to  know  more  about  his 
or  her  prescription  medications.  Chic 
way,  gaining  favor,  is  through  patient 
package  inserts.  Wisely-prepared  and 
properly  distributed  when  medically  in- 
dicated, they  could  markedly  improve 
patient  knowledge  and  drug  therapy— 
laudable  goals  by  anyone's  standards. 

The  PMA  endorses  these  goals  and 
will  work  with  government,  the  health 
professions  and  consumers  to  achieve 
them. 

Tlie  Advantages 

The  concept  holds  promise  of  benefits: 
better  patient  understanding  of  the 
product  prescribed,  better  adherence 
to  the  treatment  plan,  and  more  aware- 
ness of  possible  side  reactions. 

Every  doctor  has  had  patients 
who  fail  to  finish  antibiotic  regimens 
because  they  feel  better.  Some  patients 
assume  that  if  one  tranquilizer  or 
analgesic  is  good,  two  may  be  twice  as 
good.  Still  others  fail  to  report  dizzi- 
ness while  on  antihypertensive  therapy 
—and  so  on. 

Problems  like  these  might  arise 
less  often  if  the  patient  received  writ- 
ten information  in  addition  to  verbal 
instructions.  Some  studies  suggest 
that  patients  are  more  receptive  to 
such  materials,  and  they  more  often 
understand  the  verbal  instructions  and 
follow  them,  when  inserts  are  used. 

The  Disadvantages 

There  are  also  some  potential  prob- 
lems. Obviously,  the  inserts  must  be 
clearly  phrased,  without  extraneous  or 
complex  detail.  How  much  information 


is  enough?  How  can  it  be  kept  current? 
Should  all  patients  receive  the  same 
information?  Should  inserts  be  in- 
cluded with  all  drugs?  Should  only 
potential  problems  be  listed  or  are 
patients  better  off  with  a “fair  balance” 
presentation  that  describes  usefulness 
as  well  as  drawbacks? 

These  and  similar  questions 
require  answers,  since  model  inserts 
have  yet  to  be  properly  developed  and 
tested.  Despite  the  need  for  these 
studies,  the  FDA  is  proceeding  pre- 
maturely with  inserts  on  selected 
products.  We  think  the  Congress  is  the 
only  place  where  the  matter  can  be 
given  the  proper  legal  status  and 
direction,  particularly  since  it  repre- 
sents a conceptual  change  in  the  legal, 
medical  and  social  framework  of  the 
nation’s  prescription  drug  information 
system. 

The  Solution 

The  PMA  believes  that  carefully- 
devised  pilot  studies  of  various  kinds 
of  inserts  are  needed.  They  should  be 
developed  and  implemented  with  full 
participation  by  doctors,  pharmacists, 
consumers,  communications  experts 
and  the  drug  industry.  Such  studies 
will  provide  reliable  pathways  to 
follow,  so  that  inserts  will  be  useful 
aids  to  medical  practice. 

And  particularly  we  think  that 
you  should  be  closely  involved  in  this 
debate  and  in  these  studies  and  deci- 
sions. Otherwise,  people  with  less 
experience  and  qualifications  may 
control  the  purposes,  content  and  use 
of  a tool  with  considerable  promise  for 
improved  patient  care.  It  could  make  a 
difference  in  your  practice  tomorrow, 
and  more  importantly,  in  the  health 
of  your  patients. 
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Reference  Committee  G 

1.  Requested  poll  of  women  physicians  to  help 
recruit  women  physicians  as  AMA  members. 

2.  Recommended  that  the  House  of  Delegates 
adopt  a policy  urging  physicians  to  volunteer 
fee  information  to  their  patients,  and  that  an 
AMA  program  be  developed  to  encourage  and 
assist  physicians  in  making  fee  information 
available  in  their  offices. 

3.  Resolved,  that  the  AMA,  in  its  publications,  use 
terms  "physicians”  and  "patient”  rather  than 
terms  vendor,  provider,  recipient,  or  consumer 
and  encourage  third  parties  including  U.S.  De- 
partment of  H.E.W.  and  federal  and  state  legis- 
lative bodies  to  do  likewise. 

Reference  Committee  H 

1.  Demand  for  vigorous  support  for  the  Idaho 
Medical  Association’s  efforts  to  establish  the 
constitutionality  of  limitations  on  physician  and 
hospital  liability  as  appropriate 

2.  Considered  expert  witnesses  and  their  ethical 
standards  (Substitute  Resolution  for  Resolution 
52  and  91) 

Resolved,  that  the  AMA  express  concern 
about  physicians  who  testify  in  medical  mal- 
practice cases  without  having  a current  basic 
educational  and  professional  knowledge  as  gen- 
eral foundation  for  their  testimony;  and  be  it 
further 

Resolved,  that  the  AMA  is  concerned  about 
the  impact  of  testimony  of  those  physicians  who 
make  it  part  of  their  occupation  to  function 
frequently  as  hired  expert  witnesses  and  color 
their  testimony  accordingly;  and  be  it  further 

Resolved,  that  the  AMA  condemn  those  phy- 
sicians who  interfere  with  the  proper  adminis- 
tration of  justice  by  giving  false  or  misleading 
testimony  or  misrepresenting  their  qualifications; 
and  be  it  further 

Resolved,  that  the  AMA  urge  the  courts  to 
refuse  to  admit  as  expert  testimony  the  testi- 
mony of  those  physicians  who  do  not  have  clear- 
cut  qualifications  as  recognized  by  their  peers, 
and  be  it  further 

Resolved,  that  the  AMA  urge  state  and 
county  medical  societies  to  take  appropriate 
legal  action  or  initiate  disciplinary  action  before 
the  appropriate  medical  licensure  board  when 
physicians  testify  without  having  a current  basic 
educational  and  professional  knowledge,  testify 
falsely,  or  give  deliberately  misleading  testi- 
mony and  be  it  further 

Resolved,  that  the  AMA  encourage  state 
medical  associations  to  seek  a legislative  defini- 
tion of  acceptable  expert  witnesses. 


Miscellaneous  Results 

Awards 

1.  Distinguished  Service  Award — Franny  J. 
Ingelfinger,  M.D. 

2.  Arnold  and  Marie  Schwartz  Award  in  Medi- 
cine— Theodore  Cooper,  M.D. 

3.  Dr.  Rodman  E.  Sheen  Award — Robert  M. 
Zollinger,  M.D.  . 

4.  Citation  of  a Layman  for  Distinguished  Ser- 
vice— Edward  J.  Moffett 

5.  Scientific  Achievement  Award — Helen  B. 
Taussig,  M.D. 

6.  Joseph  B.  Goldberger  Award  in  Clinical  Nu- 
trition— George  F.  Cahill,  Jr.,  M.D. 

This  concludes  the  report  of  the  Delaware  Delegate 
on  the  actions  taken  by  the  AMA  House  of  Delegates 
at  the  Annual  Convention  of  1977  at  San  Francisco, 
California. 

Rhoslyn  J.  Bishoff,  M.D. 

Delegate 

DELAWARE  ACADEMY  OF  MEDICINE 

Although  I have  been  a member  of  the  Academy 
of  Medicine  for  many  years,  my  service  as  liaison 
representative  of  the  Medical  Society  of  Delaware  has 
been  an  enlightening  experience. 

The  Academy,  which  has  been  in  existence  for 
forty-eight  years,  was  founded  by  a group  of  forward- 
looking  physicians  and  lay  people  to  meet  an  urgent 
need  for  good  library  facilities,  to  establish  an  or- 
ganized educational  program  for  physicians,  and  to 
provide  a site  for  medical  activities. 

The  establishment  of  the  Academy  of  Medicine  was 
the  original  effort  in  continuing  education  for  physi- 
cians, and  the  Academy  is  still  active  in  this  area  even 
though  educational  efforts  are  now  pre-empted  by 
hospital  programs  and  the  DIMER  program. 

The  Academy  library,  the  largest  and  most  com- 
prehensive in  the  State,  continues  to  grow  to  meet  the 
needs  for  a reference  source  in  medical  education. 
During  the  past  year,  the  Academy  library  has  agreed 
to  accept  and  permanently  store  all  medical/scientific 
holdings  that  come  into  its  hands  on  an  indefinite 
basis.  This  is  important  because  most  active  medi- 
cal/scientific libraries,  because  of  space  limitations, 
limit  holdings  to  five  years  or,  at  the  most,  ten  years. 
While  the  maintenance  of  the  library  is  a significant 
expense,  a library  of  its  kind  is  essential  to  the  needs 
of  physicians  and  others  in  our  State.  In  this  con- 
nection, the  Academy  is  deeply  grateful  to  the  New 
Castle  County  Medical  Society  Auxiliary,  which  in 
the  past  year  contributed  $1,900.00  to  the  Library 
Fund. 

Another  significant  educational  effort  is  that  of 
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the  Student  Loan  Fund  which  provides  monies  to 
assist  students  of  medicine  or  related  fields.  In  1976, 
thirty-six  loans  amounting  to  over  $3  5,000  were 
issued.  The  amount  in  1977,  though  not  as  yet  de- 
termined, will  be  in  excess  of  that  amount.  In  the 
past  fifteen  years,  student  loans  have  been  issued  in 
excess  of  $3  5 0,000. 

With  the  support  of  the  Medical  Society  of  Dela- 
ware and  each  of  the  hospitals  in  our  State,  the 
Academy  will  continue  to  publish  and  distribute 
statewide  a calendar  of  medical  meetings  with  an 
emphasis  on  those  that  represent  Category  1,  con- 
tinuing medical  education  for  the  A.M.A.  Recogni- 
tion Award  and  those  which  meet  the  requirements 
of  the  American  Academy  of  Family  Physicians. 

During  the  year  the  audio-visual  equipment  has 
been  refurbished,  and  there  are  now  available  experi- 
enced and  competent  operators  of  this  equipment. 

As  a central  meeting  place  for  meetings  of  physi- 
cians and  other  medically  related  groups,  the  facilities 
of  the  Academy  are  widely  utilized,  serving  the  Medi- 
cal Staffs  of  St.  Francis  and  the  Wilmington  Medical 
Center  and  departmental  conferences  of  the  latter. 
Additionally,  it  houses  the  offices  of  the  Medical  So- 
ciety of  Delaware,  the  New  Castle  County  Medical 
Society,  and  the  Delaware  State  Dental  Society,  as 
well  as  those  of  the  American  Cancer  Society  and  the 
Delaware  Diabetes  Association. 

As  in  years  past,  financial  problems  continue  to  be 
a major  concern  of  the  Academy’s  Executive  Com- 
mittee and  Board  of  Directors.  Because  of  unforeseen 
essential  repairs  to  the  physical  plant,  the  fiscal  crunch 
this  year  has  been  acute.  Too  many  physicians,  I fear, 
do  not  realize  that  in  the  past  a major  portion  of  the 
financial  support  of  the  Academy  has  come  from  in- 
terested and  generous  lay  people  whose  numbers  are 
now  sadly  diminishing.  Unfortunately,  the  slack 
has  not  been  taken  up  by  us  the  physicians.  The 
Board  of  the  Academy  has  undertaken  significant 
steps  to  attempt  to  raise  the  necessary  funds.  An 
equitable  and  reasonable  service  charge  is  being  levied 
on  the  various  memorial  funds  that  have  been  man- 
aged in  the  past  by  the  Academy  without  charge. 
Many  law  firms  that  use  the  Library  have  been  re- 
quested and  most  have  responded,  to  make  a signifi- 
cant contribution.  In  an  effort  to  establish  a signifi- 
cant fund,  the  income  from  which  will  be  used  for 
maintenance  and  repair  costs,  a program  of  Life 
Membership  has  been  incorporated  during  the  past 
year. 

In  the  long  run,  however,  increased  support  by 
physicians  and  a significant  increase  in  membership 
of  physicians  will  be  needed  to  keep  the  Academy  a 
vigorous  and  financially  sound  institution.  For  ex- 
ample, only  slightly  over  half  of  the  membership  in 
the  New  Castle  County  Medical  Society  are  presently 
members  of  the  Academy  of  Medicine.  A significant 
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increase  in  dues-paying  members  from  the  New  Castle 
County  Medical  Society  alone  would  greatly  diminish 
the  fiscal  crisis  that  looms  ever  larger  each  year.  In 
this  connection,  the  Academy  acknowledges  with 
gratitude  the  efforts  of  your  President,  C.  E.  Gray- 
beal,  M.D.,  in  stimulating  increased  physician  mem- 
bership. 

The  Academy  of  Medicine  io  a unique  institution 
for  a state  the  size  of  Delaware  and  one  of  which  we 
can  all  be  proud,  but  so  many  of  us,  because  of  our 
relatively  recent  arrival  on  the  medical  scene  in 
Delaware,  fail  to  recognize  what  a fine  institution  we 
are  privileged  to  support.  If  in  this  year  1977  the 
Academy  did  not  exist,  it  would  have  to  be  created 
in  order  to  provide  the  services  which  we  could  ill 
afford  to  do  without.  I urge  the  House  of  Delegates 
of  the  Medical  Society  of  Delaware  to  lend  its  sup- 
port. 

Calvin  B.  Hearne,  M.D. 

Representative 

MEDICAL  SOCIETY  OF  DELAWARE  AUXILIARY 

It  has  been  a privilege  and  an  honor  to  serve  as 
the  Auxiliary  President  this  second  year.  I am  truly 
so  very  grateful  to  the  Officers  and  Chairmen  who 
also  stayed  on — and  went  the  second  mile  for  us! 
Our  theme — "Improving  the  Quality  of  Life  for  All” 
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— continued  challenging,  so  we  invited  our  en- 
thusiastic and  gracious  Eastern  Regional  Vice  Presi- 
dent, Mrs.  John  Schneider,  to  give  the  keynote  ad- 
dress at  our  48th  Annual  Meeting  in  May,  1977. 
This  "direct  line”  and  "person-to-person”  friendly 
communication  with  our  National  Auxiliary  is  al- 
ways a morale  boost  and  makes  us  proud  to  be  par- 
ticipating in  the  AMA-Auxiliary  Medical  Family. 

Membership — 271 — 12  Associate — 3 Honorary 

Communication — State  "Distaff,”  county  newslet- 
ters, workshops,  and  publications  from  National  keep 
us  informed. 

Legislation — "Legs  Alert”  readiness  and  the  unique 
"Day  at  our  Capitol”  was  a "one-to-one”  experience 
also,  as  we  became  better  informed  about  our  state 
legislators’  plans,  problems  and  ideas!  About  100 
physicians  and  auxiliary  members  arrived  by  bus  and 
car  pools  in  our  State  capitol,  Dover,  at  11  a.m.  for 
luncheon  on  April  20.  We  were  greeted  and  briefed 
by  our  newly  elected  Governor  Pierre  S.  duPont,  the 
Lieutenant  Governor,  the  Speaker  of  the  House,  and 
the  President  Pro  Tempore  of  the  Senate,  members  of 
the  Legislature,  and  our  own  Medical  Society  Presi- 
dent and  Public  Relations  representative.  This  in- 
formal and  friendly  "confluence”  opened  our  eyes  to 
many  situations! 

We  then,  together,  crossed  the  old  village  green  to 
Legislative  Hall  where  we  were  introduced  and 
greeted  by  the  legislators  as  they  opened  their  regular 
afternoon  session.  Delaware  is  a small  state,  so  many 
of  us  knew  each  other  and  had  the  opportunity  to 
say  "Hello”  and  hear  our  own  individual  district 
representatives. 

This  approach  was  of  mutual  benefit — we  were 
informed,  were  receptive,  and  were  more  aware  of 
the  time  and  talents  given  to  legislative  duties.  We 
were  eager  that  they  should  know  that  we  are  the 
"right  arm”  of  our  Medical  Society  and  want  to  be 
informed  regarding  professional  liability,  legislation, 
medical  education,  and  the  free  practice  of  private 
medicine. 

Our  aim  is  to  continue  helping  "Improve  the 
Quality  of  Life  for  All”  and  assist  our  Medical  Society 
in  its  programs  for  the  advancement  of  Medicine  and 
Public  Health — thus  cultivating  friendly  relations 
among  all  concerned. 

"Accolades”  to  our  enthusiastic  State  Legislation 
Chairman,  Mrs.  C.  Edward  Graybeal,  the  Medical 
Society  of  Delaware  Staff,  and  DELPAC  for  helping 
arrange  this  stimulating  day.  We  hope  to  make  this 
an  annual  event — because  we  realize  the  far  reaching 
and  lingering  effects  of  meeting  in  a friendly  atmo- 
sphere on  a one-to-one  basis  with  our  Governor  and 
the  Legislature. 

Several  ophthalmologists  provided  free  glaucoma 


testing  to  Legislators,  their  staffs,  Legislative  Council, 
and  the  gubernatorial  staff.  About  80  people  availed 
themselves  of  this  service. 

AMA-ERF — Many  varied  and  interesting  county 
fund  raisers  were  held,  and  a special  "boutique”  was 
featured  at  the  Medical  Society  of  Delaware  Annual 
Meeting  in  October.  County  chairmen  sent  letters 
to  all  physicians,  all  these  efforts  resulting  in  financial 
aid  for  this  priority  project.  A check  in  the  amount 
of  $1282.45  was  presented  to  Dr.  E.  Wayne  Martz 
at  our  State  Meeting  in  May  on  behalf  of  DIMER. 

Health  Careers — New  Castle  County  gives  an- 
nually a special  nursing  scholarship  in  memory  of 
Dr.  Sylvester  Rennie.  All  counties  also  have  unique 
and  diversified  fund-raising  events;  the  total  amount 
is  then  pooled.  Last  July,  $600  each  was  given  to  the 
Wilmington  School  of  Nursing,  the  Wesley  College, 
and  the  Beebe  Hospital.  This  year  $695  was  given 
to  each  of  these  schools. 

Community,  Family,  Mental,  and  International 
Health  are  of  continuing  interest,  activity,  and  con- 
cern. The  Delaware  five-year  pilot  program  of  free 
annual  breast  screening  and  check-up  for  cancer  is 
now  in  its  fourth  year.  The  10,000  women  are  each 
examined  annually,  and  our  dedicated  New  Castle 
County  Auxilians  give  of  their  time  and  talents  year 
round.  In  1976  over  5 50  working  hours  were  volun- 
teered by  these  Auxilians.  Despite  the  change  in 
Mammography  routine,  95%  returned  and  are  par- 
ticipating in  this  life-saving,  early  detection  research 
Cancer  Project.  We  are  proud  to  be  a part  of  this 
important  work — preventive  medicine. 

Meetings — I attended  and  reported  at  the  following 
— AMA  Auxilary  in  Dallas,  Texas,  June,  1976;  Medi- 
cal Society  of  Delaware  Annual  Meeting,  October, 
1976;  Pall  National  Confluence,  Chicago,  October, 
1976;  the  AMA  Auxiliary  Convention  in  San  Lran- 
cisco,  June,  1977.  Our  own  State  Confluence  and 
"Think  Tank”  for  all  members  followed  this  in- 
formative meeting  with  National.  Executive  Board 
and  Committee  meetings  have  been  well  attended  and 
progressive — also  county  meetings  and  special  events. 
The  Annual  Meetings  of  Maryland,  the  District  of 
Columbia,  Pennsylvania,  New  Jersey,  Virginia,  and 
New  York  were  also  a friendly  and  informative  ex- 
perience. 

It  has  been  an  education  attending  our  own  Medi- 
cal Society  Trustees’  meetings;  our  physicians  give 
of  their  time  and  talents — beyond  the  call  of  duty! 

It  has  been  a rewarding  experience  and  my  thanks 
again  to  all  Auxilians,  the  Medical  Society  of  Dela- 
ware, and  their  office  staff  members  for  help  and  sup- 
port. 

Margaret  M.  Dobson 
President,  Medical  Society  of 
Delaware  Auxiliary,  1976-77 
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REPORTS  of  the 
STANDING  COMMITTEES 

BUDGET  COMMITTEE 

The  Budget  Committee  met  on  September  12, 
1977,  considering  the  previously  projected  1 976-77 
budget,  the  expenditures  to  date  as  of  September  12, 
1977,  and  a projected  1977-78  fiscal  budget.  There 
are  estimated  increases  of  between  10  and  15%  in 
office  expenditures  including  printing,  postage,  sta- 
tionery, telephone,  supplies;  a 5 0%  projected  increase 
in  insurance  and  contracts,  (precipitated  by  one  major 
insurance  policy  falling  due  during  the  1977-78  fiscal 
year  and  the  increase  in  xerox  volume  and  per  item 
expense  and  an  increase  charged  by  our  public  rela- 
tions consultant,  Ned  Davis  Associates,  while  a cost 
of  living  salary  increase  and  increased  expenditure 
for  employee  benefits  (health  insurance)  have  also 
been  expensed.  A more  realistic  appropriation  for 
committing  expenses  has  been  made  based  on  the 
marked  increase  of  activity  especially  with  the  Lia- 
bility Insurance  and  Medical  Review  Committees. 

The  Board  of  Trustees  on  September  8,  1977  voted 
to  recommend  to  the  House  a $10.00  increase  in  the 
yearly  dues,  to  be  available  in  the  event  that  expenses 
for  medical-legal  affairs  during  the  year  should  be 
come  onerous.  In  the  event  that  these  are  not 
utilized,  they  then  would  be  available  to  the  general 
fund  as  a carry-over.  The  Committee  did  not  feel 
that  any  dues  increase  beyond  the  $10.00  as  noted 
above  would  be  necessary  in  order  to  maintain  a 
balanced  budget. 

The  Chairman  wishes  to  thank  Dr.  Thomas  Brooks 
and  Dr.  George  Hilty  for  their  counsel  and  interest. 

MEDICAL  SOCIETY  OF  DELAWARE 
BUDGET  1977-1978 


Receipts 

Dues  $ 114,492.00 

Dividends  and  interest  15,000.00 


Total  Receipts  $ 129,492.00 

Disbursements 
Office  Personnel 

Employee  Benefits  $ 4,650.00 

Salaries  61,650.00 

Employer  Taxes  3,190.00 

Hospitalization  3,500.00 

Office  Operation 

Contribution  to  the  Academy  $ 8,200.00 

Printing,  Postage,  Stationery, 

Telephone,  Supplies  12,350.00 

Audit  1,800.00 

Insurance  & Contracts  6,750.00 

T ravel 

AMA  Delegate  and  Contingency  $ 7,500.00 

Subscriptions  and  Dues  612.00 

Contributions  $ 1,000.00 
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WILMINGTON,  DELAWARE  19802 
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MEDICAL  AND  AUDIOLOGICAL 
REFERRALS  FULFILLED 

WILLIAM  E.  ALLEN 

LICENSED  DISPENSER  OF  CUSTOM  MADE 
HEARING  AIDS 

TRI-COUNTY  HEARING 
AID  SERVICE 

1401  PENNSYLVANIA  AVENUE 
WILMINGTON,  DELAWARE  19806 
SUITE  1511 

WILMINGTON:  655-2811 
KENT:  674-0199 
SUSSEX:  856-9693 

HOURS  BY  APPOINTMENT 
FREE  VALET  PARKING 
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Legal  Counsel  and  Defense  4,090.00 

Public  Relations 

Ned  Davis  Associates  $ 9,000.00 

Committee  and  Contingency  5,200.00 


Total  Disbursements  $ 129,492.00 

SPECIAL  FUNDS 

Scholarship  Fund  $ 3,045.00 

Delaware  Medical  Journal 

Subscriptions  6,090.00 

Medical  Defense  Fund  609.00 

Medical  Benevolence  Fund  609.00 


Peter  R.  Coggins,  M.D. 

Chairman 

MEDICAL  ECONOMICS  COMMITTEE 

Doctor  Allen  expressed  the  Committee’s  apprecia- 
tion for  Mrs.  Bader’s  intervention  with  the  State  In- 
surance Commissioner  resulting  in  the  Workmen’s 
Compensation  rates  for  the  Delaware  physicians  being 
lowered  from  $1.25/100  to  $.50/100 

The  Committee  then  considered  a Group  Major 
Medical  Plan  submitted  by  J.  A.  Montgomery  to  re- 
place the  coverage  dropped  by  Aetna  as  a part  of  the 
liability  insurance  umbrella  in  December  of  1976. 
The  details  of  the  proposal  were  discussed  at  some 
length,  and  it  was  the  opinion  of  the  Committee 
members  to  recommend  to  the  Board  of  Trustees 
that  a letter  of  solicitation  be  sent  to  the  Society 
members  by  J.  A.  Montgomery  to  determine  their 
interest  in  a Major  Medical  Program.  A brochure 
explaining  the  details  of  the  policy  will  be  mailed 
to  all  members  in  the  latter  part  of  September  or 
October,  1977.  A minimum  of  13  5 members  must 
submit  applications  during  the  charter  enrollment 
period  to  place  the  insurance  in  force. 

The  Medical  Society  of  Delaware’s  Disability  In- 
come Program  was  then  discussed  in  some  detail.  The 
Continental  Insurance  Company’s  rate  of  rejection 
has  been  of  some  concern  to  the  chairman  for  the  last 
few  years.  The  rejection  rate  has  been  higher  for 
additional  coverage  than  it  was  for  the  initial  policy 
written  in  1973.  J.  A.  Montgomery’s  representative 
discussed  the  numbers  of  applications,  the  number  of 
rejections,  since  1973  and  also  voiced  his  opinion  as 
to  the  adequacy  of  coverage  with  this  insurance  car- 
rier. The  Committee  members  felt  that  this  whole 
matter  needed  review  and  asked  J.  A.  Montgomery  to 
solicit  at  least  five  other  companies  to  determine 
whether  or  not  there  is  interest  in  taking  over  this 
group  coverage.  A similar  request  was  made  to  John- 
son and  Higgins  Insurance  Brokers.  The  results  of 
these  surveys  will  be  reviewed  at  a later  date  by  the 
chairman  of  the  Committee  and  the  Committee 
members. 

The  Committee,  at  the  direction  of  the  Board  of 
Trustees,  discussed  the  high  cost  of  the  Group  Blue 
Cross-Blue  Shield  program  available  to  Society  mem- 


bers. After  some  discussion,  it  was  recommended 
that  this  be  discussed  with  Blue  Cross-Blue  Shield  of 
Delaware  Incorporated  to  determine  whether  a higher 
deductible  might  be  available  and,  if  so,  what  changes 
would  this  make  in  the  premiums.  It  was  further 
recommended  that  other  health  insurance  carriers  be 
contacted  to  see  if  such  coverage  is  available. 

The  Committee  members  were  informed  that  the 
above  projects  would  take  some  time  to  complete  and 
that  the  Committee  would  be  reconvened  after  suf- 
ficient information  was  available. 

Olin  S.  Allen,  II,  M.D. 

Chairman 

MEDICAL  REVIEW  COMMITTEE 

During  this  past  year  your  Committee  has  been 
called  upon  by  the  Board  of  Trustees  to  address  itself 
to  the  entire  range  of  fees  which  were  to  be  imple- 
mented as  a result  of  last  year’s  computation. 

After  considerable  discussion  and  deliberation  the 
Committee  agreed  and  was  supported  by  the  Board 
of  Trustees  to  restrict  the  increase  of  the  90th  per- 
centile figures  to  a maximum  of  6%  for  1977  with 
documented  and  warranted  and  occasional  exceptions. 

Edgar  R.  Miller,  Jr.,  M.D. 

Chairman 

MEDICAL  SERVICES  INSURANCE  COMMITTEE 

The  Medical  Services  Insurance  Committee  of  our 
Society  is  the  Committee  that  is  primarily  concerned 
with  our  working  relationships  with  health  insurance 
companies.  In  this  State,  this  translates  almost  com- 
pletely to  our  relationship  with  Blue  Cross-Blue  Shield 
of  Delaware,  Inc. 

A second  committee,  the  Medical  Review  Commit- 
tee, deals  with  similar  matters.  To  be  exact,  the 
Medical  Review  Committee  should  address  matters 
involving  specific  fees  for  specific  services  and  has 
other  duties  outlined  in  our  contract  with  Blue  Cross. 
The  Medical  Services  Insurance  Committee  should 
consider  any  problem  which  involves  formation  of 
policy. 

In  practice,  it  happens  that  the  distinction  between 
the  functions  of  these  two  committees  becomes 
clouded.  Since  the  membership  of  the  two  commit- 
tees is  practically  identical,  we  have  allowed  the 
Medical  Review  Committee  to  handle  most  of  the 
problems.  It  is  smaller  and  more  easily  mobilized. 
In  addition,  many  problems  have  been  handled  by 
small  subcommittees  of  the  two  major  committees. 

I appreciate  that  the  Medical  Services  Insurance 
Committee  was  originally  made  quite  large  so  that 
every  segment  of  the  Society  would  be  adequately 
represented.  For  this  reason,  you  should  know  about 
the  current  trend  towards  addressing  these  compli- 
cated problems  by  smaller,  more  efficient  groups.  I 
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support  this  trend,  and  I believe  that  it  has  the  sup- 
port of  our  Board,  but  nevertheless  it  can  only  be 
done  with  your  approval.  During  the  past  year  the 
full  committee  addressed  several  matters  and  the 
following  two  are  worthy  of  report  to  you. 

A pilot  program  providing  coverage  by  Blue  Cross- 
Blue  Shield  for  outpatient  second  surgical  opinions 
for  employees  of  the  State  of  Delaware  was  addressed 
by  the  Committee.  The  program,  which  is  to  be 
evaluated  at  the  conclusion  of  a three-year  contract 
period,  is  similiar  to  efforts  being  undertaken  else- 
where. These  programs  have  been  established  in 
many  areas,  and  they  are  a result  of  recent  reports 
of  unnecessary  surgery  which  is  allegedly  done  on  the 
citizens  of  this  country. 

The  Committee  worked  with  Plan  personnel  in  the 
design  of  the  program.  As  currently  structured,  it 
is  a voluntary  open  panel  program.  The  purpose  of 
the  program  is  to  evaluate  its  effect  upon  surgical 
utilization  and  costs.  The  Committee  and  Blue  Cross- 
Blue  Shield  will  share  in  the  evaluation  of  the  pro- 
gram. 

We  have  monitored  this  program,  and  I can  report 
that  in  the  eight  months  during  which  the  program 
has  been  in  effect  there  have  been  only  12  requests 
for  this  benefit.  In  my  opinion  this  would  seem  to 
indicate  that  although  these  programs  received  strong 
support  from  organized  labor  and  politicians,  the 
general  public  has  little  interest  in  them;  however, 
at  this  time  Blue  Cross  feels  that  insufficient  time  has 
passed  to  draw  any  valid  conclusions. 

The  Committee  was  also  successful  in  removing 
from  the  Medicare  claim  forms  language  which  the 
Society  considered  objectionable.  Specifically,  the 
phrase  "more  than  allowable  charge”  will  no  longer 
be  used  on  any  Medicare  form  in  the  State  of  Dela- 
ware so  that  a physician’s  fee  can  no  longer  be  charac- 
terized in  this  manner  in  the  future. 

Joseph  E.  Belgrade,  M.D. 

Chairman 

PEER  REVIEW  AND  PROFESSIONAL 
EVALUATION  COMMITTEE 

The  Peer  Review  and  Professional  Evaluation  Com- 
mittee of  the  Medical  Society  of  Delaware  met  on 
May  19,  1977,  its  only  meeting  of  the  year. 

Summary  of  Peer  Review  Activities  for  the  Year 

There  were  no  Kent  County  or  Sussex  County 
problems  presented  for  consideration  by  the  Com- 
mittee. 

Doctor  Benge  as  Chairman  of  the  New  Castle 
County  Committee  reported  that  his  Committee  has 
had  under  consideration  a situation  in  which  it  has 
been  alleged  that  the  intrathecal  administration  of 


Depo-Medrol®  by  a local  physician  has  resulted  in  sev- 
eral cases  of  arachnoiditis.  The  physician  in  question 
has  been  invited  to  appear  before  the  New  Castle 
Committee  to  present  his  side. 

Another  item  of  interest  to  the  New  Castle  Com- 
mittee has  been  the  radiotherapy  treatment  of  bursitis 
following  which  a charge  of  $ 1 2. 5 0/portal  was 
rendered.  (The  patient  was  charged  $2  5 for  treat- 
ment of  bursitis  in  both  arms.)  The  New  Castle 
County  Medical  Society  Board  of  Directors  has  sent 
a letter  stating  that  they  did  not  endorse  this  charg- 
ing, but  the  radiotherapists  have  apparently  ignored 
the  letter. 

It  was  suggested  that  the  Medical  Review  Com- 
mittee should  consider  whether  a lesser  amount  (e.g., 
one-half)  should  be  paid  for  the  second  shoulder  by 
Blue  Cross-Blue  Shield  of  Delaware,  Inc. 

Consideration  was  given  to  the  proper  method  of 
charging  for  laboratory  tests  done  in  a physician’s 
office.  It  was  noted  that  it  is  sometimes  more  ex- 
pensive to  have  two  or  three  individual  tests  done  in 
the  office  than  for  an  SMA-12  battery  of  tests  done 
which  may  provide  some  unwanted  information  but 
which  will  give  the  desired  data  for  less  money. 

After  discussion  the  consensus  was  that  the  Com- 
mittee felt  that  where  testing  is  done  on  a non- 
emergency basis  in  a physician’s  office,  the  doctor 
should  set  the  fee  at  the  automated  rate  and  not  at 
the  bench  technique  rate. 

Doctor  Benge  noted  that  the  practice  of  some 
pharmacists  who  add  labels  of  their  own  to  prescrip- 
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tions  (e.g.,  Take  with  plenty  of  water)  is  an  unbid- 
den intrusion  between  the  doctor  and  his  patient.  The 
Committee  agreed  that  the  Board  of  Trustees  should 
be  asked  to  approve  appointment  of  an  ad  hoc  com- 
mittee to  talk  to  the  pharmacists  in  an  attempt  to 
iron  out  this  problem. 

The  addition  of  an  osteopathic  member  to  the 
Committee  was  considered.  It  was  noted  that  the 
New  Castle  County  Committee  will  be  adding  such 
a member  who  will  therefore  be  a member  of  the 
State  Committee  also.  Since  there  are  so  few  D.O.’s 
in  Kent  and  Sussex  Counties,  it  was  not  deemed  neces- 
sary to  have  more  than  one  D.O.  on  the  Committee. 

It  was  noted  that  improved  protocols  for  reporting 
pathologic  findings  during  surgery  have  been  de- 
veloped in  several  Delaware  hospitals  following  a 
"problem”  which  occurred  between  pathologist  and 
surgeon  at  Beebe  Hospital  several  years  ago. 

Doctor  Benge  reviewed  the  history  of  treatment 
for  a nasal  hemorrhage  through  the  last  several  years 
to  present  where  a $3  00  fee  has  put  the  procedure  in 
the  realm  of  major  surgery  where  history,  physical, 
and  individual  visits  are  included  in  the  total  fee. 

The  fact  that  a new  balloon  method  of  treatment 


taking  less  than  five  minutes  is  now  available  as 
emergency  treatment  for  a nose  bleed  led  the  Com- 
mittee to  urge  that  the  Medical  Review  Committee 
take  a new  look  at  the  situation. 

«?  % 

The  problem  of  intrathecal  Depo-Medrol  has  been 
brought  to  a close  with  the  Committee  recommend- 
ing from  New  Castle  County  Medical  Society’s  stand- 
point that  they  could  not  endorse  the  treatment.  Also, 
the  charging  for  laboratory  tests  in  a physician’s 
office  was  taken  up  by  the  State  Society  and  a de- 
cision made  to  set  down  in  writing  suggested  ethical 
practices  for  this. 

It  is  hoped  that  this  Committee  will  become  more 
active  in  peer  review  and  professional  activities  in 
the  coming  year.  It  is  particularly  important  con- 
sidering the  pressures  from  lay  and  government 
groups  outside  the  Medical  Society.  The  opportuni- 
ties for  educational  efforts  and  corrective  efforts  to 
insure  sound  ethical  practice  should  come  from 
within  the  Society. 

John  H.  Benge,  M.D. 

Chairman 


Patterson 

SchwSrtz 

Realtors 


For  'bCUwztrt  (*  TMttists 

IJfc'  InStmt  nlieP  frfm  (Usctm fMr  lYfadlb 
(f'Afii Wj  amItwq  rTWmi... crtmpaO rfflUi... 
parkm^ibs...  6* ntiMxbfriumL  ftudMus , 

Cmsider  at  typ,  TxUmrvAw, 

<h  aJJse%  Jrv  mwr  practices'. 

5utm  up  t>  5,  ooo  feet.  CALL  mo 
if  amputu  deaufc. 

Patterson-Schwartz  & Associates,  Inc.  LEIGH  JOHNSTONE 

913  Delaware  Avenue,  Wilmington,  Delaware  19806  Tel.  656-3141 


728 


Del  Med  Jrl,  Dec  1977 — Vol  49,  No  12 


House  of  Delegates  Proceedings,  1977 


PROGRAM  COMMITTEE 

The  Program  Committee  considers  itself  fortunate 
to  have  been  able  to  arrange  a program  with  partici- 
pants of  such  high  caliber  as  will  be  present  here  this 
year.  We  feel  that  the  Scientific  Program  will  give 
an  excellent  overview  of  the  current  status  of  Clinical 
Immunology. 

It  was  not  possible  to  organize  a program  on  the 
theme  of  Health  Care  Delivery  as  we  had  originally 
intended  because  of  lack  of  availability  of  qualified 
speakers.  However,  shortly  after  efforts  to  develop 
this  meeting  theme  had  begun,  the  Program  Commit- 
tee learned  indirectly  of  the  Board  of  Trustees’  dis- 
pleasure with  the  topic.  Although  the  problem  was 
eventually  resolved,  it  demonstrated  two  areas  where 
further  clarification  would  facilitate  the  functioning 
of  all  committees  in  the  future.  First,  a clear  man- 
date should  be  given  to  each  committee  outlining 
responsibilities  and  the  degree  of  autonomy  allowed. 
Secondly,  a mechanism  for  direct  and  formal  com- 
munication between  committees  and  the  Board  of 
Trustees,  perhaps  involving  interim  reports,  should 
be  formally  established. 

Charles  M.  Smith,  M.D. 

Chairman 

PUBLIC  LAWS  COMMITTEE 

The  Public  Laws  Committee  met  eight  times  dur- 
ing the  first  six  months  of  1977,  the  period  of  ac- 
tivity of  the  State  Legislature.  At  each  meeting  the 
members  discussed  and  made  recommendations  to  the 
Board  concerning  between  six  and  twenty-five  sepa- 
rate pieces  of  proposed  legislation.  Alphabetically 
these  bills  ranged  from  Athletics — the  feasibility  of 
a policy  of  non-sex  discrimination  in  all  sorts  of 
public  school  athletic  teams — to  Taxation.  A large 
number  of  bills  studied  by  the  Committee  seemed 
clearly  regressive,  if  not  atavistic,  to  wit,  the  legaliza- 
tion of  laetrile,  and  repealing  the  requirement  that 
motorcyclists  wear  helmets.  The  interested  reader 
will  find  a summary  of  many  of  the  more  important 
bills  studied  by  the  Committee  and  their  fate  in  the 
Legislature  or  at  the  hands  of  the  Governor  in  the 
August  issue  of  the  Delaware  Medical  Journal. 

The  Committee  has  had  the  support  and  interest 
of  Mr.  Jan  DeLong  of  the  Delaware  Health  Council, 
and  Mr.  Richard  Hartman  of  the  Association  of 
Delaware  Hospitals.  It  has  received  advice  and 
counsel  from  Mr.  Ned  Davis.  The  unflagging  sup- 
port of  the  Staff  of  the  Medical  Society  of  Delaware 
has  made  it  possible  for  this  Committee  to  function. 
We  would  especially  cite  Mrs.  Henrietta  Moore’s 
work,  some  of  which  was  carried  out  during  a period 
of  illness  and  not  without  personal  sacrifice. 

Allston  J.  Morris,  M.D. 

Chairman 


PUBLICATIONS  COMMITTEE 

I am  happy  to  report  that  the  fiscal  status  of  the 
Journal  has  improved  during  the  year.  This  has 
been  mostly  related  to  improvement  in  local  ads 
obtained  through  the  aggressive  pursuit  by  a part- 
time  advertising  manager.  The  Editorial  Board  has 
been  active  in  reviewing  papers,  and  the  overall 
quality  of  the  papers  submitted  and  published,  in  our 
opinion,  has  continued  to  improve.  The  Publications 
Committee  has  met  during  the  past  year,  and  has 
been  helpful  in  recommendations  on  policy  decisions 
and  in  stimulating  papers  from  our  local  house  staff. 

The  Publications  Committee,  with  the  Editorial 
Board,  have  given  their  okay  to  a new  feature  on 
medical  economics  that  will  be  published  regularly 
and  will  be  written  by  Leif  C.  Beck  and  Vasilios  J. 
Kalogredis,  Management  Consultants. 

We  have  continued  our  policy  of  having  every 
submitted  article  reviewed  by  at  least  two  editors 
and  have  begun  to  use  outside  editors  for  specialty 
articles  that  are  outside  the  general  knowledge  of  our 
Editorial  Board. 

I would  like  to  take  this  opportunity  to  thank 
those  members  of  the  Society  who  have  given  time 
and  energy  as  special  editors  for  us  and  also  to  our 
Editorial  Board,  who  have  borne  the  brunt  of  the 
day-to-day  editing  and  comment. 

One  of  our  most  successful  ventures  has  proven 
to  be  the  Book  Review  Section,  which  continues  to 
increase.  This  area  is  available  to  all  members  of  the 
Society. 

The  list  of  books  to  review  is  mailed  out  periodi- 
cally with  the  State  Society  Newsletter,  and  the 
Editorial  Board  encourages  more  members  to  partici- 
pate in  our  review  section. 

This  year  Delaware  physicians  authored  or  co- 
authored 17  papers,  prepared  5 2 book  reviews,  and 
wrote  five  letters  to  the  editor,  six  Highlights,  and 
two  special  reports. 

Robert  B.  Flinn,  M.D. 

Chairman 


DELAWARE  MEDICAL  JOURNAL 
Statement  of  Receipts  and  Disbursements 


Year  Ended 

1-1-77— 

12-31-76 

9-12-77 

Total  Receipts 

$25,222.32 

$21,537.12 

Total  Disbursements 
Excess  revenue  over 

27,672.05 

20,418.71 

expenditure 

(2,449.73) 

1,610.41 

Savings  Account  No.  1 

$10,292.87 

$10,854.87 

Savings  Account  No.  2 

1,703.57 

323.04 

Due  to  General  Fund 

$ 5,038.94 

$ 5,038.94 

Anne  Shane  Bader 
Business  Manager 
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REPORTS  OF  SPECIAL  COMMITTEES 

COMMITTEE  ON  AGING 

The  Committee  on  Aging  was  relatively  inactive 
this  year,  in  large  measure  because  of  the  many  pro- 
grams sponsored  by  the  State  Division  of  Aging  that 
covered  many  of  the  areas  of  need  and  concern. 

In  collaboration  with  the  Committee  on  Mental 
Health,  Alcoholism,  and  Drug  Abuse,  a "Seminar  on 
Depression  in  the  Aging — Reasons,  Remedies,  and 
Resources”  was  held  at  the  Academy  of  Medicine  on 
Saturday,  November  13,  1976.  A copy  of  the  pro- 
gram is  on  file  in  the  Society  office. 

In  addition,  comments  and  suggestions  on  the 
draft  of  Skilled  Nursing  Home  Regulations  were  sent 
to  Dr.  Barbara  Rose  as  Acting  Director  of  the 
Division  of  Public  Health. 

William  D.  Shellenberger,  M.D. 

Chairman 

COMMITTEE  ON  EDUCATION,  SUPPLY, 

AND  DISTRIBUTION  OF  PHYSICIANS 
IN  DELAWARE 

The  Committee  has  not  met  officially  in  1977. 

A major  goal  of  the  Committee  was  realized  in 
that  our  first  bi-annual  physicians’s  survey  here  in 
Delaware  has  been  completed. 

At  the  present  time  the  results  of  the  survey  are 
being  screened  for  completeness.  Questionnaires  that 
have  not  been  returned  will  be  requested  personally 
by  the  central  office  in  full  preparation  for  the  com- 
puterization of  the  survey.  The  computerization  of 
the  survey  will  be  performed  at  the  University  of 
Delaware. 

The  Committee  will  then  meet  to  assess  this  in- 
formation and  make  recommendations. 

The  central  office  has  continued  to  function  as  a 
clearing  house  for  physicians  entering  Delaware  seek- 
ing practice  opportunities,  and  for  areas  of  Delaware 
seeking  physicians. 

David  A.  Levitsky,  M.D. 

Chairman 

CONTINUING  EDUCATION  AND 
CERTIFICATION  COMMITTEE 

The  Continuing  Education  and”  Certification  Com- 
mittee prepared  and  submitted  to  the  American  Medi- 
cal Association  an  application  for  approval  of  the 
Medical  Society  of  Delaware  as  an  accrediting  agency. 
This  approval  was  granted  provisionally  for  one  year 
by  the  Council  on  Medical  Education,  thereby  per- 
mitting the  Society  to  carry  out  surveys  and  recom- 
mend accreditation  of  hospitals  and  other  institutions 


to  conduct  programs  in  continuing  medical  educa- 
tion for  Category  I credit.  In  order  to  prepare  to 
carry  out  this  mission  six  selected  members  partici- 
pated as  observers  in  a hospital  accreditation  visit 
conducted  by  the  Pennsylvania  Medical  Society.  These 
members  should  now  be  able  to  conduct  our  own  site 
visits  and  evaluations.  St.  Francis  Hospital  in  Wil- 
mington and  Nanticoke  Memorial  Hospital  in  Seaford 
have  requested  such  visits  and  evaluations.  Other 
requests  are  anticipated  and  invited.  Appropriate  in- 
formational forms  to  assist  in  these  visits  are  being 
drawn  up  using  as  guidelines  sample  forms  from  the 
American  Medical  Association  and  other  state  medi- 
cal societies. 

The  Annual  Meeting  of  the  House  of  Delegates  in 
1976  approved  a requirement  for  Continuing  Medical 
Education  for  retention  of  membership.  The  Com- 
mittee has  been  drawing  up  guidelines  for  recording 
the  Continuing  Medical  Education  activities  of  our 
members.  A routine  check  of  the  membership  in 
February  indicated  170  of  our  members  already  have 
received  the  Society’s  CME  Award  for  the  three-year 
period  ending  in  1976  and  therefore  must  have  met 
all  the  State  Society  requirements.  A subcommitte 
was  formed  to  develop  a mechanism  for  assuring 
compliance  with  the  educational  requirements  they 
have  developed.  Appropriate  amendments  to  the  by- 
laws, which  have  been  reviewed  by  the  Education 
and  Certification  Committee  and  approved  by  the 
Board  of  Trustees,  are  recommended  to  the  House 
of  Delegates  for  action  as  follows: 

Proposed  By-Lams  Amendments 

In  Article  III,  Membership,  Section  7,  Good 
Standing,  that  a paragraph  be  added  as  follows: 

(d)  If  he  has  not  met  the  continuing  study 
requirements  as  prescribed  by  the  Continu- 
ing Education  and  Certification  Committee 
of  the  Medical  Society  of  Delaware. 

In  Article  IV,  Component  Societies,  Section  4, 
that  a new  paragraph  should  be  added  as  follows: 

(e)  A component  society  will  suspend  a mem- 
ber for  failure  to  comply  with  the  con- 
tinuation study  requirements  as  prescribed 
by  the  Continuing  Education  and  Certifica- 
tion Committee  of  the  Medical  Society  of 
Delaware  until  such  time  as  such  post- 
graduate study  credit  is  achieved. 

E.  Wayne  Martz,  M.D. 

Chairman 

CULTURAL  AND  HISTORICAL  COMMITTEE 

The  Cultural  and  Historical  Committee  met  on 
September  21,  1977,  the  following  members  being 
present:  E.  D.  Bryan,  M.D.,  L.  B.  Flinn,  M.D.,  P. 
LeRoy,  M.D.,  and  A.  C.  Wooden,  M.D. 
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The  following  recommendations  were  made  by 
the  Committee: 

1.  Encourage  participation  of  the  many  ethnic 
groups  within  the  Society  to  contribute  cul- 
tural, medical,  and  historical  articles  to  the  Del- 
ware  Medical  Journal. 

2.  Doctor  Pierre  LeRoy  was  appointed  by  the  Com- 
mittee to  catalog  our  present  holding  of  medical 
documents  and  artifacts.  The  Committee  also 
strongly  recommended  that  we  actively  adver- 
tise for  gifts  of  medical  equipment,  books,  docu- 
ments, etc.  to  add  to  our  present  holdings,  find- 
ing a place  for  storage  and/or  displaying  these 
materials. 

3.  To  attempt  to  establish  a Medical  Historical 
Club  under  the  auspices  of  the  Medical  Society 
of  Delaware  for  physicians  and  laymen,  to  en- 
courage presentation  of  suitable  papers  locally 
and  to  enjoy  companionship  of  people  of  similar 
interests. 

A.  C.  Wooden,  M.D. 

Chairman 

DELAWARE  POLITICAL  ACTION  COMMITTEE 

DELPAC 

In  1977,  DELPAC  again  achieved  modest  growth 
to  enlarge  the  membership  to  a record  257  members. 
Because  this  was  not  an  election  year,  DELPAC  was 
not  involved  in  candidate  endorsement  or  support 
activities. 

Several  board  meetings  were  held  throughout  the 
year  in  order  to  develop  political  presentations  that 
would  be  of  interest  to  the  medical  community  of 
Delaware  as  a whole.  Issues  such  as  National  Health 
Insurance  and  cost  containment  in  health  care  were 
thoroughly  investigated  before  being  dismissed.  It 
is  from  the  stimulation  of  the  DELPAC  Board  that 
the  special  presentation  at  the  October  1 5 luncheon, 
"How  to  Avoid  Political  Rape,”  presented  by  Donald 
Barnhouse,  was  initiated.  It  is  hoped  that  this  will 
be  the  first  in  a long  line  of  political  lectures  and 
symposia  which  will  involve  physicians  and  others 
interested  in  the  direction  of  health  care  into  the 
political  arena. 

Robert  Abel,  Jr.,  M.D. 

Chairman 

DELAWARE  REVIEW  ORGANIZATION 

DELRO 

DELRO’s  first  year  as  a conditional  PSRO  is  briefly 
highlighted  in  this  annual  report. 

Review  activities  have  been  implemented  in  the 
seven  acute-care  general  hospitals  (as  of  July  1, 
1977): 


THE  FIRST  ANNUAL 
EDWARD  G.  WATERS 
GYNECOLOGIC 
CONFERENCE 

To  Be  Held  At  The 

RESORTS  INTERNATIONAL  HOTEL 
Atlantic  City,  New  Jersey 
MARCH  17-19,  1978 

Sponsored  By  The 
Department  of  Obstetrics  and 
Gynecology  ©f  the  New  Jersey 
Medical  School 

For  Further  Information  Please  Contact 
HERIK  CATERINI,  M.D. 
Department  of  Obstetrics  and  Gynecology 
New  Jersey  Medical  School 
65  Bergen  Street,  Newark,  New  Jersey  07107 
(201)  643-8800  ext.  2706 
Educational  Credit:  ACOG  Cognates:  20  Cog- 
nates; AAFP  Credits:  17  Credits;  AMA  Credits: 
17  Credits;  NJ  Nurses  Association:  17  Credits. 


Menswear 


and 

Haberdashery 

in  the 

professional 
manner  . . . 


MANSURE  e PRETTYMAN 

I N C 


Stone  Hill  Rd.  & Augustine  Cut-Off 
Mon.,  Tues.,  Thurs.,  Sat.,  9:30  to  5:30 
Wed.  and  Fri.  9:30  to  9:00 


Visa  ® Master  Charge  • WSFS 


Del  Med  Jrl,  Dec  1977 — Vol  49,  No  12 


731 


House  of  Delegates  Proceedings,  1977 


BEEBE  HOSPITAL — Fully  delegated  the  day-to- 
day  responsibility  for  performing  admission  and  con- 
tinued stay  review  and  Medical  Care  Evaluation 
studies. 

KENT  GENERAL  HOSPITAL— Fully  delegated 
the  day-to-day  responsibility  for  performing  admis- 
sion and  continued  stay  review  and  Medical  Care 
Evaluation  studies. 

NANT1COKE  MEMORIAL  HOSPITAL— Fully 
delegated  the  day-to-day  responsibility  for  performing 
admission  and  continued  stay  review  and  Medical 
Care  Evaluation  studies. 

RIVERSIDE  HOSPITAL— Fully  delegated  the 
day-to-day  responsibility  for  performing  admission 
and  continued  stay  review  and  Medical  Care  Evalua- 
tion studies. 

ST.  FRANCIS  HOSPITAL— Fully  delegated  the 
day-to-day  responsibility  for  performing  admission 
and  continued  stay  review  and  Medical  Care  Evalua- 
tion studies. 

MILFORD  MEMORIAL  HOSPITAL— Respon- 
sible for  employing  the  Review  Coordinator;  DELRO 
is  responsible  for  providing  Physician  Advisors  and 
performing  Medical  Care  Evaluation  studies. 

WILMINGTON  MEDICAL  CENTER— Respon- 
sible for  the  day-to-day  performance  of  Medical  Care 
Evaluation  studies;  DELRO  staff  and  physician  mem- 
bers perform  all  admission  and  continued  stay  re- 
view. 

Agreements  were  developed  with  the  Medicare 
intermediary  (Blue  Cross)  and  Medicaid  State 
Agency.  These  agreements  identify  and  define  the 
relationship  between  these  organizations  and  DELRO 
and  the  review  of  Medicare  and  Medicaid  patients. 
In  particular,  DELRO  and  delegated  hospitals  are 
solely  responsible  for  determining  the  medical  neces- 
sity of  days  of  hospitalization. 

The  Norms,  Standards,  and  Criteria  Committee 
met  nine  times  and  developed  admission  and  con- 
tinued stay  review  screening  criteria  for  the  73  most 
frequent  admission  diagnoses,  adopted  A.M.A.  criteria 
for  other  admission  diagnoses,  and  adopted  lengths- 
of-stay  for  assigning  review  dates. 

Plans  are  being  developed  to  increase  the  efficiency 
and  effectiveness  of  hospital  admission  and  continued 
stay  review  by  eliminating  certain  types  of  cases 
from  review  and  focusing  on  potential  problem  areas. 
Plans  are  also  underway  for  holding  a workshop  on 
performance  of  Medical  Care  Evaluation  studies. 

The  data  system  is  almost  fully  operational.  Ab- 
stracts are  completed  on  Federal  inpatients  by  hospital 
or  DELRO  employees,  forwarded  to  an  abstracting 
° organization  for  computer  entry,  and  sent  to  our 
processor  for  processing.  The  first  reports  are  ex- 


pected in  early  October.  Plans  are  being  developed 
to  do  review  in  skilled  and  intermediate  care  facilities. 
The  basic  plan  will  call  for  DELRO  staff  to  screen 
cases  for  admission  and  continued  stay  review  by 
Physician  Advisors,  and  performance  of  Medical  Care 
Evaluation  studies. 

A memorandum  of  agreement  will  be  developed 
with  the  Delaware  Health  Council,  the  recently  desig- 
nated Health  Systems  Agency  responsible  for  state- 
wide health  planning.  The  agreement  will  seek  to 
insure  physician  input  into  health  planning  performed 
by  the  agency. 

Physician  membership  increased  to  575  and  39 
physicians  have  been  active  as  Board  and  committee 
members  or  Physician  Advisors. 

The  Treasurer’s  Report  will  be  available  at 
DELRO’s  annual  meeting,  Thursday,  September  29, 
1977  at  the  Academy  of  Medicine  Building,  1925 
Lovering  Avenue,  Wilmington,  Delaware  and  at 
DELRO’s  office  thereafter. 


DELRO’s  Board  of  Directors  for  1976-1977  are: 


C.  A.  Depfer,  D.O.* 
M.  H.  Dorph,  M.D.’:' 
R.  W.  Powell,  M.D.* 
R.  N.  Taylor,  M.D.::' 
T.  S.  Vates,  M.D.* 

D.  A.  Alvarez,  M.D. 
J.  A.  Arminio,  M.D. 


R.  J.  Bishoff,  M.D. 

C.  R.  Donoho,  Sr.,  M.D. 

A.  Gelb,  M.D. 

E.  M.  Incababian,  D.O. 
W.  D.  Johnson,  M.D. 

R.  L.  Meckelnburg,  M.D. 
E.  A.  Mekanik,  M.D. 

B.  Z.  Paulshock,  M.D. 


A.  E.  Bacon,  M.D. 

E.  M.  Renzi,  M.D. 

" Executive  Committee 


The  DELRO  staff  is  comprised  of: 

R.  Walter  Powell,  M.D.,  Medical  Director 


Paul  L.  Gandillot,  M.B.A. 

Executive  Director 
Barbara  L.  Moore,  R.R.A. 

Data/MCE  Coordinator 
Jane  Kelly,  R.N. 

Long  Term  Care 
Coordinator 


Marge  Partin,  R.N. 

Program  Coordinator 
Sandra  D.  Pedano 
Office  Manager 
Barbara  S.  Nye 
Secretary 


The  DELRO  Review  Coordinators  at  the  Wil- 
mington Medical  Center  are: 

Margie  Brown,  R.N.  Kathy  Lenderman,  R.N. 

Carolyn  Doolittle,  R.N.  Marie  Maloney,  R.N. 

Pat  Shafer,  R.N. 

R.  Walter  Powell,  M.D. 

President 

DELRO  Board  of  Directors 
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ENVIRONMENTAL,  PUBLIC  HEALTH,  AND 
VENEREAL  DISEASE  COMMITTEE 

The  Environmental,  Public  Health,  and  Venereal 
Disease  Committee  of  the  Medical  Society  of  Dela- 
ware met  on  a monthly  basis  fulfilling  the  charges 
as  a fact-finding  committee  for  the  Board  of  Trustees. 

It  was  noted  that  the  air  quality  has  improved 
throughout  the  state  in  the  past  year  and  that  the 
water  quality  is  being  monitored.  Doctor  Frelick 
reported  to  the  Committee  concerning  radiation  back- 
ground. It  was  recommended  that  the  Committee  be 
informed  as  to  the  findings  of  the  State  Advisory 
Council  on  Radiation.  The  epidemic  of  venereal 
disease  seemed  to  be  without  a solution. 

The  Committee  will  continue  to  investigate  all 
public  health  problems. 

Frank  T.  O’Brien,  M.D. 

Chairman 

JOINT  PRACTICE  COMMITTEE  FOR 
PHYSICIANS  AND  NURSES 

The  Joint  Practice  Committee  has  met  four  times 
since  the  last  Annual  Meeting  of  the  Medical  Society 
of  Delaware. 

Significant  items  of  discussion  and  action  occurred 
in  this  past  year  in  the  following  areas: 

Understanding  necessary  between  physicians  and 
nurses  in  implementation  of  DELRO  as  regards  pa- 
tient care  impact; 

Utilization  of  an  Oncology  Nurse  as  consultant 
in  the  discharge  planning  of  cancer  patients; 

Problems  regarding  admission  to  the  Hospital 
for  the  Chronically  111  at  Smyrna; 

Review  and  comment  of  the  Delaware  Board  of 
Nursing’s  Nursing  Manpower  Study; 

Review  of  Patients’  rights; 

Review  of  the  participation  of  the  State  Division 
of  Aging; 

Combined  joint  medical/nursing  audits; 

Review  of  H.B.  18  5 relating  to  Nursing  and 
Schools  of  Nursing  and  amendment  H.A.  1 con- 
cerning LPNs; 

Sources  of  conflict  between  physicians  and 
nurses; 

Granting  of  Assistant  to  Physician  privileges  in 
acute  general  hospitals; 

Nursing  Education  in  Delaware. 

The  coming  programs  for  1978  will  involve  panel 
discussions  and  identification  of  potential  sources  of 


physician/nurse  conflicts  as  they  are  related  specifi- 
cally to  the  State  of  Delaware. 

The  Committee  has  still  been  unable  to  identify 
areas  of  true  joint  practice  in  the  Delaware  com- 
munity wherein  there  may  be  developed  a joint  prac- 
tice statement. 

The  Committee  membership  has  been  extremely 
stable  this  past  year  with  very  active  participation 
by  both  the  physician  representatives  and  the  nursing 
representatives,  and  because  of  this  much  progress 
has  been  made  in  the  role  assigned  to  the  Committee. 

A recommendation  will  be  made  by  the  Co-Chair- 
man from  the  Medical  Society  of  Delaware  that  this 
role  be  filled  by  a Trustee  of  the  Medical  Society  of 
Delaware  rather  than  to  have  trustee  participation 
in  a liaison  role. 

William  H.  Duncan,  M.D. 

Co-Chairman 

LIABILITY  INSURANCE  COMMITTEE 

The  Liability  Insurance  Committee  met  on  August 
23rd  with  representatives  of  the  Aetna  to  review 
the  1976-77  year. 

The  Aetna  provided  the  Committee  with  "good 
news”  this  year.  Not  only  will  the  professional 
liability  rates  decrease  somewhat  for  the  coming  year, 
but  there  will  also  be  a substantial  dividend  paid 
to  the  members  participating  in  the  program. 

In  the  past,  professional  liability  premiums  have 
increased  substantially.  This  year  there  will  be  ad- 
justments in  the  premiums  for  Basic  Limits,  SCOPE, 
and  Primary  Limits.  The  result  is  that  there  will  be 
reduction  in  the  total  package  premium  for  each 
rating  class.  Also,  the  10%  surcharge  for  partner- 
ships will  be  reduced  to  5%. 

The  change  in  package  premiums  varies  from  a 
reduction  of  2.2%  for  Class  III  to  a reduction  of 
6.5%  for  Class  II.  When  combined  with  the  de- 
crease in  the  partnership  surcharge,  the  total  effect 
represents  a statewide  premium  reduction  of  5.5  to 
6%. 

The  Aetna  presented  several  exhibits  on  these  rate 
adjustments.  They  stated  that  there  appears  to  have 
been  a moderation  in  the  rate  of  increase  of  the  claim 
frequency  (number  of  claims  per  doctor)  and  claim 
severity  (average  value  of  claims)  trends  over  the 
past  12-18  months. 

Dividends  ranging  from  approximately  $150  for 
a Class  I to  $1,447  for  a Class  VIII  will  be  paid  to 
members  participating  in  the  program.  We  expect 
dividend  checks  will  be  mailed  approximately  No- 
vember 1st. 

The  availability  of  professional  liability  insurance 
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with  adequate  limits  at  reasonable  rates  was  the  pri- 
mary objective  when  the  program  began.  Aetna 
initially  ottered  a five-year  guarantee  which  has  now 
been  extended  annually  through  December  1,  1979. 
A stable  market  has  been  the  track  record  of  this 
partnership,  and  we  may  be  seeing  more  of  an  effect 
on  the  rates  as  the  direct  result  of  our  Loss  Control 
and  Education  Program. 

The  "malpractice  crisis”  may  have  abated  some- 
what— but  it  does  remain  with  us.  The  problems  of 
both  non-availability  and  price  experienced  by  phy- 
sicians in  other  states  have  not  occurred  in  Delaware. 
Delaware  physicians  continue  to  benefit  from  one 
of  the  lowest  malpractice  insurance  rate  levels  in  the 
country. 

With  the  continuing  mutual  efforts  of  both  the 
Medical  Society  of  Delaware  and  the  Aetna,  we  can 
reasonably  expect  to  make  further  meaningful  pro- 
gress in  controlling  the  problem. 

James  B.  McClements,  M.D. 

Chairman 

LIABILITY  INSURANCE  COMMITTEE 
EDUCATION  SUBCOMMITTEE 

Following  a policy  set  up  in  1975,  a series  of  "Mal- 


practice Update”  subjects  was  submitted  to  the 
Newsletter  of  the  Medical  Society  of  Delaware  and 
appeared  almost  monthly,  under  topics  which  will 
not  be  summarized  here. 

A guest  speaker,  Dr.  Michael  Mittelmann,  Asso- 
ciate Medical  Director,  Claim  Department,  Aetna 
Life  and  Casualty,  discussed  "Cancer  and  Malprac- 
tice Claims”  on  February  15,  1977  at  a meeting  of 
the  New  Castle  County  Medical  Society. 

The  aims  of  the  Committee  have  been  met,  and 
possibly  are  reflected  in  an  improving  climate  as  re- 
gards malpractice  claims  and  premiums  paid  to  Aetna 
Life  and  Casualty  for  liability  insurance  coverage. 
This  Committee’s  work  has  been  a small  but  im- 
portant part  of  the  prerequisites  set  down  by  the  co- 
operative venture  between  the  Aetna  and  the  Medical 
Society  of  Delaware  to  provide  a viable  and  reasonable 
liability  coverage  for  the  physicians  in  the  State  of 
Delaware. 

Dewey  A.  Nelson,  M.D. 

Chairman 

LONG  RANGE  PLANNING  COMMITTEE 

The  Long  Range  Planning  Committee  considered 
a number  of  issues  this  past  year. 
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One  issue  discussed  by  the  Committee  was  whether 
the  Vice  Presidency  should  be  a stepping  stone  to 
the  Presidency  of  the  Society;  this  would  allow  a po- 
tential President  more  time  to  prepare  himself  for 
office.  An  alternative  suggestion  was  that  the  Presi- 
dent-Elect should  be  better  groomed  for  the  Presi- 
dency by  being  assigned  membership  on  certain  vital 
committees,  such  as  the  Negotiating  Committee,  the 
Liability  Insurance  Committee,  and  ad  hoc  com- 
mittees and  by  being  expected  to  attend  the  AMA 
Leadership  Conference. 

An  assignment  by  the  Board  of  Trustees  to  con- 
sider a request  for  a Section  on  Nuclear  Medicine  in 
the  House  of  Delegates  was  considered.  The  Com- 
mittee felt  that  acceptance  of  representatives  from 
this  specialty  would  have  to  be  extended  to  other 
specialties  also.  The  ultimate  recommendation  to 
the  Board  of  Trustees  was  that  the  various  specialty 
groups  should  be  informed  that  they  could  have 
direct  access  to  the  Board  and  could  request  the 
formation  of  an  ad  hoc  committee  to  help  solve 
whatever  problem  they  might  have.  The  Committee 
felt  that  the  specialty  group  could  benefit  by  lessen- 
ing the  fragmentation  of  organized  medicine  and  the 
Board  so  agreed. 

Rhoslyn  J.  Bishoff,  M.D. 

Chairman 


MATERNAL  AND  CHiLD  CARE  COMMITTEE 

At  the  August  meeting  of  the  Committee,  statis- 
tics compiled  by  and  received  from  the  Division  of 
Public  Health  were  reviewed.  They  included  the 
certificate  of  death  for  the  single  maternal  mortality 
in  Delaware  in  1976,  the  statistical  summary  of  in- 
fant mortality  by  counties  with  further  geographical 
distributions,  and  a ten-year  compilation  of  maternal 
deaths  in  Delaware. 

The  Committee  noted  the  persisting  higher  infant 
mortality  statistics  in  the  reports  of  the  last  three 
years  pertaining  to  Sussex  County.  The  Committee 
has  already  approached  one  hospital  in  Sussex  to  ob- 
tain profile  data  on  all  maternity  patients  for  a one- 
year  period.  Chart  review  has  already  been  per- 
formed by  each  of  the  hospitals  without  correction. 
The  Committee  has  determined  that  considerable  data 
compiled  by  HUP  or  PAS  is  available  in  each  hospital 
in  the  State.  The  Committee  feels  that  review  of 
such  data  may  be  applicable  in  determining  common 
factors  in  such  events  as  neonatal  mortality  and  will 
pursue  this  review  in  the  coming  year  insofar  as 
feasible. 

The  Committee  received  a request  from  Prank  W. 
Barton,  Secretary,  AMA  Committee  on  Maternal  and 
Child  Care,  regarding  the  Medical  Society  of  Dela- 
wtare’s  activities  in  this  area.  The  requested  informa- 
tion was  provided,  and  Mr.  Barton  offered  to  provide 


to  the  Medical  Society  of  Delaware  the  cumulative 
report  to  be  compiled  regarding  the  activities  of  all 
of  the  States. 

The  members  of  the  Committee  expressed  concern 
regarding  the  withdrawal  of  federal  funding  for 
abortions  for  lower-income  women.  The  Committee 
moved  to  express  its  strong  opposition  to  the  with- 
drawal of  such  funding  and  suggested  that  the  Medi- 
cal Society  make  some  presentation  to  the  Delaware 
State  Legislature  regarding  funding  of  abortions  for 
the  poor. 

William  D.  Johnson,  M.D. 

Chairman 

MEDICINE  AND  RELIGION  COMMITTEE 

The  Medicine  and  Religion  Committee  had  a 
rather  inactive  year.  Our  principal  activity  was  the 
preparation  for  the  Prayer  Breakfast  to  be  held  dur- 
ing the  Annual  Meeting  of  the  Society. 

Chaplain  Swanson  also  presented  a program  of  Pas- 
toral Care  in  the  Nursing  Homes  of  Delmarva.  A 
test  program  is  underway  in  four  homes.  The  pro- 
gram is  to  provide: 

1.  Worship  services 

2.  Visitation  services 

3.  24-hour  on-call  service 

4.  Training  for  staff  and  lay  people. 

The  Medicine  and  Religion  Committee  voiced  sup- 
port for  this  program. 

Harvey  E.  Mast,  M.D. 

Chairman 

MEDICO-LEGAL  AFFAIRS  COMMITTEE 

This  year  has  been  a year  of  important  transitions 
for  medico-legal  affairs  in  Delaware.  It  is  the  first 
full  year  under  the  new  malpractice  legislation. 

The  old  malpractice  screening  panel  has  been  re- 
tired, and  with  it  a contraction  of  the  Medico-Legal 
Affairs  Committee  was  accomplished.  The  new 
members  are  James  T.  Metzger,  M.D.,  Vice-Chair- 
man, Anthony  Cucuzzella,  M.D.,  Stephen  Pranklin, 
M.D.,  Ali  Z.  Hameli,  M.D.,  Roger  B.  Thomas,  Jr. 
M.D.,  and  I.  J.  Tikellis,  M.D. 

The  effect  of  the  new  legislation  upon  actual  liti- 
gation is  just  beginning  to  be  felt,  and  only  a few 
cases  have  come  before  the  screening  panel  that  the 
new  legislation  provides.  Please  remember  this  panel 
is  obligatory  only  if  either  of  the  parties  requests  that 
it  be  invoked.  The  mechanism  for  invoking  this 
panel  is  very  specific,  and  although  there  were  many 
applicants,  only  a very  few  eventually  completed 
the  applications  appropriately  and  were  actually 
treated  under  this  provision  of  the  statute. 
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Constitutional  challenge  of  panels  has  occurred 
across  the  country,  and  the  outcome  of  a constitu- 
tional challenge  to  the  Delaware  statute  is  uncertain. 
There  appears  to  be  some  protection  against  a ruling 
of  unconstitutionality  because  of  certain  features  built 
into  the  statute;  nevertheless,  the  possibility  of  a 
ruling  of  unconstitutionality  very  definitely  exists. 

Under  the  new  statute  there  is  a specific  definition 
of  informed  consent,  at  least  specific  enough  so  that 
it  could  serve  as  a framework  upon  which  to  build 
a more  adequate  consent-obtaining  process  for  our 
patients.  The  Medico-Legal  Affairs  Committee  is 
currently  working  actively  on  this  and  hopes  to  be 
able  to  produce  a series  of  consent  forms,  along  with 
instructions  in  their  use,  that  will  provide  signifi- 
cant protection  in  this  most  troublesome  area  of 
medical-legal  activity.  Under  the  new  statute,  a 
kind  of  "locality  rule”  prevails. 

An  ad  hoc  committee  of  the  Board  of  Trustees 
has  been  working  on  the  question  of  countersuit. 
Many  inquiries  concerning  this  have  been  directed 
to  the  chairman  of  the  Medico-Legal  Affairs  Com- 
mittee, and  a review  of  activities  across  the  nation 
with  respect  to  countersuit  reveals  not  only  an  extra- 
ordinary interest,  but  also  considerable  misunder- 
standing about  their  applicability  in  medical-legal 
cases.  The  point  that  probably  requires  the  greatest 
emphasis  is  our  legal  tradition  that  looks  upon  courts 
as  the  proper  place  to  resolve  disputes,  with  the 
understanding  that  the  loser  is  entitled  to  his  day 
in  court  to  learn  just  how  unfounded  his  side  of  the 
dispute  was.  The  anguish  of  the  physician  who  is  a 
successful  defendant  is  understandable,  but  the  right 
of  access  of  the  plaintiff  to  the  courts  is  really  funda- 
mental to  our  system  of  justice. 

Martin  Gibbs,  M.D. 

Chairman 

MENTAL  HEALTH,  ALCOHOLISM,  AND 
DRUG  ABUSE  COMMITTEE 

The  Medical  Society  Mental  Health,  Alcoholism, 
and  Drug  Abuse  Committee  sponsored  a successful 
seminar  on  Depression  in  the  Aging — Reasons,  Rem- 
edies, and  Resources.  The  keynote  speaker  was  Alvin 

I.  Goldfarb,  M.D.,  Associate  Clinical  Professor  of 
Psychiatry,  Mt.  Sinai  School  of  Medicine  of  City 
University  of  New  York.  Doctor  William  Shellen- 
berger,  Chairman  of  the  Committee  on  Aging  of 
the  Medical  Society  of  Delaware,  greatly  aided  the 
Committe  in  coordinating  the  program. 

This  year  the  Committe  is  sponsoring  its  fourth 
annual  seminar,  Violence  in  the  Family,  to  be  held 
Saturday,  November  12,  1977  at  the  Delaware 

Academy  of  Medicine  Building.  Perry  Ottenberg, 
M.D.,  a nationally  recognized  phychiatrist,  will  be 
the  keynote  speaker.  Many  community  resource 


people  involved  in  child  and  spouse  abuse  will  be 
participating. 

The  Committee  discussed  the  use  of  amphetamines 
in  obesity  and  referred  the  problem  to  the  Board  of 
Trustees  for  a recommendation.  The  Board  com- 
plied with  the  following: 

1.  That  anorectic  drugs  should  be  used  in  the 
treatment  of  obesity  only  after  other  methods 
have  failed; 

2.  That  they  should  not  be  used  for  longer  than 
a period  of  two  to  four  weeks; 

3.  That  whenever  possible  the  amphetamine  and 
amphetamine-like  drugs  should  be  avoided  and 
the  lesser  stimulating  anorectic  used. 

For  the  coming  year,  the  Committee  will  continue 
to  work  at  the  pleasure  of  the  Board  of  Trustees 
and  the  President  of  the  Medical  Society  of  Delaware 
in  our  areas  of  expertise. 

Janet  P.  Kramer,  M.D. 

Chairman 

SCHOOL  HEALTH  COMMITTEE 

The  School  Health  Committee  met  a number  of 
times  during  the  past  year.  It  became  involved  in 
some  interesting  issues,  including  the  problem  of 
the  definition  of  "chiropractors.”  The  School  Health 
Regulations  indicate  that  the  examinations  for  school 
purposes  should  be  done  by  licensed  physicians.  It 
was  the  judgment  of  the  Committee  that  licensed 
physicians  did  not  include  chiropractors,  and,  through 
its  representatives  on  the  State  School  Advisory  Com- 
mittee, the  problem  was  further  discussed.  It  is 
now  in  the  hands  of  the  Attorney  General’s  office, 
in  order  to  determine  whether  a new  regulation  will 
be  necessary  to  better  define  the  responsibilities  of 
physicians  in  carrying  on  physical  examinations,  writ- 
ing excuses,  etc.  that  are  acceptable  to  the  school. 

The  Committee  also  became  involved  in  helping 
critique  an  Emergency  Treatment  Data  card,  which 
was  finally  approved  and  is  now  in  operation  through- 
out the  State. 

The  Committee  also  became  involved  in  trying  to 
answer  questions  on  medical  care  and  medical  cover- 
age in  Day  Care  Centers,  in  an  attempt  to  answer 
questions  put  to  the  Society  by  the  State. 

Dr.  George  R.  Hilty  is  trying  to  get  a better  defini- 
tion of  the  proper  consent  forms  to  use  for  children 
getting  vaccinations  and  immunizations. 

We  were  concerned  that  a number  of  school  nurses 
lost  jobs  because  of  the  fiscal  problems  of  the  State. 

We  reviewed  the  model  of  the  Public  Health  Edu- 
cation bill,  which  the  AMA  wished  to  push.  We  felt, 
at  this  time,  in  the  State  of  Delaware,  pushing  this 
would  be  somewhat  fruitless. 
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We  reviewed  some  of  the  recommendations  for  a 
Nurses’  Manual  for  the  State  Board  of  Education. 

At  the  last  meeting  in  June,  optometric  screening 
was  reviewed,  since  it  was  being  suggested  for  school 
children.  Some  of  the  enthusiasts  are  pushing  ex- 
ercises for  dyslexia,  which  do  not  make  much  physio- 
logic sense.  The  Committee  also  became  better  in- 
formed about  the  Reading  Study  Center  at  the  Uni- 
versity of  Delaware.  This  should  be  a good  resource 
for  those  with  reading  problems  in  the  State. 

In  conclusion,  the  Committee  had  an  active  year. 
It  did  not  solve  a lot  of  problems  but  laid  ground- 
work for  better  solutions  in  the  future.  The  Com- 
mittee maintained  reasonable  liaison  with  several 
other  groups  interested  in  school  health  problems. 
The  Committee  remains  interested  in  school  health 
problems  throughout  the  State  and  wishes  those  phy- 
sicians who  are  aware  of  any  such  problems  to  bring 
them  to  the  attention  of  the  Committee. 

Robert  W.  Frelick,  M.D. 

Chairman 

AD  HOC  COMMITTEE  ON  THE 
IMPAIRED  PHYSICIAN 

In  recent  years  there  has  developed  increasing  con- 
cern about  the  physician  who  is  impaired  in  his  ability 
to  render  competent  care  to  his  patients.  This  has 
resulted  in  a strengthening  of  the  laws  dealing  with 
the  licensure  of  physicians  by  legislatures  of  the  vari- 
ous states,  including  Delaware.  The  Medical  Practice 
Act  provides  the  Board  of  Medical  Practice  here  in 
Delaware  with  broad  powers  to  regulate  the  practice 
of  medicine  and  to  police  the  competence  of  those 
physicians  to  whom  it  grants  licenses. 

In  the  past,  here  in  Delaware,  there  have  been 
several  instances  of  phvsicians  who  were  physically, 
mentally,  or  emotionally  ill  including  self  abuse  by 
alcohol  or  drug  deoendency,  which  led  to  the  increas- 
ing impairment  of  their  competence  to  render  good 
patient  care.  As  of  now,  there  has  been  no  planned, 
organized,  or  coordinated  effort  by  the  physician 
community  to  assist  these  individuals  to  recover  from 
their  affliction.  In  most  instances  the  result  of  failure 
of  attempt  to  effect  rehabilitation  has  been  a tragic 
end  for  the  physician  and  his  family. 

The  Board  of  Trustees  of  the  Medical  Society  of 
Delaware  has  considered  this  problem  and  has  made 
the  decision  that  a planned  effort  be  made  to  deal 
with  the  problem  of  the  impaired  physician.  It  is 
tentatively  planned  that  a special  committee  com- 
posed of  representatives  of  the  component  county 
societies  be  formed  as  a standing  committee  to  define 
objectives  and  to  create  the  necessary  organization 
to  insure  an  effective  and  ongoing  program  of 
rehabilitation  of  the  afflicted  physician.  The  thrust 
of  this  committee  will  be  to  have  available  physician 


advocates  for  the  impaired  physician  who  will  fill 
the  concept  of  "I  am  my  brother’s  keeper.”* 

Because  of  the  urgency  and  importance  of  this 
problem  the  Board  requests  that  the  House  of  Dele- 
gates approve  in  principle  this  undertaking  and  to 
direct  that  the  President  promptly  appoint  any  neces- 
sary committee  or  committees  to  expedite  the  es- 
tablishment of  such  a program  of  rehabilitation. 

• Calvin  B.  Hearne,  M.D. 

Chairman 

’"PRELIMINARY  PROPOSAL  FOR 
A I D 

Medical  Society  of  Delaware 
Delaware  State  Osteopathic  Medical  Society 
Sponsors 

Advocates  for  the  Impaired  Doctor 

I.  Composition 

A.  State  crisis  telephone  line. 

B.  Membership  from  all  three  counties  with  active 
support  by  each  Medical  Society. 

C.  Composition  to  include  experienced  addiction- 
ologist,  recovered  alcoholics,  and  possibly  phy- 
sicians who  have  recovered  from  mental  depres- 
sion. 

D.  The  objectives  are  to  identify  physicians  who 
are  disabled  by  reason  of  their  addiction  to  or 
abuse  of  drugs,  including  alcohol,  and  by  reason 
of  mental  depression. 

Second  objective  is  to  persuade  the  doctor  to  seek 
treatment  voluntarily. 

The  third  objective  is  to  provide  a considerate, 
practical  and  effective  means  of  dealing  with  those 
doctors  whose  disability  has  been  verified,  but  who 
either  continue  to  deny  their  illness  or  else  have  re- 
fused to  complete  a course  of  treatment. 

The  fourth  objective  is  to  continue  to  act  as  the 
physicians  advocate  and  to  offer  support,  counsel  and 
compassion  even  though  the  responsibility  to  salvage 
the  doctor  has  been  assumed  by  the  Delaware  Board 
of  Medical  Practice. 

II.  Operation  (Modeled  after  the  Georgia  Plan) 

A.  Identification 

Crisis  phone — alerted  by:  THE  PHONE  CAL- 
LER WILL  REMAIN  ANONYMOUS 

Medical  Societies,  Spouse,  Other  Physicians, 
Pharmacists  and  Narcotics  Bureau,  Hospital 
Administrators,  Hospital  Credential  Commit- 
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tees,  Departmental  Directors,  Specialty  Groups, 
Nurses. 

B.  Validation  by  the  advocates  who  contact: 

Departmental  Directors,  Pharmacists,  Medical 
Societies,  Office  of  Narcotics  and  Dangerous 
Drugs,  Hospital  Administration,  Medical  Peers, 
Officers  of  Specialty  Groups. 

C.  Confrontation 

Endeavor  to  motivate  the  disabled  doctor  to 
enter  treatment.  Two  members  of  the  AID 
necessary. 

D.  Treatment  and  Rehabilitation 
"Georgian  Contract”  might  be  helpful. 

E.  Re-entry  into  professional  activity. 

F.  Alternate  Action — when  non-governmental  en- 
deavors have  failed. 

Referral  to  the  Delaware  Board  of  Medical  Practice 
but  continue  the  role  of  the  advocate  in  order  to  give 
support,  counsel  and  compassion  necssary  to  combat 
any  self  destructive  tendencies  by  the  "Probationer.” 

III.  Suggested  Guidelines 

1.  The  use  of  rehabilitated  physicians  and  experi- 
enced addictionologists  is  imperative. 

2.  The  confrontation  is  made  by  two  members, 
never  by  a single  member. 

3.  The  disabled  physician  should  be  approached  as 
a patient  not  as  a colleague.  If  immediate  hos- 
pitalization is  indicated,  it  should  be  demanded. 

4.  During  the  confrontation,  do  not  assume  the 
problem  is  known  to  the  physician,  be  specific! 

5.  To  offer  the  support  necessary  to  salvage  the 
impaired  physician,  involve  the  spouse,  family, 
office  personnel  and  close  professional  associates. 

6.  The  financial  considerations  of  the  impaired 
physician  should  be  considered  and  every  effort 
made  to  salvage  his  practice. 

7.  Disability  insurance  programs  should  not  ex- 
clude disability  on  the  basis  of  alcoholism  or 
drug  addiction. 

8.  We  should  recognize  that  alcoholism,  drug  abuse 
and  mental  illness  are  treatable  conditions  and 
that  treatment  and  rehabilitation  personnel 
skilled  in  these  areas  have  a good  success  record. 

David  A.  Levitsky,  M.D. 
with  consultation  with 
Arthur  F.  Zimmerman,  M.D.  and 
Calvin  B.  Hearne,  M.D. 


NOMINATING  COMMITTEE 

A meeting  of  the  Nominating  Committee  was  held 
at  the  Delaware  Academy  of  Medicine  on  September 
8,  1977  to  consider  positions  to  be  filled  for  the  year 
October  1977  through  1978. 

The  following  nominations  were  made: 
Vice-President  — Christos  S.  Papastavros,  M.D. 
Secretary  — Joseph  E.  Belgrade,  M.D. 

Treasurer  — Peter  R.  Coggins,  M.D. 

Representative  to  the  Delaware 

Academy  of  Medicine — Joseph  W.  Abbiss,  M.D. 

FOR  STANDING  COMMITTEES 

Budget  Committee 

Thomas  R.  Brooks,  M.D. 

Thomas  E.  Dyer,  M.D. 

George  R.  Hilty,  III,  M.D. 

Richardson  B.  Glidden,  M.D. 

Howard  Wilk,  M.D. 

Medical  Economics  Committee 

Olin  S.  Allen,  II,  M.D. 

Robert  T.  Beattie,  M.D. 

Ben  C.  Corballis,  M.D. 

Conley  L.  Edwards,  M.D. 

Joseph  Elliott,  M.D. 

Warren  R.  Johnson,  M.D. 

William  D.  Johnson,  M.D. 

Seymour  R.  Kaplan,  M.D. 

Ernest  M.  Larmore,  M.D. 

Douglas  W.  MacKelcan,  M.D. 

Robert  L.  Meckelnburg,  M.D. 

Carl  P.  Mulveny,  M.D. 

Jae  K.  Park,  M.D. 

Emanuel  M.  Renzi,  M.D. 

Robert  Scacheri,  M.D. 

Donald  Schetman,  M.D. 

Howard  Wilk,  M.D. 

Medical  Review  Committee 

Joseph  M.  Barsky,  Jr.,  M.D. 

Joseph  E.  Belgrade,  M.D. 

John  H.  Benge,  M.D. 

Rhoslyn  J.  Bishoff,  M.D. 

Jason  L.  Campbell,  M.D. 

I.  Favel  Chavin,  M.D. 

Ben  C.  Corballis,  M.D. 

Charles  A.  Depfer,  D.O. 

Thomas  E.  Dyer,  M.D. 

Robert  Flinn,  M.D. 

Robert  Frelick,  M.D. 

C.  E.  Graybeal,  M.D. 

O.  Keith  Hamilton,  M.D. 

Calvin  B.  Hearne,  M.D. 

Peter  J.  Mette,  M.D. 

Edgar  R.  Miller,  Jr.,  M.D. 

J.  Joachin  Palacio,  M.D. 
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Edmund  Scott,  D.O. 

Ignatius  J.  Tikellis,  M.D. 

Thomas  Vates,  M.D. 

Medical  Services  Insurance  Committee 

Daniel  A.  Alvarez,  M.D. 

Joseph  R.  Anticaglia,  M.D. 

Abdelgaffar  Q.  Awayes,  M.D. 

Said  Azarbal,  M.D. 

Alexander  D.  Balan,  M.D. 

Joseph  M.  Barsky,  M.D. 

Joseph  E.  Belgrade,  M.D. 

John  H.  Benge,  M.D. 

Rhoslyn  J.  Bishoff,  M.D. 

Bruce  Bolasny,  M.D. 

Jason  L.  Campbell,  M.D. 

I.  Favel  Chavin,  M.D. 

Ben  C.  Corballis,  M.D. 

Martin  Cosgrove,  M.D. 

Richard  D’Alonzo,  M.D. 

Frederick  M.  Davis,  D.O. 

James  Dearworth,  M.D. 

Neil  A.  de  Leeuw,  M.D. 

Charles  A.  Depfer,  D.O. 

Thomas  E.  Dyer,  M.D. 

Robert  E.  Erb,  M.D. 

Alan  J.  Fink,  M.D. 

Robert  Flinn,  M.D. 

Robert  Frelick,  M.D. 

C.  E.  Graybeal,  M.D. 

O.  Keith  Hamilton,  M.D. 

Calvin  B.  Hearne,  M.D. 

Robert  E.  Heckman,  M.D. 

John  Hogan,  M.D. 

T.  Noble  Jarrell,  III,  M.D. 

Alfred  Lazarus,  M.D. 

John  Levinson,  M.D. 

Anthony  C.  Lombardi,  M.D. 

Patricia  Mack-Toner,  M.D. 

Amir  Mansoory,  M.D. 

William  Mast,  M.D. 

Edward  W.  McReynolds,  M.D. 

Peter  J.  Mette,  M.D. 

Edgar  R.  Miller,  Jr.,  M.D. 

Perry  Mitchell,  M.D. 

Raymond  R.  Noble,  M.D. 

J.  Joachin  Palacio,  M.D. 

Jose  C.  Pamintuan,  M.D. 

John  Pegg,  M.D. 

Edward  F.  Quinn,  III,  M.D. 

Sadashiva  S.  Rao,  M.D. 

Mansour  Saberi,  M.D. 

Felix  R.  Santiago,  M.D. 

Ekkehard  S.  Schubert,  M.D. 

Edmund  Scott,  D.O. 

Charles  Smith,  M.D. 

Ignatius  J.  Tikellis,  M.D. 

Ghassem  Vakili,  M.D. 

Thomas  Yates,  M.D. 

Joseph  A.  Vitale,  D.O. 


John  J.  Wasniewski,  Jr.,  D.O. 
Stephen  F.  Wetherill,  M.D. 
John  S.  Wills,  M.D. 

Timothy  F.  Wozniak,  M.D. 
Jose  R.  Yanez,  M.D. 

Program  Committee 

Lanny  Edelsohn,  M.D. 

Carl  I.  Glassman,  M.D. 

Edgar  R.  Miller,  Jr.,  M.D. 
Bernadine  Z.  Paulshock,  M.D. 
Eleonora  F.  Schneider,  M.D. 

Public  Laws  Committee 

Robert  Abel,  Jr.,  M.D. 
Rhoslyn  J.  Bishoff,  M.D. 
Charles  Blackshear,  M.D. 
Richard  H.  Bonder,  M.D. 
Howard  Z.  Borin,  M.D. 
Norman  Cannon,  M.D. 

V.  Terrell  Davis,  M.D. 
Edward  S.  Dennis,  M.D. 
Christopher  R.  Donoho,  Jr., 
Christopher  R.  Donoho,  Sr., 
Brett  Elliott,  M.D. 

Edward  F.  Gliwa,  M.D. 

Louis  E.  Gromadzki,  M.D. 

Ali  Z.  Hameli,  M.D. 

Stephen  M.  Hanson,  M.D. 
Calvin  B.  Hearne,  M.D. 

John  E.  Hocutt,  Jr.,  M.D. 
Jeffry  Komins,  M.D. 

Vincent  Lobo,  D.O. 

Howard  Lovett,  M.D. 

Allston  J.  Morris,  M.D. 

Jose  Pamintuan,  M.D. 
Emanuel  M.  Renzi,  M.D. 
Barbara  B.  Rose,  M.D. 

Roger  B.  Thomas,  Jr.,  M.D. 

Publications  Committee 

Robert  Flinn,  M.D. 

William  J.  Holloway,  M.D. 
Robert  C.  Knowles,  M.D. 

E.  Wayne  Martz,  M.D. 
Richard  H.  Morgan,  M.D. 
Francis  P.  Parker,  M.D. 
Bernadine  Z.  Paulshock,  M.D. 
John  Pegg,  M.D. 

William  A.  Taylor,  M.D. 

Board  of  Medical  Practice 

New  Castle  County 

Allston  J.  Morris,  M.D. 

I.  J.  Tikellis,  M.D. 

John  E.  Benzel,  M.D. 

James  F.  Reamer,  M.D. 

James  P.  Aikins,  M.D. 

Robert  T.  Beattie,  M.D. 
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Donald  C.  Cameron,  M.D. 

Henri  F.  Wendel,  M.D. 

Marvin  V.  Andersen,  Jr.,  M.D. 

Robert  F.  Altschuler,  M.D. 

Sussex  County 

Judith  G.  Tobin,  M.D. 

James  Beebe,  M.D. 

Harvey  E.  Mast,  M.D. 

Thomas  E.  Dyer,  M.D. 

Daniel  A.  Alvarez,  M.D. 

Delegate — American  Medical  Association — 

(term  expires  12-31-79) 

Rhoslyn  J.  Bishoff,  M.D. 
Alternate  Delegate — American  Medical  Association — 
(term  expires  12-31-79) 

Roger  B.  Thomas,  Jr.,  M.D. 

John  J.  Egan,  M.D.,  Chairman 
John  H.  Benge,  M.D.  John  C.  Sewell,  M.D. 
Anis  Saliba,  M.D.  I.  J.  Tikellis,  M.D. 

REPORTS  OF 

LIAISONS  AND  REPRESENTATIVES 

AMERICAN  CANCER  SOCIETY 
DELAWARE  DIVISION,  INCORPORATED 

Professional  Education  Committee 

The  aim  of  the  Professional  Education  Committee 
of  the  American  Cancer  Society — Delaware  Division, 


Inc.  is  to  communicate  information  concerning  can- 
cer control,  promote  an  understanding  of  the  cancer 
problem,  and  help  members  of  the  medical  and  allied 
professions  acquire  skills  needed  to  detect  cancer 
early,  and  provide  the  highest  level  of  treatment  and 
care  for  cancer  patients. 

The  Cancer  Society  Professional  Education  Com- 
mittee concerned  itself  with  assisting  the  Medical 
Society  of  Delaware,  the  County  Medical  Societies, 
and  other  state  professional  societies  in  cancer  educa- 
tion. The  Committee  members  worked  diligently  to 
ensure  an  equitable  expenditure  of  effort  and  funds 
to  plan  or  provide  the  education  programs. 

During  1976-77,  statewide  or  regional  programs 
were  funded  for  physicians,  dentists,  pharmacists, 
nurses,  student  nurses,  clergy,  and  social  workers. 
More  than  2000  professionals  attended  these  pro- 
grams. Cancer  journals  and  publications  were  pur- 
chased for  the  Academy  of  Medicine  Library,  hospital 
medical  libraries,  and  nursing  school  libraries.  The 
bi-monthly  ACS  publication  CA-A  Cancer  Jo7irnal 
for  Clinicians  was  received  by  approximately  93  0 
physicians,  residents,  and  other  selected  health  pro- 
fessionals. In  addition,  approximately  8 5 00  other 
professional  publications  were  distributed  on  request. 
Six  new  professional  education  films  were  added  to  the 
film  library.  Eight  state  professional  organizations 
provided  exhibit  space,  without  charge,  at  their  meet- 
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ings.  AC'S  contributed  $1100  to  the  Wilmington 
Medical  Center  toward  the  purchase  price  of  $3300 
for  two  lecture  scopes  for  attachment  to  the  fiber- 
optic bronchoscope.  Patricia  Fitzpatrick,  who  com- 
pleted her  third  year  at  Thomas  Jefferson  University 
Medical  School,  was  awarded  a grant  for  a summer 
work-study  program  at  Kent  General  Hospital.  The 
first  work-study  program  for  six  student  nurses  was 
funded  by  the  Cancer  Society  and  programmed  in 
cooperation  with  the  Wilmington  Medical  Center 
and  the  University  of  Delaware  College  of  Nursing. 
ACS  sponsored  James  E.  Hutchins,  cytotechnologist 
at  the  Division  of  Public  Health  Laboratory,  to  at- 
tend a seminar  in  Maine  on  "Cytology  of  Carcinoma 
of  the  Endometrium.” 

Objectives  for  1977-78  have  been  developed  by 
the  Professional  Education  Committee  and  the  ACS 
Board  of  Directors.  Implementation  will  be  a chal- 
lenge. A greater  number  of  physician  volunteers  will 
be  needed  to  ensure  the  successful  attainment  of  the 
goals  and  objectives  for  professional  education. 

Service  and  Rehabilitation  Committee 

The  ACS  renders  many  services  to  the  public,  all 
planned  to  help  contribute  toward  the  control  of  can- 
cer and  the  improvement  of  the  patient’s  quality  of 
life.  These  services  include  assistance  and  informa- 
tion to  the  cancer  patient  and  family.  Services  are 
made  possible  by  the  participation  of  many  volun- 
teers who  carry  out  a variety  of  activities. 

The  services  of  the  ACS  are  developed  in  answer 
to  community  needs  and  vary  from  state  to  state.  The 
Delaware  program  is  one  which  provides  maximum 
service  within  the  limitations  of  personnel  and  funds, 
and  strives  to  meet  the  needs  of  patients  through 
utilization  of  all  community  resources. 

Although  the  Society’s  resources  do  not  permit  the 
payment  of  hospitalization,  doctor  bills,  and  radia- 
tion therapy,  it  is  able  to  offer  some  type  of  assistance 
to  almost  every  cancer  patient. 

During  1976-77,  information  and  counseling  were 
provided  to  162  families.  Transportation  was  pro- 
vided to  those  cancer  patients  who  had  no  other  means 
of  reaching  their  treatment  center.  Fifty-six  patients 
were  provided  many  rides  by  the  volunteer  transpor- 
tation committee.  Total  number  of  patients  served 
was  670. 

The  ACS  helps  sponsor  self-help  groups  such  as 
Make  Today  Count  (patients  and  families  with  life- 
threatening  illnesses),  rehabilitation  groups  such  as 
the  Reach  to  Recovery  program  for  women  who 
have  had  breast  surgery,  Laryngect  Program,  and  the 
Ostomy  Rehabilitation  Program. 

ACS  offices  are  located  in  Wilmington,  Dover,  and 
Georgetown,  and  have  "Loan  Closets”  where  equip- 
ment may  be  borrowed  by  cancer  patients.  These 


items  are  frequently  donated  to  the  Society  and  in- 
clude beds,  crutches,  walkers,  wheelchairs,  bedpans, 
etc. 

"Please  Call  Us,”  a pamphlet  outlining  services 
provided  by  ACS  in  Delaware,  is  available  upon  re- 
quest. 

Public  Information  Committee 

The  Public  Information  Committee  reports  that 
the  community  newspapers,  magazines,  and  radio 
broadcasters,  as  well  as  Channel  12  (WHYY-TV) 
and  Rollins  Cablevision,  continue  to  cooperate  in  in- 
forming the  public  about  ACS  educational  and  special 
events.  Generally  responsible  reporting  about  cancer 
has  been  noted  throughout  the  State. 

Public  Education  Highlights 

a.  Oral  Screening 

The  Delaware  State  Dental  Society,  the  State  Divi- 
sion of  Aging,  and  the  American  Cancer  Society  co- 
operated in  an  oral  screening  program  which  reached 
702  persons  and  resulted  in  177  referrals  to  private 
dentists,  physicians,  and  clinics  for  follow-up. 

b.  National  BSE  Study 

Delaware  was  invited  to  participate  in  a national 
study  to  determine  the  effectiveness  of  public  educa- 
tion in  breast  self-examination.  A total  of  1069 
women  attended  programs  led  by  volunteer  physi- 
cians, nurses,  breast  cancer  patients,  or  lay  people.  The 
results  will  be  released  about  December  1977. 

c.  Target  5 

High  level  activity  has  been  generated  to  reach 
the  objectives  of  a five-year  national  cancer  program: 
( 1 ) to  reduce  the  number  of  adults  who  smoke  by 
25%;  (2)  to  reduce  smoking  among  young  people 
by  at  least  50%;  and  (3)  to  encourage  industry  to 
reduce  tar  and  nicotine  content  by  5 0%.  The  effec- 
tive implementation  of  this  program  is  dependent 
on  the  physicians  in  Delaware.  More  than  75%  of  all 
respondents  to  the  recent  National  Clearinghouse 
Study  "Adult  Use  of  Tobacco — 1975”  said  they  be- 
lieved physicians  should  set  a good  example  by  not 
smoking  cigarettes.  The  Delaware  Division  of  the 
Cancer  Society  has  a waiting  list  of  more  than  200 
smokers  who  want  assistance  to  stop  smoking.  A 
major  effort  is  being  made  to  recruit  and  train  co- 
ordinators for  stop-smoking  programs.  One  session 
in  each  program  must  be  led  by  a physician.  Volun- 
teers are  asked  to  call  the  Cancer  Society. 

d.  Future  Public  Education  Goals 

The  Public  Education  Committee  has  accepted 
goal  challenges  to  reach  at  least  25,000  adults  and 
42,875  youth  with  a cancer  program  during  the  fiscal 
year  September  1997-August  1978.  Priority  will  be 
given  to  education  about  the  following  cancer  sites 
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— (1)  lung,  (2)  colorectal,  (3)  breast,  (4)  uterus 
and  cervical,  and  (5)  skin.  The  areas  of  concentra- 
tion will  be  given  to  high-rise  residences  for  older 
citizens  and  public  housing  residents. 

Robert  L.  Meckelnburg,  M.D. 

Liaison 


AMERICAN  DIABETES  ASSOCIATION 
DELAWARE  AFFILIATE,  INC. 

In  January,  1977,  the  Diabetes  Association  office 
was  opened  on  a full-time  basis,  having  previously 
operated  only  part-time.  Mr.  David  B.  LaVallee, 
formerly  of  the  Delaware  Valley  Leukemia  Society, 
was  hired  as  Executive  Director.  Mrs.  Daphne  White 
continues  as  Executive  Secretary.  There  is  now  an 
on-going  expansion  of  all  programs  including  detec- 
tion, and  public,  professional,  and  patient  education. 
The  seriousness  of  diabetes  as  a health  problem  is 
becoming  better  known  by  the  public,  and  informa- 
tion on  diabetes  has  been  disseminated  locally  through 
press  releases,  radio  announcements,  brochures,  and 
speakers  to  private  organizations. 

In  May  of  1977,  Dr.  Howard  Borin,  current  Presi- 
dent, Dr.  Thomas  Celello,  and  Dr.  Frank  Owczarek 
along  with  Jane  Eastburn,  R.D.,  presented  an  open 
forum.  Each  participant  spoke  on  a specific  subject 
concerning  diabetes;  then  the  program  was  opened 
for  a panel  discussion.  The  film,  "Diabetes:  The 
Hidden  Disease,”  was  shown. 

On  November  IS,  1977,  during  National  Diabetes 
Week,  Gary  Carpenter,  M.D.,  Associate  Professor  of 
Medicine  at  Jefferson  Medical  College  in  Philadelphia, 
will  speak  at  the  Wilmington  Medical  Center  Depart- 
ment of  Medicine  on  Genetics  and  Diabetes  and  on 
Inheritance  of  Diabetes  at  the  Delaware  Diabetes  As- 
sociation’s Fall  Luncheon  at  the  Academy  of  Medi- 
cine. 

Membership  is  currently  369  members,  of  whom 
86  are  professional  members,  i.e.,  physicians,  dentists, 
pharmacists,  and  podiatrists.  The  Diabetes  Associa- 
tion and  the  diabetic  patients  served  need  all  physi- 
cians in  Delaware  to  become  members.  Physicians  of 
the  Medical  Society  of  Delaware  are  urged  to  lend 
their  support  to  this  worthwhile  organization  by  be- 
coming members.  Dues  (deductible)  are  only  $10. 
per  year,  which  include  a subscription  to  Forecast,  a 
national  publication  for  diabetics,  suitable  for  all 
physicians’  waiting  rooms. 

In  summary,  these  past  nine  months  have  brought 
an  increase  in  membership  and  recognition  to  the 
Delaware  Affiliate  of  the  Diabetes  Association.  We 
look  forward  to  continued  success  in  terms  of  provid- 
ing various  services  to  the  diabetic  patients  and  their 
families  in  the  State  of  Delaware  under  Dr.  Borin’s 
able  leadership. 

Bernadine  Z.  Paulshock,  M.D. 

Liaison 


Clothes  for  Women  of  Discernment 
Deceptively  simple  . . . 

In  our  “Designer’s  Clothes” 
and 

Great  fun  in  our  “Miss  Jo”  fashions 

COME  VISIT  US 
In  Our  Unique  Country  Setting 
ROCKLAND  ROAD 
MONTCHANIN,  DEL  19710 
9.00  to  5:00  Saturday  10:00  to  4:00 


We  Are  Pleased  to  Announce 
the  October  10  Opening  of 


Springwood 


AT  LEESBURG 


. . . a 30-bed  private  psychiatric  hospital 
in  Loudoun  County  Virginia, 

35  miles  west  of  Washington,  D.C. 


Springwood  at  Leesburg  provides  short-  to 
intermediate-term  inpatient  treatment  for  adults 
and  a limited  number  of  adolescents.  Hospital 
treatment  programs  have  been  designed  to  offer  each 
patient  highly  individualized  care  in  a comfortable 
and  attractive  therapeutic  setting. 


The  facilities  of  Springwood  at  Leesburg  are  suitable 
for  the  most  demanding  patients,  including 
physicians,  corporate  executives,  government  officials, 
and  their  respective  family  members. 


Chairman  of  the  Beard 
of  Directors 
Leon  Yochelson,  M.D. 

Medical  Director 
Jack  Durell,  M.D. 

Clinical  Director 
Robert  E.  Strange,  M.D. 

Associate  Clinical  Director 
C.  Gibson  Dunn,  M.D. 

Administrator 
LeRoy  K.  Norem 


An  affiliate  of 

The  Psychiatric  Institute 

of  Washington,  D.C. 

For  further  information, 
please  contact: 

Robert  E.  Strange,  M.D. 
Clinical  Director 
Springwood  at  Leesburg 
Route  2,  Box  44 
Leesburg,  Virginia  22075 
1703)777-0800 
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AUTOMOTIVE  SAFETY  COMMSTTEE 

A meeting  was  held  in  my  office  on  February  15, 
1977,  with  Mr.  Neil  Dunn,  Safety  Engineer,  and  Mr. 
Oscar  Sebastian,  Chief  of  Safety  Planning  of  the 
Department  of  Highways  and  Transportation,  State 
of  Delaware. 

It  was  explained  to  me  at  this  meeting  that  the 
only  area  in  which  we  probably  could  work  closely 
with  the  Department  of  Highways  and  Transporta- 
tion is  in  the  Multidisciplinary  Accident  Investiga- 
tion Team.  At  that  time  I was  told  that  they  would 
notify  me  before  the  team  was  formed.  To  this  date 
I have  not  heard  from  Mr.  Dunn  or  Mr.  Sebastian. 

Since  the  Multidisciplinary  Accident  Investigation 
Team  has  not  gotten  off  the  ground  as  yet  there  can- 
not be  any  further  report. 

David  L.  Schafer,  M.D. 

Representative 

COMMUNITY  COUNCIL  ON 
EMERGENCY  SERVICES 

The  Community  Council  on  Emergency  Services  has 
been  completely  inactive  for  the  past  year.  This  is 
not  to  say,  however,  that  no  activity  is  taking  place 
since  the  function  of  the  committee  has  to  a certain 
extent  been  taken  over  by  the  Governor’s  Emergency 
Medical  Services  Advisory  Council.  We  feel  very 
strongly,  however,  that  this  committee  is  necessary 
and  that  it  should  be  reactivated.  It  would  be  my 
suggestion  that  Dr.  Howard  Lovett  be  designated  as 
Chairman  of  this  Council,  and  he  and  I will  see  to 
it  that  the  council  is  properly  constituted  and  has 
regular  meetings. 

Since  the  council  has  not  met  throughout  the  past 
year,  there  is  no  report  to  the  Society. 

Ben  Corballis,  M.D. 
Representative 

CONTROLLED  SUBSTANCES  ACT 
ADVISORY  COMMITTEE 

Committee  members  are: 

Nicholas  P.  Haritos,  M.D.,  Chairman  (the  Secretary’s 
Designee  for  the  Controlled  Substances  Act) 
Malcolm  Cobin,  Assistant  Attorney  General 
Ali  Hameli,  M.D.,  Chief  Medical  Examiner 
Captain  James  G.  Szymanski,  Delaware  State  Police 
James  L.  Goodwill,  II,  D.D.S. 

Kline  Kemp,  Agent,  Office  of  Narcotics  and  Danger- 
ous Drugs 

Martin  Golden,  Secretary 
Rhoslyn  J.  Bishoff,  M.D. 

William  Merritt,  Pharmacist 
A1  Gibson 

Hearings  and  meetings  were  held  on  September 
16,  1976;  March  10,  1977;  April  21,  1977;  and 
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Tablets 

Percodan  (? 

DESCRIPTION  Each  yellow,  scored  tablet  contains 
4 50  mg,  oxycodone  HCI  (WARNING:  May  be  habit 
forming),  0.38  mg.  oxycodone  terephthalate  (WARN- 
ING: May  be  habit  forming),  224  mg  aspirin,  160  mg. 
phenacetin,  and  32  mg  caffeine. 

INDICATIONS  For  the  relief  of  moderate  to  moderately 
severe  pain. 

CONTRAINDICATIONS  Hypersensitivity  to  oxyco- 
done, aspirin,  phenacetin  or  caffeine. 

WARNINGS  Drug  Dependence  Oxycodone  can  pro- 
duce drug  dependence  of  the  morphine  type  and, 
therefore,  has  the  potential  for  being  abused.  Psychic 
dependence,  physical  dependence  and  tolerance  may 
develop  upon  repeated  administration  of 
PERCODAN  " . and  it  should  be  prescribed  and  admin- 
istered with  the  same  degree  of  caution  appropriate  to 
the  use  of  other  oral  narcotic-containing  medications. 
Like  other  narcotic-containing  medications, 
PERCODAN  ■ is  subject  to  the  Federal  Controlled  Sub- 
stances Act. 

Usage  in  ambulatory  patients  Oxycodone  may 
impair  the  mental  and/or  physical  abilities  required  for 
the  performance  of  potentially  hazardous  tasks  such 
as  driving  a car  or  operating  machinery  The  patient 
using  PERCODAN  ’ should  be  cautioned  accordingly. 
Interaction  with  other  central  nervous  system 
depressants  Patients  receiving  other  narcotic  anal- 
gesics. general  anesthetics,  phenothiazines,  other 
tranquilizers,  sedative-hypnotics  or  other  CNS  depres- 
sants (including  alcohol)  concomitantly  with 
PERCODAN*  may  exhibit  an  additive  CNS  depres- 
sion. When  such  combined  therapy  is  contemplated, 
the  dose  of  one  or  both  agents  should  be  reduced. 
Usage  in  pregnancy  Safe  use  in  pregnancy  has  not 
been  established  relative  to  possible  adverse  effects 
on  fetal  development.  Therefore,  PERCODAN  > should 
not  be  used  in  pregnant  women  unless,  in  the  judg- 
ment of  the  physician,  the  potential  benefits  outweigh 
the  possible  hazards. 

Usage  in  children  PERCODAN*  should  not  be 
administered  to  children 

Salicylates  should  be  used  with  caution  in  the  pre- 
sence of  peptic  ulcer  or  coagulation  abnormalities. 
PRECAUTIONS  Head  injury  and  increased  intra- 
cranial pressure  The  respiratory  depressant  effects  of 
narcotics  and  their  capacity  to  elevate  cerebrospinal 
fluid  pressure  may  be  markedly  exaggerated  in  the 
presence  of  head  injury,  other  intracranial  lesions  or  a 
pre-existing  increase  in  intracranial  pressure  Further- 
more, narcotics  produce  adverse  reactions  which  may 
obscure  the  clinical  course  of  patients  with  head 
injuries. 

Acute  abdominal  conditions  The  administration  of 
PERCODAN'  or  other  narcotics  may  obscure  the 
diagnosis  or  clinical  course  in  patients  with  acute  ab- 
dominal conditions. 

Special  risk  patients  PERCODAN " should  be  given 
with  caution  to  certain  patients  such  as  the  elderly  or 
debilitated,  and  those  with  severe  impairment  of  hepat- 
ic or  renal  function,  hypothyroidism,  Addison  s disease, 
and  prostatic  hypertrophy  or  urethral  stricture. 
Phenacetin  has  been  reported  to  damage  the  kidneys 
when  taken  in  excessive  amounts  for  a long  time. 
ADVERSE  REACTIONS  The  most  frequently 
observed  adverse  reactions  include  light-headedness, 
dizziness,  sedation,  nausea  and  vomiting.  These 
effects  seem  to  be  more  prominent  in  ambulatory  than 
in  nonambulatory  patients,  and  some  of  these  adverse 
reactions  may  be  alleviated  if  the  patient  lies  down. 
Other  adverse  reactions  include  euphoria,  dysphoria, 
constipation  and  pruritus. 

DOSAGE  AND  ADMINISTRATION  Dosage  should  be 
ad|usted  according  to  the  severity  of  the  pain  and  the 
response  of  the  patient.  The  usual  adult  dose  is  one 
tablet  every  6 hours  as  needed  for  pain. 

DRUG  INTERACTIONS  The  CNS  depressant  effects 
of  PERCODAN  * may  be  additive  with  that  of  other 
CNS  depressants.  See  WARNINGS 
DEA  Order  Form  Required. 


£ndo  Inc. 

Manati,  Puerto  Rico  00701 
Subsidiary  of  Endo  Laboratories,  Inc. 
Subsidiary  of  the  DuPont  Company 
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CONSIDERATIONS  FOR 
ORAL  NARCOTIC  ANALGESIC  USE: 


1.  Determine  need  What  is  causing  pain?  How  is  it  perceived  by 

you  and  your  patient? 


2.  Prescribe  a rapid- 
acting agent 


Select  a readily- absorbed  oral  agent  that 
usually  acts  within  15  to  30  minutes. 


3.  Minimize  Prescribe  in  limited  quantities  for  selected 

potential  risk  patients. 

Schedule  II  classification  means  no  refills,  no 
telephone  Rx.  Patients  with  persistent  pain 
must  return  for  your  evaluation  of  analgesic 
needs. 


4.  Provide  adequate 
analgesia  with 
minimum  doses 


Consider  PERCODAN®  because  patients 
rarely  ask  for  increased  dosage. 
PERCODAN®  relief  can  last  up  to  six  hours - 
until  time  for  next  tablet. 


Effective  relief  of  moderate 
to  moderately  severe  pain 

Tablets 


each  yellow,  scored  tablet  contains:  4 50  mg  oxycodone  HC1 
(WARNING:  may  be  habit  forming),  0.38  mg  oxycodone  terephthalate 
(WARNING:  may  be  habit  forming),  224  mg  aspirin,  160  mg 
phenacetin,  32  mg  caffeine 


PERCODAN-  is  a registered  trademark  of  Endo  Inc. 


Please  see  facing  page  for  Brief  Summary  of  prescribing  information. 
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October  13,  1977,  (the  latter  too  late  to  be  added  to 
this  report) . 

The  hearings  were  to  review  charges  made  against 
offenders  of  the  Controlled  Substances  Act.  A phy- 
sician’s application  for  controlled  substances  registra- 
tion was  rejected,  and  a pharmacist  was  fined  five 
hundred  dollars.  The  meetings  considered  interpreta- 
tions of  the  Controlled  Substances  Act.  Announce- 
ments were  made  and  confirmed  that  amobarbital, 
secobarbital,  and  pentobarbital  were  moved  from 
Schedule  III  to  Schedule  II,  that  dextropropoxyphene 
be  placed  on  Schedule  IV  along  with  phentermine. 
Concern  was  shown  for  the  placement  of  marijuana 
regulations  in  a decriminalized  posture.  Copies  of 
minutes  are  on  file  in  the  Society  office. 

I was  not  able  to  attend  any  meetings  or  hearings 
this  year.  If  the  meetings  are  returned  to  Wednes- 
days I will  again  be  able  to  attend;  if  not,  it  is  my 
suggestion  that  a new  appoinment  be  made  in  my 
place. 

Rhoslyn  J.  Bishoff,  M.D. 

Representative 

DELAWARE  CHAPTER  OF  THE  ARTHRITIS 
FOUNDATION 

The  work  of  the  Delaware  Chapter  of  The  Arth- 
ritis Foundation  continues  to  increase  in  scope  and 
activities.  Support  of  the  Arthritis  Clinic  at  the 
Memorial  Division  of  the  Wilmington  Medical  Center 
continued  in  the  form  of  a $3,000  grant  to  help  de- 
fray the  cost  of  this  most  important  clinic.  The 
Private  Consultation  Clinic  at  the  Milford  Memorial 
Hospital  has  been  well  received  and  attended.  In- 
dividual patient  services  included  more  than  250  phy- 
sician referrals.  Distribution  of  educational  literature 
reached  almost  20,000  pieces  being  forwarded  to  in- 
terested physicians  and  laymen.  Speakers,  slides,  and 
films  were  used  in  both  public  and  professional  edu- 
cation; technical  material  and  seminars  were  also  made 
available  to  physicians  and  allied  health  professionals. 
A Lupus  Group  of  over  5 0 people  met  monthly  for 
lectures,  slides,  films,  and  discussion.  Some  training 
of  geriatric  aides  was  accomplished. 

The  Foundation  continued  its  fund-raising  efforts 
to  support  national  arthritis  research  in  the  amount 
of  $10,000. 

Allen  C.  Wooden,  M.D. 

Liaison 

DELAWARE  HEART  ASSOCIATION 

The  Delaware  Heart  Association  continues  its  ef- 
forts to  reduce  the  morbidity  and  mortality  from 
heart  disease  in  Delaware  through  education,  research, 
and  a variety  of  programs.  Examples  are  educational 
materials  provided  to  interested  health  professionals 
without  charge,  training  programs  in  basic  cardiac 
life  support,  hypertension  screening  programs,  and 


the  provision  of  equipment  and  training  of  personnel 
for  the  ambulance  evacuation  system  in  the  City  of 
Wilmington.  The  statewide  streptococcal  throat  cul- 
ture program  has  been  turned  over  to  the  State  of 
Delaware.  Research  programs  within  the  State  have 
been  encouraged,  and  1977  saw  the  completion  of  a 
three-year  project  at  the  University  of  Delaware  sup- 
ported by  a $3  0,000  grant  from  the  Delaware  Heart 
Association. 

The  Delaware  Heart  Association  continues  to  sup- 
port the  statewide  program  of  continuing  medical 
education  of  the  Medical  Society  of  Delaware,  the 
annual  David  Flett  duPont  lecture,  a cardiac  shelf 
at  the  Library  of  the  Delaware  Academy  of  Medicine, 
and  a memorial  cardiac  shelf  at  the  Beebe  Hospital  in 
Lewes  in  memory  of  Dr.  Dave  Reinhardt. 

Many  physicians  of  the  State  are  actively  involved 
in  the  work  of  the  Association,  although  financial 
support  by  physicians  is  negligible.  The  Association 
looks  forward  to  continued  progress  in  cooperation 
with  the  medical-  profession. 

E.  Wayne  Martz,  M.D. 

Liaison 

DELAWARE  INSTITUTE  OF  MEDICAL 
EDUCATION  AND  RESEARCH 

The  DIMER  Program  continues  to  operate  in  spite 
of  a very  stormy  year.  Although  the  Legislature 
recommended  an  appropriation  of  $2,419,434,  the 
Governor  insisted  on  cutting  this  to  $8  5 0,000,  elimi- 
nating completely  any  funds  for  the  University  of 
Delaware  or  the  Wilmington  Medical  Center.  Further- 
more the  $8  5 0,000  was  cut  by  1%  after  July  1st. 
This  forced  Jefferson  to  accept  a subsidy  far  below 
their  actual  costs  and  further  reduced  scholarship 
funds  available  for  needy  students.  For  the  academic 
year  1976-77  there  were  47  applicants  for  scholar- 
ship assistance.  Thirty-three  awards  were  made  rang- 
ing from  $5  00  to  $2000  to  be  applied  by  the  students 
against  the  Jefferson  tuition  of  $5  600.  The  total 
scholarship  allocation  was  $46,5  00.  Now  for  1977- 
78  there  is  slightly  less  than  $41,000  available  for 
scholarships.  The  AMA-ERF  contributions  provided 
$684.80  to  DIMER  in  1976  and  $1,282.45  in  1977. 

In  spite  of  the  drastic  cut  in  the  DIMER  funds 
the  Governor’s  office  has  given  assurance  that  it  favors 
the  DIMER  concept  and  intends  to  continue  to  sub- 
sidize Jefferson  Medical  College  for  the  acceptance 
of  twenty  Delawareans  each  year.  Twenty-three 
Delaware  students  were  among  the  Jefferson  gradu- 
ates in  1977,  and  twenty-one  new  Delaware  students 
matriculated  at  Jefferson  in  September  1977. 

DIMER  and  the  Medical  Society  of  Delaware  have 
worked  in  concert  in  two  major  areas.  First,  the 
DIMER  association  with  Jefferson  has  made  possible 
the  statewide  programs  in  Continuing  Medical  Edu- 
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cation  sponsored  by  the  Medical  Society.  Second,  the 
DIMER  Board  has  been  very  interested  in  checking 
out  possible  alternative  ways  of  achieving  its  goals 
which  might  be  less  expensive  to  the  State  of  Dela- 
ware. A committee  of  the  Board  of  Trustees  of  the 
Medical  Society  of  Delaware  has  been  of  great  assis- 
tance in  this  regard.  They  recommended  continua- 
tion of  the  same  numbers  of  students  and  the  same 
policy  regarding  Jefferson  subsidy  and  scholarships. 
However,  they  did  say  that  as  a last  resort  reasonable 
economy  moves  might  be  to  reduce  the  numbers  of 
students  and  to  require  some  payback  of  scholarship 
funds  but  not  of  basic  subsidy.  The  DIMER  Board 
also  looked  into  the  possibility  of  arrangements  with 
other  medical  schools  and  checked  with  every  school 
in  Philadelphia,  Baltimore,  and  Washington.  In  every 
one  it  proved  to  be  either  not  feasible  or  more  ex- 
pensive than  the  Jefferson  arrangement.  The  Board, 
after  considering  all  possibilities,  has  recommended 
continuation  of  the  present  arrangement. 

Leslie  W.  Whitney,  M.D. 

President,  Board  of  T ms  tees 
DIMER 

DELAWARE  INTERAGENCY  COUNCIL 
ON  SMOKING  AND  HEALTH 

During  the  past  year  the  Council  held  three  meet- 
ings. Much  time  was  devoted  to  determining  what 
direction  future  programming  activities  should  take. 

As  liaison  officer  to  this  group,  it  was  my  feeling 
that  one  of  the  continuing  purposes  of  the  organiza- 
tion was  to  maintain  public  information  and  educa- 
tion regarding  the  risks  of  smoking. 

It  was  determined  that  much  activity  is  going  on 
in  our  community  by  each  of  the  individual  member 
agencies.  Some  organizations  are  concentrating  on 
educating  the  young  child  in  grades  K through  3, 
while  others  are  conducting  clinics  for  persons  who 
want  to  kick  the  habit  or  assisting  others  in  their 
rights  as  non-smokers.  For  the  Council’s  benefit, 
however,  it  was  felt  that  we  should  place  emphasis 
on  one  project  in  order  to  achieve  a unified  approach. 
A decision  was  reached  to  concentrate  our  activity 
on  preparing  a comprehensive  teacher’s  guide  for 
grades  K through  4 in  the  area  of  health. 

The  Council  was  also  active  in  communicating 
with  our  senators  regarding  pending  national  legisla- 
tion on  the  use  of  tobacco.  It  was  determined  that 
legislative  interests,  both  local  and  national,  would 
continue  to  receive  our  interest  and  support. 

Robert  Altschuler,  M.D. 

Liaison 


DELAWARE  LUNG  ASSOCIATION 

During  the  last  year  the  Delaware  Lung  Associa- 
tion has  continued  in  its  support  of  the  Medical  So- 


BURGLAR/SMOKE/FIRE 
ALARM  PROTECTION 


RESIDENTIAL  & COMMERCIAL 
PROTECTION  SPECIALISTS 


• One  of  the  largest  Security  Systems 

Specialists  in  the  World 

• Highly  unique  surveillance  programs 

incorporating  Closed  Circuit  TV 

• Central  Station  Service 

• Financing  Available 

• Installation  by  Trained  Technicians 

125  OFFICES  WORLD-WIDE 


Call  Collect  lor  Local  Service  7 days  a Week  — 24  hours  a day 

ACCURATE  ALARM  SYSTEMS,  INC. 

2502  Silverside  Road 
Wilmington,  Delaware  19810 

(302)  478-9520 


Baynard  Optical 
Company 

Prescription  Opticians 

We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians’ 
Prescriptions 


CONCORD  PLAZA  MEDICAL  CENTER 
3411  Silverside  Rd.  1003  Delaware  Ave. 
2323  Pennsylvania  Avenue 
Wilmington,  Delaware 
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f GOLDSBOROUGH  ] 

L COMPANY  * REALTORS  1 

We  are  prepared  to  take  on  Special  Realty 
Assignments  covering  acquisitions,  sales,  apprai- 
sals, and  leasing  of  commercial,  industrial,  and 
special  purpose  properties. 

CONFIDENTIAL  ASSIGNMENTS 
HONORED 

Executive  Offices 

2115  Concord  Pike  (Area  Code  302) 

Fairfax  Shopping  Center  575-1000 

Wilmington,  DE  19899 

ASK  FOR  ARNOLD  GOLDSBOROUGH 

Affiliated  Companies 
CONTINENTAL  MORTGAGE  COMPANY 
GOLDSBOROUGH-BARR  & DOLSON 
INSURANCE  AGENCY 
GOLDSBOROUGH  FINANCIAL  SERVICE 
COMPANY 


ciety  of  Delaware.  During  the  past  year  the  Dela- 
ware Lung  Association  participated  in  the  Academy 
of  Medicine  Health  Forum  series  and  in  November 
sponsored  Dr.  Patricia  Nell,  Chief  of  the  Allergy  De- 
partment at  St.  Christopher’s  Hospital  in  Philadel- 
phia, as  a guest  speaker. 

The  Delaware  Lung  Association  paid  the  tuition  of 
two  respiratory  therapists  who  attended  an  advance 
course  at  the  University  of  Chicago. 

We  helped  sponsor  a five-day  session  on  respiratory 
care  at  the  Beebe  Hospital  in  association  with  Hahne- 
mann Hospital. 

We  supported  the  Medical  Society  of  Delaware’s 
Continuing  Medical  Education  Seminars  for  Physi- 
cians by  sponsoring  two  programs  related  to  respira- 
tory disease,  care,  and  prevention. 

The  Delaware  Lung  Association  provides  to  phy- 
sicians the  Basics  of  Respiratory  Disease  and  Clinical 
Notes  on  Respiratory  Disease.  These  publications  can 
be  obtained  by  any  physician  simply  by  calling  the 
Delaware  Lung  Association  in  Wilmington,  Delaware 
65  5-725 8. 

The  Lung  Association  continues  to  sponsor  the 
Infectious  Disease  Symposium  held  annually  in  Wil- 
mington. 

James  M.  Hofford,  M.D. 

Liaison 


DELAWARE  SOCIETY  OF  MEDICAL  ASSISTANTS 

The  current  President  of  the  Society  is  Mrs.  Nancy 
Parker  who,  as  of  September  19,  relates  that  the  So- 
ciety is  still  floundering.  Several  of  the  new  mem- 
bers show  a great  deal  of  interest.  However,  there 
are  marked  problems  within  the  organization.  The 
Program  Chairman  has  recently  resigned,  and  there 
has  been  a great  confusion  in  mailing  of  invitations 
for  some  of  the  more  major  events.  Because  of  the 
lack  of  interest  in  this  organization,  the  Vice  Presi- 
dent has  resigned. 

The  agenda  for  the  coming  year  is  as  follows: 
September  21,  1977 

Dinner  at  the  Coach  House  Restaurant — Speaker, 
Barbara  Clifton,  a licensed  cosmetologist. 

October  20,  1977 

A social  evening  at  the  Candlelight  Music  Theater. 
November  16,  1977 

Dinner  meeting — Speaker,  Dr.  Daniel  Mann,  "Ex- 
periences of  Being  a P.O.W.” 

December  7,  1977 

Bosses’  Nite  at  the  Wilmington  Country  Club. 
January 

NO  MEETING 
February  15,  1978 

Dinner  meeting;  Speaker,  Dr.  John  Egan  on  Hema- 
tology. 

March  15,  1978 

Dinner  meeting;  Speaker,  Dr.  Singh  on  Pediatric 
Surgery. 

April  19,  1978 

Dinner  meeting;  Speakers,  Eugene  and  Connie  Zyt- 
kus  will  present  a tour  of  Russia. 

May  17,  1978 

Installation  of  Officers  at  the  University  and  Whist 
Club. 

Carl  I.  Glassman,  M.D. 

Liaison 

DIVISION  OF  VOCATIONAL  REHABILITATION 
STATE  OF  DELAWARE 

The  liaison  between  the  Division  of  Vocational  Re- 
habilitation and  the  Medical  Society  of  Delaware  has 
continued  over  the  past  year.  Again,  as  in  the  past, 
this  liaison  is  essentially  centered  at  the  Eugene  du- 
Pont  Hospital  working,  particularly,  with  spinal  cord 
injured  patients,  stroke  patients,  and  patients  with 
multiple  fractures  and  other  orthopedic  problems. 
Vocational  Rehabilitation  continues  to  be  active  in 
other  parts  of  the  State  as  well,  working  with  handi- 
capped patients  and  their  training  and  vocational 
rehabilitation. 

With  the  implementation  of  the  Federal  Act  for 
Employment  and  Training  of  the  Handicapped,  Vo- 
cational Rehabilitation  will,  undoubtedly,  be  active  in 
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the  implementation  of  guidelines  for  hiring  and  em- 
ployment of  cue  nantncapped. 

Anthony  L.  Cucuzzella,  M.D. 

Liaison 


EASTER  SEAL  SOCIETY  FOR  CRIPPLED 
CHILDREN  AND  ADULTS  OF  DELAWARE 

Arthur  J.  Heather,  M.D. 

Liaison 

The  report  was  not  received. 


MEDICAL  ADVISORY  COMMITTEE, 
DIVISION  OF  SOCIAL  SERVICES, 

STATE  OF  DELAWARE 

This  completes  the  first  year  of  the  guidance  of 
the  Division  of  Social  Services  under  its  new  execu- 
tive director,  Richard  Cherrin. 

In  last  September’s  (1976)  meeting  it  was  revealed 
that  25%  of  Medicaid  recipients  have  some  other 
type  of  coverage.  With  this  information  Blue  Cross- 
Blue  Shield  acting  as  the  federal  government’s  agent 
prepared  to  reject  claims  where  other  third  party 
liability  was  provable. 

Mr.  Cherrin  informed  the  Committee  that  he  and 
his  office  are  actively  involved  in  accumulating  and 
forwarding  to  the  Attorney  General’s  Office  any  in- 
formation he  thinks  he  has  in  the  area  of  fraud  deal- 
ing with  provider  transactions. 

At  the  request  of  the  chiropractors  of  Delaware 
the  Advisory  Committee  agreed  to  give  a hearing 
concerning  two  requests.  First,  they  desired  recogni- 
tion by  Medicaid  for  their  services,  and  secondly,  they 
wished  to  be  considered  as  providers,  and  hence  candi- 
dates for  membership  on  the  Medical  Advisory  Com- 
mittee for  the  Division  of  Social  Services. 

The  request  of  the  Chiropractic  Society  was  a 
topic  throughout  the  entire  year  just  ended  with  our 
May  meeting.  The  chiropractors  were  delayed  by 
their  choice  in  December,  but  in  March  they  had 
their  hearing,  and  in  May  the  Medical  Advisory  Com- 
mittee sent  to  the  Secretary  of  the  Department  of 
Health  and  Social  Services  a letter  conveying  this 
statement,  voted  and  agreed  on  by  no  dissenting 
votes:  "Chiropractors  be  excluded  from  the  Medi- 
caid Program  at  the  present  time  for  all  services 
rendered  because  of  cost  containment  and  other  items 
carrying  higher  priorities.”  (*A  copy  of  the  Medicaid 
services  provided  by  our  states  including  Delaware 
is  on  file  in  the  Society  office.) 

In  similar  context  the  Psychological  Association 
has  asked  for  recognition  by  the  Advisory  Committee. 
A committee  of  Robert  Abel,  M.D.,  Chairman,  Mar- 
tin Moss,  O.D.,  Mr.  Sheldon  Schweidel,  and  Mr.  Mark 
Abrams  was  appointed  to  consider  the  request  by 
Doctor  Mattey  of  the  Delaware  Psychological  Asso- 
ciation to  be  considered  as  providers  for  Medicaid. 


House  of  Delegates  Proceedings,  1977 


In  the  December  meeting  Mr.  David  Krigstein 
announced  that  HEW  had  given  approval  to  conduct 
a survey  to  establish  dispensing  fees  among  the  phar- 
macists of  Delaware. 

At  this  time  no  apparent  change  has  been  observed 
in  pricing  of  generic  drugs;  this  is  still  under  obser- 
vation. 

By  motion  the  Committee  suggested  to  the 
Division  of  Social  Services  that  it  cease  payment  for 
anorectic  drugs  when  used  in  the  treatment  of  obesity. 

It  was  announced  by  Mr.  Cherrin  that  a cost  re- 
view of  Medicaid  by  his  department  with  the  aid  of 
Blue  Cross-Blue  Shield  is  under  way. 

Mr.  Jan  DeLong  placed  the  shadow  of  PL93-641 
across  the  Department  of  Health,  Education  and 
Welfare.  Delaware’s  new  Health  Systems  Agency 
could  choke  out  the  need  for  any  advisory  commit- 
tees and  commissions  now  existent  in  our  State’s 
Health  Care  System.  A real  political  tug  of  war 
may  ensue. 

The  Medical  Advisory  Committee  holds  its  next 
election  of  officers  and  members  at  its  December 
meeting,  the  third  Wednesday  of  December  1977. 

Robert  Abel,  Jr.,  M.D. 

Rhoslyn  J.  Bishoff,  M.D. 

Representatives 


JOHN  G.  MERKEL 
& SONS,  INC. 

Physicians  — Hospitals  — 
Laboratory  — Invalid  Supplies 


PHONE  654-8818 

807  N.  Union  Street 
Wilmington,  Delaware 
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SPINA  BIFIDA  ASSOCIATION  OF  DELAWARE 

The  Spina  Bifida  Association  of  Delaware  (SBAD) 
continues  to  grow  both  in  the  size  of  its  membership 
and  in  the  scope  of  involvement  on  behalf  of  the 
children. 

Currently  the  biggest  problem  confronting  not 
only  spina  bifida  children  but  all  the  children  in  the 
orthopedic  units  in  the  public  schools  of  New  Castle 
County  is  that  all  the  currently  proposed  integration 
plans  for  racial  balance  would  end  up  in  segregating 
the  handicapped  children  and  preventing  them  from 
being  "mainstreamed”  because  their  adjacent  schools 
would  no  longer  have  all  the  grades  in  them.  Ed 
Ziegler,  president  of  SBAD,  has  contacted  the  New 
Castle  County  Planning  Board  of  Education  offering 
help  in  solving  this  problem. 

In  addition,  SBAD  is  also  working  in  the  following 
areas: 

1.  Awareness  via  radio  spots,  television  commer- 
cials on  Channels  6 and  10,  and  presentations 
to  various  groups  using  slide  shows  and  bro- 
chures. 

2.  Action  activity — Mr.  Ziegler  was  an  alternate 
delegate  from  Delaware  to  the  White  House 
Conference  on  the  Handicapped.  A meeting 
was  held  with  the  League  of  Women  Voters  to 
find  out  how  to  get  involved  with  legislation. 
SBAD  is  also  working  on  goals  for  the  future. 

The  SBAD  continued  to  meet  on  a bimonthly  basis. 
The  September,  1977,  meeting  was  held  at  the  Kent 
County  Orthopedic  School  to  encourage  full  partici- 
pation by  downstate  members.  Guest  speakers  this 
year  included  Dr.  Pierre  LeRoy,  who  discussed  the 
latest  neurosurgical  advancements. 

The  Spina  Bifida  Association  of  America,  which 
links  all  the  state  chapters  together,  has  now  estab- 
lished a national  office  to  disseminate  information.  It 


publishes  " The  Pipeline,”  a bimonthly  newsletter  de- 
voted to  medical,  social,  educational,  and  architec- 
tural information  for  the  handicapped,  as  well  as 
reports  of  ongoing  legislation  as  it  affects  the  phy- 
sically handicapped.  It  has  established  its  own  policy 
for  treatment  of  newborns  with  spina  bifida.  In- 
terested physicians  can  subscribe  to  this  newsletter. 
For  information,  contact  the  Spina  Bifida  Associa- 
tion of  Delaware  by  calling  Mr.  Ziegler  at  731-9120. 

Nina  L.  Steg,  M.D. 

Liaison 


As  a memorial  to  the  members  of  the  Society  who 
were  lost  through  death  during  the  past  year,  the 
assembly  rose  for  a moment  of  silence  as  the  names 
were  read: 

Bruce  Barnes,  M.D. 

Donald  L.  Bice,  M.D. 

George  Botte,  M.D. 

Irvin  N.  Carroll,  M.D. 

Major  W.  Gasper,  M.D. 

Margaret  I.  Handy,  M.D. 

Wallace  M.  Johnson,  M.D. 

John  W.  Lynch,  M.D. 

David  Marine,  M.D. 

Parviz  Mostafavee,  M.D. 

Livio  Olmedo,  M.D. 

Winder  L.  Porter,  M.D. 

R.  Douglas  Sanders,  M.D. 

Anthony  F.  Vitiello,  M.D. 

Charles  E.  Wagner,  M.D. 

(Resolutions  considered  at  the  House  of  Delegates 
Meeting  will  be  published  in  the  JANUARY  1978 
issue  of  the  Delaware  Medical  Jotirnal.) 

(The  complete  report  of  the  Proceedings  of  the 
House  of  Delegates  is  on  file  in  the  Medical  Society 
office  and  is  available  to  members  for  reference.) 


750 


Del  Med  Jrl,  Dec  1977 — Vol  49,  No  12 


Speakers  on  Speakers  for  January  1978  on  the  Tuesday  radio  program  (11:05  a.m.,  WDEL) 

“Ask  the  Doctor”  produced  by  the  Medical  Society  of  Delaware  are:  January  3,  John  S.  Wills, 
M.D.,  Computerized  Tomography;  January  10,  William  J.  Holloway,  M.D., 
Genital  Herpes;  January  17,  Paul  Sica,  M.D.,  Psoriasis;  January  31,  Hugo  B. 
Schwandt,  M.D.,  Intra-Ocular  Lens  Implants. 


Grants  for  The  Delaware  Heart  Association  is  accepting  applications  for  grant-in-aid  sup- 

Heart  Research  port  for  research  activities  related  to  cardiovascular  function  and  disease  or  to 
related  fundamental  problems.  Applications  are  available  at  the  Delaware  Heart 
Association,  Suite  46,  Independence  Mall,  1601  Concord  Pike,  Wilmington,  654- 
5269,  upon  either  written  or  telephone  request.  The  deadline  for  receipt  of 
applications  is  January  31,  1978.  Approved  applications  will  be  funded  begin- 
ning July  1,  1978,  for  a 12-month  period. 


In  the  News  K.  K.  Kimura,  Ph.D.,  M.D.,  has  accepted  the  position  of  Professor  of  Pharma- 

cology and  Director  of  Group  in  Clinical  Pharmacology  at  the  newly  established 
Wright  State  University  School  of  Medicine  in  Dayton,  Ohio,  effective  January 
1,  1978.  In  addition,  he  will  receive  a joint  appointment  as  Professor  of  Medi- 
cine. Dr.  Kimura  was  a member  of  the  Editorial  Board  of  the  Delaware  Medical 
Journal  when  he  belonged  to  the  Medioal  Society  of  Delaware. 


CLINICAL  NOTICES  AND  MEETINGS 


DAFP  Winter  The  Delaware  Academy  of  Family  Physicians  will  present  THE  WINTER  COURSE,  ten 

Course  consecutive  Wednesdays  from  January  4-March  8,  at  St.  Francis  Hospital,  Wilmington, 

and  six  consecutive  Wednesdays,  January  4-February  8,  at  Kent  General  Hospital,  Dover. 
The  program  is  acceptable  for  20  prescribed  hours  in  Wilmington  and  15  prescribed 
hours  in  Dover  by  the  American  Academy  of  Family  Physicians.  Enrollment  is  open 
to  all  licensed  physicians.  For  information,  contact  Anne  Shane  Bader,  Executive  Direc- 
tor, Delaware  Academy  of  Family  Physicians,  1925  Lovering  Avenue,  Wilmington.  Tele- 
phone: 658-7596. 


“UNWANTED  HAIR  PERMANENTLY  REMOVED” 

Frances  B.  Aerenson, 

R.H. 

ELECTROLOGIST 

PROFESSIONAL  BUILDING,  SUITE  26 
AUGUSTINE  CUTOFF  654-0670 

WILMINGTON,  DELAWARE 
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In  Brief 


Stress,  Strain,  Heart  The  American  Heart  Association,  American  Society  of  Law  & Medicine,  President’s  Corn- 
Disease,  and  the  Law  mittee  on  Employment  of  the  Handicapped,  and  AHA  Massachusetts  Affiliate  will  spon- 
sor the  NATIONAL  CONFERENCE  ON  STRESS,  STRAIN,  HEART  DISEASE,  AND  THE 
LAW,  January  26-28,  Copley  Plaza  Hotel,  Boston,  Massachusetts.  The  program  is  ac- 
ceptable for  12  hours  toward  Category  I,  AMA,  and  12  elective  hours  by  the  American 
Academy  of  Family  Physicians.  For  information  contact:  American  Society  of  Law  & 
Medicine,  454  Brookline  Avenue,  Boston,  Massachusetts  02215.  Mail  registration  is  ad- 
vised because  of  limit  on  number  of  participants. 


ACP  Postgraduate 
Courses 


CONTEMPORARY  INTERNAL  MEDICINE,  January  9-13,  New  York  Cornell  Medical 
Center,  New  York. 

WORKSHOPS  IN  THE  PATHOPHYSIOLOGY,  DIAGNOSIS  AND  TREATMENT  OF 
ELECTROLYTE  AND  ACID-BASE  DISORDERS,  January  9-13,  University  of  Pennsyl- 
vania School  of  Medicine,  Philadelphia,  Pennsylvania. 

PROBLEMS  IN  CLINICAL  ENDOCRINOLOGY,  January  18-20,  The  Mason  Clinic, 
Seattle,  Washington. 

PRESENT  CONCEPTS  IN  INTERNAL  MEDICINE,  January  24-27,  Letterman  Army 
Medical  Center,  Presidio  of  San  Francisco,  California. 

FOURTH  ANNUAL  STANFORD-PALO  ALTO  RESEARCH  FOUNDATION  WINTER 
COURSE  IN  INFECTIOUS  DISEASES  AT  SUN  VALLEY,  February  27-March  3,  Sun 
Valley,  Idaho. 

CLINICAL  ONCOLOGY  FOR  THE  GENERAL  INTERNIST,  February  28-March  2,  Pres- 
byterian Medical  Center,  Denver,  Colorado. 


The  American  College  of  Physicians  will  sponsor  the  following  courses.  Each  program 
will  fulfill  Category  I requirements  for  the  AMA  Physician’s  Recognition  Award.  For 
information  contact:  Registrar,  Postgraduate  Courses,  ACP,  4200  Pine  Street,  Philadel- 
phia, PA  19104. 


Telephone  798-2520 

If  No  Answer,  E.  H.  Eaton,  Director 

Call  738-9180 


CLAYMONT  MEDICAL  LABORATORY 


Office  Hours 
Daily  9 A.M.  to  3 P.M, 

Eves.  Tues.,  Wed.,  Thurs.  1320  PHILADELPHIA  PIKE 

6 to  9 P.M. 

Sat.  8 A M.  to  12  Noon  WILMINGTON,  DEL  19809 
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